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*7w  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a full}' 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  \our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodse  Street  • Omaha,  NE  68114 


Technology  with  a personal  touch 

The  caring,  experienced  professionals  at  Madonna  Rehabilitation 
Hospital's  Assistive  Technology  Center  assess  how  computer  access, 
seating  and  mobility,  environmental  control  and  communication  can 
improve  your  patient's  ability  to  be  independent.  Team  members  include: 

• a speech  language  pathologist 

• physical  therapist 

• occupational  therapist 

• psychologist 

• rehab  engineer 

• vocational  rehab  specialist 

Children  and  adults  with  spinal  cord  or  head  injuries,  developmental 
delays,  strokes,  neuromuscular  and  degenerative  diseases  and  other 
disabilities  can  benefit  from  the  training,  technical  support,  resources  and 
education  at  the  Assistive  Technology  Center.  For  more  information,  call 
Tracie  Spoeneman,  MS,  CCC-SLP,  at  402-483-9459. 


The  road  to  recovery  begins  here. 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Oate  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus  Phone ( ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
II  you  do  not  choose  to  have  it  considered  as  a base  for  repaying  the  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/ Group 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a base  for  repaying  the  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

I authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accouit  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  m this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  rvestigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  ndicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co- Applicant  Signatue  Oate 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases). 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  lee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee -$1500 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  "Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  pnnted  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -000-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha,  NE  68101  -0007  FirsTieP®  Bank,  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Absences  from  work,  marital  discord,  denial, 
health  problems  and  evidence  of  substance 
abuse  are  all  symptomatic  of  addiction,  a serious 
condition  that  can  be  successfully  treated.  As  a 
physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEIHODET 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  — 1-800-423-USAF 


FAMILY  PRACTITIONER 

Want  to  share  call  with  11  other  FPs  and  live  in  the  Brainerd  Lakes  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2’/2  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 


BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 


(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street,  Brainerd,  MN  56401 
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12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
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Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
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Karen  Engelsman,  Executive  Director 
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7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
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Nebraska  Academy  of  Otolaryngology 
James  V Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
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Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M.  Howell,  M.D.,  FACEP,  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D  , M.S.P.H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 


Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Tracy  R Osborne,  M.D.,  President 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M Vose,  M.D  , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D  . Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Robert  Wergin,  M.D  , President 
4601  F Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Patricia  E Thorpe,  M.D  , President 
233  S.  13th  Ste.,  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D  , President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M Horrocks,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Debra  K.  Potratz,  CMA,  President 
814  Sweetwood  Drive,  Grand  Island,  NE  68803 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr..  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha.  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a minimum  of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering  your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical  account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph  D.,  M.P  H Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H Dunbar  Hoskins,  Jr.,  M.D  , Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W Hale,  M.D  , Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C , 20024-2188 
American  College  of  Physicians 

Walter  J McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A Ebert,  M.D  , Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
325  Seventh  Street,  N.W.,  Washington,  D C.  20004 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W  , Atlanta,  GA  30309 
International  College  of  Surgeons 

Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Societ 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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professional  Protection  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


INTERNIST 

Want  to  share  call  with  8 other  Internists  and  live  in  the  Brainerd  Lake  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2’/2  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Inquiries  from  General  Internists  or  Internist  with  sub-specialty  interest 
in  Pulmonology  or  Rheumatology  welcomed. 

BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  8294901 
2024  South  6th  Street,  Brainerd,  MN  56401 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott, M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D  , O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D  , Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Keamey,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D , North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Elizabeth  P.  Rapier,  Hastings  .... 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  .. 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo Jeffrey  P.  Lee,  Kearney 

Butler Gerald  W.  Luckey,  David  City  ... 

Cheyenne-Kimball-Deuel  Calvin  W.  Cutright,  Sidney 

Cuming Scott  D Green,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow  . 

Dodge  Stephen  V.  Wendt,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Four Murray  Markley,  Loup  City 

Gage 


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Michael  J.  Sullivan,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D M.  Laflan,  Creighton  

Lancaster Krynn  K.  Buckley,  Lincoln 

Lincoln  Leland  Lamberty,  North  Platte  ... 

Madison Pradip  Mistry,  Norfolk 

Metropolitan  Omaha John  C.  Sage,  Omaha 

Northeast Tod  Voss,  Pierce 

Northwest Jerry  L McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders  Leo  Meduna,  Wahoo 

Scotts  Bluff Richard  Simmons,  Scottsbluff 

Seward  Van  E.  Vahle,  Seward  

South  Central Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 
Clinton  Jones,  Kearney 

Clinton  B Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
Mark  D.  Jobman,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Joseph  R.  Gard,  Lincoln 
Newton  Mack,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Diane  E.  Gilles,  Scottsbluff 
Roger  Meyer,  Utica 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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I Am  Responsible 


DAVID  L.  BACON,  M.D. 


Every  year  the  Estes  Park  Conference  has  a 
series  of  meetings  across  the  country  dealing 
with  changes  in  health  care,  administration, 
managed  care,  etc..  Medical  legal  aspects  are 
evaluated  and  motivational  speeches  are  given. 
One  of  the  keynote  speakers  is  Dr.  Leland 
Keiser  and  he  has  a speech  which  in  essence 
says,  you  create  your  own  destiny,  you  create 
your  own  reality,  you  should  step  up  and  take 
charge  of  your  destiny  and  your  reality  and 
achieve  whatever  it  is  that  you  want  to  achieve. 
When  I first  heard  this  speech  I thought  this 
boy  is  way  out,  but  the  more  I thought  about 
it  the  more  I thought  he  was  right.  It  is  by  our 
own  attitudes,  our  choices,  our  decisions  that 
we  create  the  reality  of  our  existence  and  as 
such  we  are  truly  responsible  for  our  own 
existence  and  for  our  lives. 

With  this  in  mind,  I would  like  to  explore 
several  facets  of  our  current  life  in  which,  if 
each  of  us  would  step  up  and  say,  "I  am  respon- 
sible", we  would  change  the  fabric  of  our  soci- 
ety and  create  an  entirely  different  environ- 
ment and  culture  in  which  to  live.  Great  em- 
phasis is  placed  upon  the  violence  present  in 
our  society.  Every  day  there  is  a new  story  of 
some  unspeakable  violence  committed  by  one 
person  or  group  of  persons  against  another 
within  our  society.  Children  are  killing  chil- 
dren, people  are  stealing  in  utero  fetuses  for 
their  own,  bombs  are  prepared  to  destroy  the 
lives  of  innocent  people  to  create  a statement. 
The  net  effect  is  that  people  are  creating  for 
themselves  their  own  hell  and  their  own  hostile 
environment  which  then  spills  over  into  the 
lives  of  many  other  people.  Deb  Prothrow- 
Stith  spoke  recently  to  the  ABC  breakfast  in 
Omaha.  She  talked  about  the  importance  of 
loving,  caring  relationships  at  home.  During 
her  speech  she  discussed  the  effect  of  the 
media  on  culture  and  on  the  people  who  have 
violent  tendencies.  She  was  reporting  a study 
in  which  the  observations  were  that  the  vio- 
lence in  the  media  had  some  effect  on  a large 
percentage  of  the  population,  but  had  a very 
large  effect  on  a small  part  of  our  population. 
The  media  does  set  the  stage  to  desensitize 


David  L.  Bacon,  M.D. 

individuals  that  make  violence  more  accept- 
able. She  also  mentioned  that  the  thrust  of 
government  is  to  incarcerate  the  violent  indi- 
vidual at  the  cost  of  about  $38,000.00  a year, 
when  giving  a youth  a more  meaningful  job 
would  cost  approximately  $2,000.00  for  the 
summer.  The  effect  on  a family  when  there  is 
irresponsibility  on  the  part  of  one  or  both 
parents  by  seeking  instant  gratification  and 
instant  pleasure  through  the  medium  of  street 
drugs  and  prescription  drugs,  and  a lack  of  an 
overall  plan  in  a person's  life,  contributes  to- 
wards individuals  creating  the  reality  of  life 
which  is  truly  hell  on  earth. 

As  I drive  between  Kearney  and  Lincoln  for 
the  many  responsibilities  of  this  office,  I often 
listen  in  the  afternoon  to  a syndicated  psy- 
chologist/psychiatrist give  30  second  diagnoses 
and  30  second  advice  to  people  for  a wide 
variety  of  problems.  I was  astounded  to  hear 
this  person  say  that  as  far  as  violence  is  con- 
cerned this  person  felt  sorry  for  the  men.  The 
position  was  that  violence  perpetrated  against 
men  is  often  by  strangers  and  results  in  serious 
injury  and  death.  The  psychologist  said  that,  as 
far  as  women  were  concerned,  women  were  in 
control  because  the  majority  of  violence  per- 
petrated against  women  was  by  those  they 
know  very  well.  Her  thesis  was  that  women 
should  seize  control  of  their  lives  and  throw 
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out  the  men  who  intimate  violence  or  actually 
perpetrate  it.  Her  position  was  that  women 
should  not  tolerate  this  kind  of  activity  and  be 
done  with  these  men  at  the  first  sign  of  any 
violent  type  endeavor.  An  interesting  thesis. 
Of  course,  this  thesis  fails  to  take  into  account 
the  many  other  factors  which  are  in  play  in- 
cluding childhood  experiences,  co-dependency, 
etc.,  etc.. 

When  I was  in  high  school,  it  was  not  un- 
usual for  a teacher  or  principal  to  bring  out  the 
paddle  and  deliver  corporal  justice  to  the  be- 
hind of  an  errant  student.  Most  errant  students 
learned  very  quickly  that  that  type  of  behavior 
is  not  acceptable  in  the  schools  and  they 
ceased.  In  the  current  environment  the  teach- 
ers are  not  allowed  to  intervene  and  must 
assume  an  extremely  passive  role  in  the  disci- 
pline of  schools.  What  a change. 

Given  all  these  factors  that  are  changing  the 
fabric  of  our  society  and  the  culture  in  which 
we  live,  think  what  a difference  it  would  be  if 
we  were  able  to  teach  each  child  and  conse- 
quently each  adult  the  phrase,  "I  am  respon- 
sible". If  we  were  somehow  able  to  teach  chil- 
dren that  they  are  responsible,  that  they  do 
determine  the  course  of  their  lives  and  that  the 
life  they  live  will  be  the  result  of  the  choices 
they  make,  think  what  a change  there  would 
be  in  children's  lives.  We  should  teach  children 
that  by  hard  work,  by  perseverance,  by  studi- 
ous application  of  themselves,  they  could  cre- 
ate the  reality  of  their  own  life.  There  are 
certain  limitations  in  this.  A person  less  than  six 
foot  tall  will  never  be  the  center  of  a profes- 
sional basketball  team,  a woman  of  modest 
build  will  never  be  a linebacker  for  the  Chi- 
cago Bears  and  certain  other  features  cast 
limitations  on  this  statement,  but  in  the  society 
where  we  live,  for  the  most  part,  each  person 
could  truly  say,  "I  am  responsible  for  the  style 
of  life  I am  going  to  live".  Take  this  one  step 
further,  if  every  patient  were  to  say,  "I  am 
responsible  for  the  people  who  live  in  my 
household  and  I am  responsible  for  teaching 
them  to  respect  teachers,  to  respect  authority 
figures  so  that  education  and  social  endeavors 
could  be  carried  out  without  disruption",  what 


a change  this  would  be.  If  teachers  were  to  say, 
"I  am  responsible  for  teaching  this  person  the 
very  best  of  skills  that  I am  assigned  to  teach, 
and  I am  going  to  teach  them  how  to  learn  the 
best  of  the  environment,  its  history,  its  geogra- 
phy, its  speech  and  language,  its  mathematics 
and  physics  and  its  interpersonal  relationships", 
what  a difference  this  would  make  in  each 
classroom.  If  parents  were  to  say,  "I  am  respon- 
sible for  the  home  I have  created.  I am  respon- 
sible for  the  love,  the  care,  the  concern,  the 
uplifting  and  support  of  this  home",  what  a 
different  it  would  make.  The  idea  is  not  unique. 
The  basic  text  of  the  concept,  "I  am  respon- 
sible", has  been  seized  upon  by  a number  of 
people.  One  has  only  to  read  the  current  news- 
papers and  watch  the  television  to  see  some 
individuals  beginning  to  say,  "I  am  responsible, 
we  are  responsible,  it  is  in  our  hands  that 
society  rests".  The  concept,  "I  am  responsible", 
includes  several  concepts.  It  includes  the  con- 
cept that  I am  responsible  for  myself  and  my 
family,  it  includes  that  I am  responsible  to  see 
that  all  people  are  treated  fairly  and  that  op- 
portunities are  available  for  everyone  based 
upon  their  individual  skills  and  abilities,  not  on 
birth  and  position  and  that  all  persons  are 
treated  with  confidence  and  respect.  In  the 
areas  of  family  life,  if  men  and  women  were  to 
teach  their  children  that  the  children  are  re- 
sponsible for  the  well-being  of  their  siblings,  of 
their  neighbors  and  their  friends  and  the  par- 
ents themselves  would  say,  "I  am  responsible 
for  the  life  and  happiness  of  the  person  with 
whom  I live",  think  what  a difference  this  would 
make.  These  three  little  words  carry  a tremen- 
dous connotation  and  are  a positive  approach 
to  many  of  the  problems  which  are  currently 
troubling  our  society.  The  question  is,  how  do 
we  best  teach  each  of  us  to  say,  "I  am  respon- 
sible". How  do  we  convey  this  to  the  children 
throughout  our  society,  to  the  people  in  vari- 
ous responsible  positions,  to  the  people  living 
throughout  various  neighborhoods  to  say,  "I 
am  responsible  for  this  neighborhood  and  the 
people  who  live  within  it".  If  we  could  say  this 
the  change  that  would  take  place  in  this  soci- 
ety in  which  we  live  would  be  incalculable. 
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GUEST  EDITORIAL 


Treating  Hypercholesterolemia  Aggressively 


CHARLES  S.  WILSON,  M.D. 

1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 


Since  the  relationship  between  elevated 
blood  cholesterol  level  and  the  incidence  of 
coronary  heart  disease  (CHD)  was  first  noted 
several  decades  ago,  there  has  been  contro- 
versy about  the  treatment  of  lipid  disorders. 
Is  cholesterol  really  a causal  agent  in  the 
development  of  CHD?  Does  treatment  re- 
ally make  any  difference  in  the  primary  and 
secondary  prevention  of  CHD?  What  is  the 
target  level  to  be  achieved  in  the  treatment 
of  hypercholesterolemia?  Recent  studies 
have  provided  answers  to  these  important 
questions. 

There  is  extensive  evidence  of  a direct 
correlation  between  elevated  total  choles- 
terol level  and  the  risk  of  CHD,  and  there  is 
an  even  closer  relationship  between  elevated 
level  of  the  low  density  lipoprotein  (LDL) 
fraction  of  cholesterol  and  the  incidence  of 
CHD.  LDL  appears  to  be  a "bad  guy"  in  the 
development  of  CHD  and  should  be  a spe- 
cial focus  in  the  treatment  of  dyslipidemia. 
The  high  density  lipoprotein  (HDL)  fraction 
of  total  cholesterol  appears  to  be  a "good 
guy",  somehow  providing  a measure  of  pro- 
tection from  LDL  for  the  vessel  wall.  There  is 
strong  epidemiologic  evidence  that  HDL 
levels  are  inversely  correlated  with  the  risk 
of  CHD  over  a broad  range  of  HDL  levels. 
The  case  for  a direct  relationship  between 
elevated  triglyceride  levels  (independent  of 
HDL  and  LDL  levels)  and  the  risk  of  CHD  is 
more  complex  and  less  compelling. 

Several  primary  prevention  clinical  trials, 
individually  and  by  meta-analysis,  indicate 
that  dietary  and  medical  treatment  of 
dyslipidemia  is  effective  in  reducing  the  risk 
of  CHD  in  persons  without  previously  known 
CHD.  These  studies  suggest  that  reducing 
total  cholesterol  by  1 percent  lowers  the 
subsequent  CHD  rates  by  2-3  percent.  Since 
current  therapies  can  reduce  total  choles- 
terol and  HDL  by  20-45  percent,  there  is  a 
potential  for  dramatic  reduction  in  the  inci- 
dence of  CHD.  The  recent  Scandinavian 


Simvastatin  Survival  Study,  a secondary  pre- 
vention trial  involving  4,444  patients  with 
known  CHD  (angina  pectoris  or  prior  myo- 
cardial infarction),  demonstrated  a 42  per- 
cent reduction  in  coronary  deaths  in  the 
simvastatin  treated  group,  with  the  incidence 
of  nonfatal  major  coronary  events  and  the 
incidence  of  myocardial  revascularization 
procedure  each  reduced  by  at  least  one- 
third.  The  benefits  were  noted  in  subsets 
including  women  and  patients  of  both  sexes 
over  60  years  of  age.  Furthermore  the  CHD 
relative  risk  reduction  was  nearly  indentical 
across  all  four  quartiles  of  initial  LDL  level, 
indicating  "lower  is  better",  even  starting 
from  a normal  LDL  level.  The  results  of  these 
primary  and  secondary  prevention  studies 
provide  a substantial  body  of  evidence  that 
treatment  of  dyslipidemia  does  indeed  make 
a difference  in  terms  of  CHD  risk. 

The  Expert  Panel  of  the  National  Choles- 
terol Education  Program  published  in  Sep- 
tember, 1993,  new  guidelines  for  the  treat- 
ment of  hypercholesterolemia,  with  algo- 
rithms for  the  detection,  evaluation,  and 
treatment  of  elevated  blood  cholesterol  in 
the  primary  and  secondary  prevention  of 
CHD.  All  primary  care  physicians  should 
become  familiar  with  these  algorithms  and 
apply  them  in  their  practice.  The  NCEP  guide- 
lines place  appropriate  emphasis  on  dietary 
therapy  before  or  in  addition  to  mediation. 
The  guidelines  also  emphasized  the  impor- 
tance of  controlling  or  eliminating  other  CHD 
risk  factors.  However,  their  approach  still 
results  in  a large  number  of  patients  who 
need  medication  to  adequately  control  their 
dyslipidemia. 

The  NCEP  guidelines  emphasize  the  key 
role  of  LDL  in  the  development  of  CHD  by 
focusing  on  a target  level  of  LDL  to  deter- 
mine the  adequacy  of  response  to  treatment 
with  diet  and/or  medication.  For  primary 
prevention  in  the  patient  without  CHD  or 
other  arteriosclerotic  vascular  disease,  the 
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target  level  of  LDL  after  treatment  should  be 
less  than  160  milligrams  percent  if  the  pa- 
tient has  zero  or  one  other  risk  factor,  and 
less  than  130  milligrams  percent  if  two  or 
more  other  risk  factors  are  present.  The 
NCEP  guidelines  list  six  risk  factors.  Two  of 
these  are  not  modifiable  including  age  (male 
over  45  years  and  female  over  55  years)  and 
family  history  of  premature  CHD  (before 
age  55  in  father  or  other  male  first  degree 
relative,  or  before  65  years  of  age  in  mother 
or  other  female  first  degree  relative).  The 
other  four  risk  factors  can  be  modified  or 
eliminated,  including  cigarette  smoking,  hy- 
pertension, low  HDL  cholesterol,  and  diabe- 
tes mellitus. 

For  secondary  prevention  of  CHD  in  the 
patient  with  known  arteriosclerotic  disease, 
the  target  level  of  LDL  is  less  than  100 
milligrams  percent.  That  stringent  level  re- 
flects the  fact  that  the  risk  for  subsequent 
myocardial  infarction  and  cardiac  death  is  5- 
7 times  higher  in  patients  with  established 
arteriosclerotic  vascular  disease  than  in  the 
general  population.  The  unfortunate  fact  of 
the  matter  is  that  a minority  of  patients  with 
known  arteriosclerotic  vascular  disease 


achieve  this  target  level  with  the  intensity  of 
treatment  currently  prevailing  in  clinical  prac- 
tice. The  results  of  the  Scandinavian 
Simvastatin  Survival  Study  certainly  support 
aggressive  lipid  treatment  in  these  patients, 
expecially  since  the  dramatic  benefit  of  treat- 
ment demonstrated  in  that  trial  occurred 
during  a median  follow-up  of  only  5.4  years. 
It  is  intuitive  to  expect  an  even  greater  dif- 
ference between  the  treatment  group  and 
the  placebo  group  over  time,  although  that 
remains  to  be  seen  with  longer  follow-up. 

The  conclusions  to  be  made  at  this  junc- 
ture in  the  evolution  of  our  knowledge  about 
hypercholesterolemia  include:  1)  Treatment 
of  elevated  cholesterol  can  make  a differ- 
ence in  CHD  outcomes;  2)  Target  levels  of 
LDL  to  be  achieved  with  treatment  require 
aggressive  therapy  in  many  patients  and 
must  be  sustained  over  long  periods.  The 
primary  physician  has  both  the  opportunity 
and  the  responsibility  to  make  a major  im- 
pact on  the  reduction  of  CHD  by  the  aggres- 
sive application  of  the  current  knowledge 
about  hypercholesterolemia. 
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LETTER  TO  THE  EDITOR 


CLAUDE  A FRAIZIER,  M.D. 


Dear  Editor: 

A needless  death  — Doug  Milner. 

Thousands  of  other  deaths  (such  as  Lawrence 
Stern,  the  past  editor  of  the  Washington  Post)  are 
needless.  Why  are  they  needless? 

1 . Because  of  a lack  of  education  concerning 
the  use  of  epinephrine  (adrenaline)  that  can 
be  used  in  the  case  of  a reaction  to  an  insect 
sting  to  prevent  death  in  the  event  of  ana- 
phylactic reaction. 

2.  The  failure  of  states  to  pass  legislation  to 
allow  laymen  to  administer  epinephrine. 

I have  worked  to  educate  laymen  and  get  laws 


passed  in  states  to  allow  laymen  to  administer 
epinephrine.  Everyone  should  have  an  emergency 
epinephrine  kit.  As  a lone  crusader,  I have  been 
able  to  get  legislation  passed  in  20  states.  Texas, 
where  Mr.  Milner  lived,  is  not  one  of  these  states. 

Death  from  a severe  anaphylactic  reaction  can 
occur  in  five  minutes,  which  is  insufficient  time  to 
get  to  medical  aid.  Doug  Milner  was  unconscious 
within  minutes.  Epinephrine  (adrenaline)  is  the 
only  treatment  that  will  save  a person  suffering  an 
anaphylactic  reaction. 

MAY  THE  DEATH  OF  DOUG  MILNER 
NOT  BE  IN  VAIN! 

Sincerely, 

Claude  A.  Frazier,  M.D. 


The  Dallas  Morning  News  Tuesday,  November  14,  1995 

Wasp  sting  fatal  to  journalist  Doug  Milner 


By  Aline  McKenzie 

Staff  Writer  of  The  Dallas  Morning  News 

Doug  Milner,  a free-lance  photographer  and 
former  Dallas  Times  Herald  staffer,  died  Monday 
of  an  allergic  reaction  to  a wasp  sting. 

Mr.  Milner,  37,  was  pronounced  dead  Mon- 
day at  Presbyterian  Hospital  in  Greenville,  four 
days  after  stepping  on  a wasp  in  the  family  living 
room,  said  his  wife,  Brenda  Milner. 

"It  was  just  this  freak  thing,  living  out  in  the 
country,"  she  said.  The  family  lives  in  Poetry,  a 
town  near  Terrell. 

Mr.  Milner  had  been  stung  by  wasps  before, 
but  neither  he  nor  his  family  realized  he  had 
developed  an  allergy,  Ms.  Milner  said.  Within 
minutes  of  the  sting  he  was  unconscious  and 
spent  his  last  days  on  life  support,  Ms.  Milner 
said. 

Mr.  Milner,  a native  of  Jackson,  Miss.,  started 
at  the  Times  Herald  as  an  intern.  During  his  news- 
paper days,  Mr.  Milner  was  known  for  getting 
interesting  pictures  out  of  nondescript  assign- 
ments, she  said. 

"He  was  often  called  to  take  a picture  that  was 


almost  impossible,  and  turn  it  around,"  she  said. 

He  left  the  Times  Hearld  to  do  free-lance  work, 
which  appeared  in  Texas  Monthly,  D Magazine, 
Forbes,  Fortune  and  other  publications. 

A collage  of  his  photos  illustrating  Parkland 
Memorial  Hospital  appears  in  the  November  Texas 
Monthly.  Mr.  Milner  bought  a computer  system 
only  a few  months  ago  to  do  such  photo  illustra- 
tion, Ms.  Milner  said. 

"He  was  so  proud  of  that.  That's  the  kind  of 
direction  he  was  wanting  to  take,"  she  said. 

Pro  Camera,  A Dallas  gallery,  is  currently  host- 
ing an  exhibit  of  Mr.  Milner's  works. 

Ms.  Milner  said  her  husband's  organs  are  be- 
ing donated.  "He's  going  to  save  the  lives  of  many, 
many  people  with  this,"  she  said. 

Other  survivors  include  his  3-year  old  daugh- 
ter, Sophie  Texanna  Milner;  brother,  R.E.  Milner 
Jr.;  two  sisters,  Sheila  Milner  Mason  and  Ruthann 
Milner  Carpenter;  and  stepmother,  Marcelle 
Milner. 

Services  will  be  at  1 1 a m.  Wednesday  at  Lake 
Highlands  United  Methodist  Church. 
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Guest  Editorial 

Epinephrine  for  anaphylazis 

On  November  16,  1993,  the  American  Col- 
lege of  Allergy  and  Immunology  recognized 
Claude  A.  Frazier,  MD,  with  a special  Award  of 
Appreciation  "for  his  outstanding  efforts  in  edu- 
cating the  public  about  the  life-threatening  dan- 
gers of  insect  allergy."  Dr  Frazier  is  author  of 
Insects  and  Allergy:  and  What  to  Do  About  Them 
(University  of  Oklahoma  Press)  and  Insect  Al- 
lergy: Allergic  and  Toxic  Reactions  to  Insects  and 
Other  Arthropods  (Warren  Id  Green  Publishing). 
It  is  a pleasure  to  print  the  following  editorial  as 
he  continues  his  crusade  to  save  lives. 

The  Editor 

In  my  struggle  as  a lone  crusader  for  a model 
bill  to  allow  trained  laymen  to  administer  epi- 
nephrine to  people  having  anaphylactic  reac- 
tions I appeared  before  the  FDA  and  the  NIH 
Open  Consensus  Panel.  I appeared  before  the 
AMA  Board  of  Trustees  at  the  request  of  my 
Senator  from  North  Carolina.  I began  my  talk, 
"I  have  some  bad  news  for  you  and  some  good 
news.  The  bad  news  is  that  any  one  of  you  can 
walk  out  of  this  hotel  and  be  stung  and  die  in 
five  minutes  even  if  you  have  never  had  a pre- 
vious reaction.  The  good  news  is  that  if  a trained 
layman,  such  as  a policeman,  were  allowed  to 
give  epinephrine,  you  would  be  saved." 

After  10  years,  many  letters  and  frequent 
phone  calls,  the  American  Medical  Association 
decided  to  prepare  a model  bill.  This  allows 
trained  persons  to  administer  epinephrine  to  a 
person  suffering  from  a severe  reaction  to  an 
insect  sting.  Death  can  occur  in  five  to  ten 
minutes  and  in  most  cases,  this  is  insufficient 
time  to  get  to  a doctor  or  to  a hospital  and  the 
person  can  die. 

For  20  years,  I have  been  a Lone  Crusader  in 
educating  laymen,  especially  teachers,  on  the 
importance  of  diagnosis  of  an  anaphylactic 
reaction  due  to  insect  stings  and  immediate 
treatment  with  an  insect  sting  kit.  Children  play- 
ing at  recess  are  very  likely  to  get  stung.  If  one 
has  an  anaphylactic  reaction  there  usually  is 
not  time  to  get  to  a hospital  or  to  a physician. 

I feel  so  deeply  about  this  life-saving  en- 
deavor that  I have  done  the  work  to  date  with 
no  help  financially.  I have  also  been  able  to  get 
the  Army,  Navy,  Air  Force,  Marines,  and  Park 
Services  to  include  insect  sting  kits  containing 
epinephrine  in  their  medical  kits. 


There  are  many  needless  deaths  because  of 
the  ignorance  of  laymen.  A nurse  who  was  a 
patient  of  mine  told  me  about  her  brother  who 
was  cutting  a hedge  around  a doctor's  home. 
He  was  stung  and  had  an  anaphylactic  reac- 
tion. He  went  inside  and  called  for  an  ambu- 
lance. The  doctor  didn't  know  what  to  do,  the 
EMT  workers  didn't  know  what  to  do,  and  the 
doctors  at  the  emergency  room  didn't  know 
what  to  do.  He  died.  There  are  many  needless 
deaths  because  of  the  ignorance  in  laymen. 

Some  high-school  football  players  who  die 
suddenly  have  their  deaths  in  most  cases  at- 
tributed to  heart  attack.  Investigations  of  some 
of  these  deaths  have  disclosed  other  players 
had  heard  the  victim  say  that  he  had  been  stung. 
And  the  findings  are  consistent  with  anaphy- 
laxis. 

Sometimes  a physician  may  be  ignorant  of 
proper  management  and  administer  antihista- 
mines or  steroids.  For  example,  a young  boy 
received  multiple  stings  and  was  rushed  to  a 
nearby  hospital.  The  physician  wasn't  sure  of 
the  proper  treatment  and  sent  him  to  another 
hospital.  At  neither  hospital  was  the  boy  given 
epinephrine. 

Early  treatment  with  epinephrine  after  an 
anaphylactic  reaction  can  be  life  saving.  Even 
after  this  injection,  the  patient  should  always 
go  to  a hospital. 

Persons  in  charge  of  others,  especially  out- 
doors, such  as  schoolteachers,  coaches,  school 
nurses,  tennis  or  golf  pros,  and  forest  rangers 
should  be  legally  allowed  to  administer  life- 
saving epinephrine. 

The  American  Academy  of  Allergy  and  the 
American  College  of  Allergy  have  passed  spe- 
cial resolutions  supporting  this.  Also,  the  past 
presidents  of  the  American  Academy  of  Family 
Practice  and  of  the  American  Academy  of  Pe- 
diatrics have  written  letters  of  support. 

Only  15  states  have  passed  this  law.  To  be 
legal  in  the  administration  of  epinephrine,  a 
layman  must  receive  training  by  a physician.  I 
have  prepared  a training  program  complete 
with  slides  that  I can  furnish  at  cost  to  physi- 
cians wishing  to  conduct  training  programs  in 
states  that  have  passed  the  law. 

Recently,  a lady  from  Florida  called  to  tell 
me  of  her  handicapped  son  who  was  severely 
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allergic  to  bees.  He  had  had  a reaction  and 
was  given  an  insect  sting  kit.  She  explained  this 
to  the  boy's  bus  driver.  The  driver  told  her  that 
due  to  state  law,  he  was  unable  to  give  any 
type  of  injection  or  medication.  The  mother 
and  I have  been  working  to  have  Florida  change 
this  so  even  bus  drivers  can  legally  administer 
epinephrine.  She  asked  me  to  appear  before 
the  Senate  Subcommittee  of  Health  Care  and 
Health  Rehabilitations  Services. 

In  Asheville,  a mother  called  me  to  report 
that  her  son,  who  also  had  a previous  reaction, 
was  fishing  one  day  when  stung  and  died.  She 
called  because  she  knew  of  the  work  I was 
doing  and  told  me  the  doctor  had  given  the 
boy  antihistamines  to  take  if  stung  again,  and 
asked  if  this  was  right.  I knew  it  was  too  late  to 
save  the  boy's  live,  so  I didn't  say  anything. 

Dr.  Donald  Cook,  of  the  American  Academy 
of  Pediatrics  and  School  Health  Committee 
wrote  in  a letter  to  the  chairman  of  the  Com- 
munications and  Public  Information  Commit- 
tee of  the  American  Academy  of  Pediatrics,  "The 


problem  is  this:  (1)  very  few  school  people, 
parents  or  physicians  are  aware  of  the  poten- 
tial seriousness  of  the  problem.  (2)  If  they  were 
aware,  they  wouldn't  know  what  to  do.  (3)  If 
they  did  know  what  to  do  they  would  be  afraid 
to  do  it  or  (4)  Their  school  administrators  would 
prevent  them  from  doing  it  for  fear  of  a law 
suit. 

It  is  legal  for  a person  having  an  insect  sting 
reaction  to  obtain  an  insect  sting  kit  but  fatal 
reactions  can  and  do  occur  in  persons  with  no 
previous  history  of  reaction.  It  still  amazes  me 
when  I hear  at  lectures  I give  of  a person  who 
has  had  a severe  reaction  previously  and  was 
only  given  an  antihistamine  to  carry.  This  will 
not  save  lives. 

People  do  die  from  anaphylactic  shock  reac- 
tions to  insect  stings  and  I am  convinced  that 
there  are  many  more  not  documented  because 
of  misdiagnosis. 

Claude  A.  Frazier,  MD 
Asheville,  North  Carolina 
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INTRODUCTION 

THE  term  valsalva  retinopathy 
was  first  introduced  in  1 972 
by  Dr.  Thomas  Duane  in 
order  to  characterize  the  visual  symptoms 
and  ophthalmic  findings  found  in  patients 
undergoing  a sudden  increase  in  intra-tho- 
racic  or  intra-abdominal  pressures,  particu- 
larly against  a closed  glottis.1  It  is  believed 
that  the  increased  intravenous  pressure 
caused  by  a valsalva  maneuver  can  be  trans- 
mitted to  the  retinal  circulation  and  cause 
rupture  of  the  retinal  capillaries.  Ophthalmic 
findings  usually  involve  a well-circumscribed 


hemorrhage  with  predilection  for  the  macula. 
Clinically,  patients  usually  present  with  a 
sudden  onset  of  decreased  central  vision. 
Less  commonly,  valsalva  retinopathy  may 
present  as  massive  vitreal  hemorrhage.  This 
condition  occurs  in  the  absence  of  prior 
retinal  disease.2 

Valsalva  retinopathy  is  generally  consid- 
ered a benign  condition.  The  hemorrhages 
tend  to  resolve  within  days  to  months.  No 
specific  treatment  is  needed  and  patients 
are  usually  without  visual  sequelae.3 


FIGURE  1 

Photograph  of  the  patient's  right  eye  before  fluorescein  dye  administration.  The  arrow  points  to 
an  area  of  hemorrhage  just  temporal  (lateral)  to  the  macula. 
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FIGURE  2 

Photograph  of  the  patient's  right  eye  following  fluorescein  dye  administration.  This  photograph 
was  taken  during  the  "venous  stage"  (meaning  that  the  dye  is  contained  within  the  retinal  veins). 
The  arrow  again  points  to  the  area  of  hemorrhage.  Since  no  dye  is  noted  within  the  area  of 
hemorrhage,  it  is  believed  not  to  be  actively  bleeding. 


CASE  STUDY 

A 39  year  old  white  female  noticed  sub- 
stantial "blurring"  of  her  central  vision,  a few 
hours  after  lifting  heavy  boxes.  She  denied 
noticing  any  pain  at  the  time  and  claimed 
that  her  vision  was  decreased  in  both  eyes, 
but  more  substantially  in  the  right  eye. 

Visual  examination  revealed  that  the 
patient's  visual  acuity  with  correction  was 
20/20  bilaterally.  Schiotz  intra-ocular  pres- 
sures were  normal  in  both  eyes  at  14  mg. 
Opthalmoscopic  exam  of  the  right  eye  re- 
vealed a large  retinal  hemorrhage  temporal 
to  the  macula  (Figure  1 ).  Exam  of  the  left  eye 
was  unremarkable.  Fluorescein  angiography 
of  the  right  eye  was  consistent  with  the 
ophthalmoscopic  exam  and  showed  an  area 
of  retinal  hemorrhage  just  temporal  to  the 
fovea.  No  active  bleeding  was  noted  (Figure 
2). 

DISCUSSION 

Even  though  it  is  believed  to  be  a rare 
entity,  the  awareness  of  valsalva  retinopathy 
is  important  in  all  medical  fields.  Any  cause 
of  increased  intra-abdominal  pressure  can 
potentially  be  implicated.  Numerous  cases 


have  been  reported  following  swimming, 
climbing,  straining  during  defecation,  cough- 
ing and  vomiting.  At  least  one  case  has  been 
reported  following  a medical  procedure,  in 
which  a patient  experienced  sudden  de- 
creased vision  in  his  right  eye  following  a 
transrectal  prostate  biopsy.  It  was  noted 
that  the  patient  performed  several  valsalva 
maneuvers  during  the  procedure.4 

It  is  important  to  realize  that  the  initial 
presenting  symptom  of  decreased  vision  can 
easily  be  confused  with  more  serious  condi- 
tions such  as  central  retinal  artery  or  vein 
occlusion,  and  amaurosis  fugax.  Valsalva 
retinopathy,  however,  can  be  distinguished 
from  all  of  these  conditions  with  the  aid  of 
a direct  ophthalmoscope. 
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INTRODUCTION: 

IN  recent  years,  Nebraska  physi- 
cians have  been  increasingly 
asked  to  care  for  patients  in- 
fected with  the  Human  Immunodeficiency  Vi- 
rus (HIV)  or  the  Acquired  Immunodeficiency 
Syndrome  (AIDS).  There  are  several  factors 
contributing  to  this  trend:  first,  the  incidence  of 
HIV  disease  continues  to  increase1  and  the 
geographic  distribution  of  cases  continues  to 
spread  from  the  coasts  to  the  Heartland,  and 
from  metropolitan  to  rural  areas.1'2-3 

Coincident  with  the  increase  in  the  number 
and  spread  of  cases  comes  the  need  for  up-to- 
date  provider  education  on  HIV/AIDS.  It  is  hard 
to  think  of  another  disease  about  which  so 
much  has  been  learned  in  so  short  a period  of 
time.  Progress  in  the  field  has  been  rapid,  and 
gaining  access  to  current  information  can  be 
difficult.  Only  recently  have  comprehensive 
text  books  on  the  subject  become  available, 
and  they  are  often  outdated  by  the  time  of 
publication. 

The  Nebraska  AIDS  Education  and  Training 
Center  (NAETC)  was  established  in  April  1988 
at  the  University  of  Nebraska  Medical  Center. 
It  is  one  of  a nationwide  network  of  Education 
and  Training  Centers  (ETCs)  funded  by  the 
Health  Resources  and  Services  Administration 
of  the  U.S.  Public  Health  Service.  The  goal  of 
the  ETCs  is  to  educate  primary  health  care 
providers  in  the  diagnosis,  treatment  and  pre- 
vention of  HIV  infection  and  AIDS.  The  NAETC 
is  part  of  the  Mountain-Plains  Regional  AIDS 
Education  andTrainingCenter(MPAETC)  which 
includes  eight  states:  Colorado,  the  Dakotas, 
Kansas,  New  Mexico,  Utah  and  Wyoming. 

Included  in  the  mission  for  the  ETC  is  assess- 
ment of  the  educational  needs  of  providers  in 
our  region.  To  that  end,  the  MPAETC  con- 
ducted a survey  of  practitioners  in  Nebraska  to 
solicit  information  about  their  perceived  need 
for  HIV/AIDS  education.  Experience  treating 
HIV-infected  patients,  and  willingness  to  pro- 


vide care  were  assessed.  Barriers  to  HIV-care 
provision  were  identified. 

The  survey  results  are  summarized  in  this 
article,  and  their  implications  discussed.  The 
majority  of  Nebraska  physicians  expressed  will- 
ingness to  treat  HIV-infected  patients,  and  over 
half  had  done  so  within  the  twelve  months  prior 
to  the  survey.  Since  the  first  reported  AIDS  case 
in  Nebraska  in  1983,  the  disease  has  spread  to 
all  areas  of  the  state.4  Although  largely  a pre- 
ventable disease,  all  the  epidemiological  evi- 
dence points  to  a steady  increase  in  the  number 
of  cases.  In  the  absence  of  effective  treatment 
or  preventive  vaccines,  the  prevalence  of  HIV 
disease  will  increase  in  Nebraska.  Increasing 
numbers  of  providers  will  be  involved  in  provi- 
sion of  care  to  patients  with  HIV/AIDS. 

METHOD: 

A need's  assessment  tool  was  developed  by 
a working  group  of  the  Regional  AETC  Manage- 
ment Team,  which  included  the  author.  The 
survey  instrument  had  16  questions.  Demo- 
graphic information  was  collected.  Respondents 
were  asked  to  choose  the  best  descriptors  of 
their  location  or  principal  work  or  practice  site. 
The  type  of  HIV/AIE)S  information  needed, 
preferred  learning  modes,  and  factors  influenc- 
ing attendance  at  educational  events  was  as- 
sessed. Respondents  rated  their  need  for  HIV/ 
AIDS  education  on  a scale  from  0-2  (0=not 
needed,  1=needed  but  not  urgent,  2=needed 
urgently).  Previous  experience  caring  for  HIV- 
infected  patients,  and  willingness  to  provide 
care  to  HIV-infected  patients  was  also  assessed. 
A list  of  potential  barriers  to  care  provision  was 
provided  from  which  respondents  could  select 
all  that  they  felt  applicable. 
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Each  MPAETC  obtained  current  mailing  lists 
of  physicians,  physician's  assistants,  nurses, 
dentists,  and  dental  hygienists  from  their  re- 
spective state  licensing  boards  or  professional 
associations.  A random  sample  of  1%  was 
selected.  After  an  initial  pilot  test  and  some 
adjustments,  the  survey  was  mailed  to  2,621 
health  care  professionals  in  August  1994.  This 
included  335  health  care  workers  (HCWs)  in 
Nebraska  of  whom  59  were  physicians. 

Several  strategies  were  employed  to  encour- 
age responses.  The  survey  was  sent  with  a cover 
letter  from  the  state  ETC  Director  explaining  its 
importance.  Nonresponders  were  remailed  in 
October  and  November  of  1994. 

RESULTS: 

Response  rates  and  sample  characteristics: 

Of  the  2,621  HCW  surveys  sent,  99  were 
returned  undeliverable.  1,061  surveys  were 
returned  and  analyzed,  for  a response  rate  of 
42%.  Nurses  had  the  highest  response  rate 
overall  (44.8%),  followed  by  physicians  ( 1 2.9%), 
dental  hygienists  (11.0%),  physician's  assistant 
(10.5%),  and  dentists  (9.9%).  Of  the  59  Ne- 
braska physicians  surveyed,  1 7 returned  com- 
pleted surveys  for  a response  rate  of  29% 
Nebraska  dentists  had  the  higher  response  rate 
at  76%  (n=13.)  This  average  response  rate  for 
Nebraska  providers  was  46%. 

TABLE  1 

Demographic  characteristics  of  HIV/AIDS  education  sur- 
vey respondents  in  an  eight-state  region,  with  figures  for 
Nebraska  in  parentheses.  Practice  setting,  gender  and 
race  were  analyzed.  n=570. 


MD 

PA 

NP 

RN 

DDS 

DII 

PRIVATE  PRACTICE 

62.5% 

36.7% 

31.3% 

3 3% 

94.4% 

87  9% 

(91.7%) 

(45.5%) 

(143%) 

(0) 

(90%) 

(78  6%) 

ACADEMIC  SETTING 

5.6% 

3.3% 

6.3% 

4.5% 

3.7% 

0 

(0) 

(9.1%) 

(14.3%) 

(13.9%) 

(10%) 

(0) 

HOSPITAL/I  IOSP1TAL 

26.4% 

30% 

12.5% 

56.2% 

0 

0 

BASED  CLINIC 

(8.3%) 

(36  4%) 

(0) 

(47  2%) 

(0) 

(0) 

RURAL 

30.6% 

37.3% 

41.9% 

36.5% 

30.2% 

33.3% 

(25%) 

(27  3%) 

(57  1%) 

(36  8%) 

(20%) 

(50%) 

URBAN 

68.1% 

61% 

5 1 6% 

58  6% 

67.0% 

60  6% 

(75%) 

(72.7%) 

(42.9%) 

(55  3%) 

(80%) 

(42  9%) 

MALE 

77.5% 

55.9% 

0 

0 

90.7% 

(81.8%) 

(54  5%) 

(0) 

(0) 

(100%) 

(0) 

FEMALE 

0 

0 

100% 

97.9% 

0 

100% 

(0) 

(0) 

(100%) 

(97  3%) 

(0) 

(100%) 

CAUCASIAN 

96.9% 

96.5% 

100% 

98.3% 

96% 

98.5% 

(100%) 

(100%) 

(100%) 

(94.4%) 

(100%) 

(100%) 

AFRICAN  AMERICAN 

0 

1.8% 

0 

0.8% 

0 

0 

(0) 

(0) 

(0) 

(2.8%) 

(0) 

(0) 

HISPANIC 

1.5% 

1.85 

0 

0 

0 

15% 

(0) 

(0) 

(0) 

(0) 

(0) 

(0) 

KEY:  MD=  Physician  RN=  Nurse 

PA=  Physicians  Assistant  DDS=*  Dentist 

NP=  Nurse  Practitioner  DII=  Denial  1 lygicnist 


Demograghic  characteristics  of  respondents 
are  shown  in  Table  1.  The  demographics  of 
respondents  reflect  what  is  know  about  provid- 
ers in  the  region.  Ethnicity  is  predominantly 
Caucasian.  All  nurse  practitioners,  dental  hy- 
gienists, and  most  nurses  are  female.  The  major- 
ity of  providers  in  the  region,  and  in  our  state, 
practice  in  urban  areas. 

HIV  Care  experience  and  willingness  to  treat: 

Respondents  were  asked  about  their  provi- 
sion of  care  to  HIV-infected  patients  within  the 
last  year.  The  results  are  shown  in  Table  2. 
Approximately  50%  of  physicians,  physician 
assistants  (PAs)  and  dentists  in  Nebraska  had 
cared  for  patients  with  HIV/AIDS  within  the 
past  12  months.  Interestingly,  86%  of  Nurse 
Practitioners  had  not.  The  regional  figures  were 
very  similar.  The  numbers  of  HIV-infected  pa- 
tients treated  by  Nebraska  physicians  ranged 
from  2 to  21  (mean  2.4). 

TABLE  2 

Provision  of  care  to  patients  with  HIV/AIDS  in  12 
months  prior  to  survey  among  Nebraska  Health  Care 
Providers  (n=89).  If  respondents  answered  YES,  they  were 
asked  to  estimate  how  many  patients  they  had  treated 
within  last  year. 


MD 

PA 

NP 

RN 

DDS 

DH 

YES 

54.5% 

45  5% 

14.3% 

35.1% 

60% 

46  2% 

MEAN 

2.4+2. 1 

7.8+26 

20+0 

7.7+13  8 

7 8+10  0 

2 8+15 

NO 

45.5% 

54.5% 

85  7% 

64  9% 

40% 

53.8% 

As  anticipated,  providers  in  urban  areas  had 
cared  for  more  individuals  with  HIV  than  their 
rural  counterparts.  However,  regionally  30%  of 
rural  physicians,  50%  of  rural  dentists  and  42% 
of  rural  nurses  had  cared  for  seropositive  pa- 
tients within  a year  of  the  survey.  When  asked 
if  there  were  HIV-infected  individuals  in  the 
city/town  of  their  work,  80%  Nebraska  physi- 
cians answered  in  the  affirmative.  When  asked 
if  they  would  provide  services  to  infected  pat- 
ents if  the  opportunity  arose,  83.3%  of  Ne- 
braska physicians  said  yes  (as  compared  to  the 
72.2%  in  the  eight-state  region).  PAs  had  the 
highest  rate  at  90.9%.  At  the  other  end  of  the 
spectrum,  only  50%  of  Nebraska  dental  hygien- 
ists said  they  would  provide  care  to  HIV-in- 
fected individuals  (61.2%)  in  the  region). 

Barriers  to  care  for  HIV-infected  individuals 
were  assessed,  and  the  results  are  shown  in 
Table  3.  Nebraska  physicians  who  indicated 
unwillingness  to  provide  service  to  HIV-infected 
patients  indicated  lack  of  experience  as  the 
primary  reason  (100%).  Other  important  fac- 
tors chosen  by  physicians  from  the  list  were  lack 
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TABLE  3 

Barriers  to  care  of  HIV-infected  patients  selected 
by  survey  respondents  in  the  eight  state  region,  with 
figures  for  Nebraska  in  parentheses. 


MD 

PA 

NP 

RN 

DDS 

DH 

Lack  of  experience 

60% 

56% 

70% 

49% 

34% 

48% 

with  HIV 

(100%) 

(100%) 

(100%) 

(60%) 

(0) 

(42  9%) 

Fear  of  infection 

11% 

u% 

0 

29% 

34% 

50% 

(0) 

(0) 

(0) 

(70%) 

(0) 

(42  9%) 

Fears  of  other 

5% 

0 

0 

8% 

49% 

21% 

patients 

(0) 

(0) 

(0) 

(0) 

(0) 

(0) 

Time-consuming 

5% 

6% 

0 

23% 

34% 

17% 

nature  of  case 

(0) 

(0) 

(0) 

(30%) 

(33  3%) 

(14  3%) 

Terminal  nature 

5% 

0 

0 

16% 

20% 

31% 

of  disease 

(0) 

(0) 

(0) 

(30%) 

(0) 

(28  6%) 

Inadequate 

13% 

0 

10% 

15% 

23% 

2% 

reimbursement 

(0) 

(0) 

(0) 

(20%) 

(0) 

(0) 

Lack  of  specialist 

11% 

17% 

0 

25% 

1 1% 

21% 

back-up 

(50%) 

(100%) 

(0) 

(30%) 

(0) 

(57  1%) 

Availability  of  more 

68% 

44% 

50% 

36% 

31% 

26% 

experienced  providers 

(50%) 

(0) 

(0) 

(40%) 

(33  3%) 

(28  6%) 

Columns  do  not  add  up  to  100%  as  respondents  could  select  more  than  one  response. 

of  specialist  backup,  and  availability  of  more 
experienced  providers.  Factors  not  selected  by 
any  physician  respondent  were:  fear  of  infec- 
tion, fear  of  other  patients,  time-consuming 
nature  of  the  case,  terminal  nature  of  the  dis- 
ease, and  inadequate  reimbursement.  Interest- 
ingly, fear  of  infection  was  chosen  by  70%  of 
nurses  and  43%  of  dental  hygienists  unwilling 
to  care  for  HIV-infected  patients.  Responses 
from  Nebraska  HCWs  did  not  differ  signifi- 
cantly from  those  in  the  MPAETC  region. 

The  primary  purpose  of  the  survey  was  to 
assess  educational  needs.  Over  half  the  physi- 
cian responders  expressed  a desire  for  HIV/ 
AIDS  education,  primarily  general  updates.  33% 
felt  their  need  for  this  was  urgent.  When  com- 
pared to  other  provider  groups,  physicians  indi- 
cated the  least  urgent  need  for  HIV/AIDS  edu- 
cation. There  was  no  consensus  about  the 
preferred  method  for  receiving  educational 
updates,  except  for  teleconferences  which  were 
universally  unpopular  among  physicians.  Using 
a chi-square  analysis,  providers  who  had  not 
treated  HIV-infected  patients  were  more  likely 
to  indicate  no  need  for  AIDS  education. 

CONCLUSIONS: 

In  1990,  a national  survey  of  primary  care 
physicians  found  that  three  fourths  had  treated 
at  least  one  seropositive  patient.5  At  that  time, 
only  50'  . seated  willingness  to  care  for  in- 
fected pa*  orts  if  given  the  choice.  83%  indi- 
cated a nt  more  HIV/AIDS  education.  In 
comparisoi  iraska  physicians,  and  other 
health  care  ^ers  who  responded  to  the 


survey  expressed  willingness  to  treat  patients 
with  HIV/AIDS  should  the  need  arise.  Though 
the  response  rate  to  the  survey  overall  was 
acceptable6,  the  response  rate  of  physicians 
was  low  at  29%.  This  should  be  considered 
when  interpreting  the  results  and  conclusions 
of  this  study. 

Barriers  to  treatment  were  consistent  in  the 
region.  Lack  of  experience,  and  availability  of 
more  experiences  providers  were  the  two  main 
reasons  for  unwillingness  to  treat  HIV-infected 
patients. 

As  the  number  of  HIV/AIDS  cases  in  Ne- 
braska slowly  increases,  more  and  more  physi- 
cians will  be  asked  to  treat  infected  patients. 
Since  1983,  over  600  AIDS  cases  have  been 
reported  to  the  Nebraska  Department  of 
Health.4  In  1993,  AIDS  became  the  leading 
cause  of  death  for  men  and  women  between 
the  ages  of  25  and  44  years.1  Many  of  the 
original  AIDS  cases  reported  in  Nebraska  were 
patients  who  were  infected  on  the  East  or  West 
coast  and  were  moving  back  home.  A study  of 
migration  to  rural  areas  by  HIV  patients  from 
Iowa  in  1991  found  45%  of  patients  had  moved 
to  Iowa  from  elsewhere.3  Today,  it  is  no  longer 
unusual  for  a newly  infected  patient  to  present 
to  the  HIV  Clinic  at  UNMC  who  has  never  left 
the  state.  Figure  1 demonstrates  the  regional 
distribution  of  AIDS  cases  reported  to  the  Ne- 
braska Department  of  Health.  Although  the 
majority  of  cases  are  reported  from  Omaha  and 
Lincoln,  AIDS  cases  have  been  reported  in  all 
areas  of  the  state. 

Although  many  physicians  did  not  express  an 
urgent  need  for  HIV/AIDS  education  in  the 
NAETC  survey,  our  experience  has  shown  the 
importance  of  adequate  technical  support. 
Physicians  often  seem  to  learn  best  when  faced 
with  an  actual  patient  needing  treatment.  This 
fact  was  borne  out  by  the  survey  results,  which 
found  more  expressed  need  for  HIV/AIDS  edu- 
cation from  physicians  who  had  already  cared 
for  infected  patients.  The  NAETC  is  committed 
to  providing  such  educational  and  technical 
support  to  Nebraska  physicians  and  other  pro- 
viders. 
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INTRODUCTION: 

Broncholithiasis  is  defined  as 

the  erosion  into  the  tracheobron- 
chial tree  of  chronically  inflamed 
perihilar  and  mediastinal  lymph  nodes  that  have 
undergone  dystrophic  calcification.  It  can  result  in 
cough,  hemoptysis,  lithoptysis,  airway  obstruc- 
tion, pneumonia,  and  fistula  formation. u-3'4  With 
constant  respiratory  movements,  the  calcified  node 
eventually  erodes  through  the  wall  of  an  adherent 
bronchus.  Theoretically,  any  lesion  that  calcifies, 
such  as  a pulmonary  infarction,  hematoma,  or 
abscess,  could  give  rise  to  a broncholith.  In  prac- 
tice, most  cases  are  caused  by  lymph  nodes 
involved  in  an  infectious  process,  most  commonly 
tuberculosis  or  histoplasmosis.3  Other  infectious 
agents  such  as  Coccidioides,  Cryptococcus,  Acti- 
nomyces, and  Nocardia  should  be  considered  in 
the  differential  etiology.2-5 

CASE  REPORT 

The  patient,  a 33  year  old  white  female,  had  a 
two  month  history  of  a persistent  cough  with 
lithoptysis  of  small,  hard,  white  stones.  She  stated 
that  she  had  severe  throat  pain  because  of  irrita- 
tion from  the  stones.  She  denied  dyspnea, 
hemoptysis,  or  symptoms  to  suggest  post-ob- 
struction infection.  There  was  no  history  of 
fever,  chills,  or  weight  loss.  In  her  remote  history 
was  the  fact  that  she  had  a tracheostomy  for  a 
"swollen  breathing  tube".  Additional  information 
related  to  this  event  was  unknown.  Social  history 
revealed  no  use  of  tobacco  products.  Of  signifi- 
cance, however,  is  the  fact  that  she  has  resided  in 
an  endemic  area  for  Histoplasma  capsulatum,  a 
dimorphic  fungus  common  in  the  river  valleys  of 
the  midwest. 

Laboratory  data,  including  complete  blood 
count,  electrolyte  panel,  ionized  calcium,  arterial 
blood  gases,  pulmonary  function  test,  and  urine 
analysis,  were  entirely  within  normal  limits.  A 
chest  x-ray  was  described  by  the  radiologist  as 
demonstrating  a large  calcified  lymph  node  on 
the  left  side.  A CT  scan  revealed  a large  calcified 
mass  which  was  described  as  being  a centrally 
located,  dense  calcified  node,  just  below  the 
margin  of  the  left  upper  lobe  bronchus,  with  some 


impingement  of  the  lingula  bronchus,  and  per- 
haps some  extrinsic  narrowing  of  the  upper 
lobe  bronchus  (Figure  1 ).  Furthermore,  the  radi- 
ologist noted  that  the  basilar  bronchi  demon- 
strated several  small  calcifications  separate  from 
the  larger  calcified  node. 

In  the  operating  room,  flexible  bronchoscopy 
demonstrated  a normal  carina  and  right  tracheo- 
bronchial tree.  The  left  main  stem  and  left  lower 
lobe  bronchus  were  normal.  The  bronchus  lead- 
ing to  the  left  upper  lobe  segment  showed  marked 
narrowing  of  the  orifice  to  the  lingula  bronchus  as 
well  as  the  anterior  segmental  bronchus.  The  site 
of  perforation  of  the  bronchial  tree  could  not  be 
visualized. 

A thoracotomy  was  performed  and  a mass 
covered  by  lung  tissue  was  visible  within  the 
lingula.  Dissection  was  difficult  because  of  inflam- 
matory adhesions  between  the  mass  and  the 
surrounding  structures  including  the  pulmonary 
arteries.  The  mass  was  adherent  to  the  area  be- 
tween the  left  upper  lobe  anterior  segmental 
bronchus  and  the  lingula  bronchus.  Because  of 
the  inflammatory  adhesions  as  well  as  the  sur- 
rounding inflamed  tissue,  the  area  of  fistulization 
could  not  be  identified.  The  calcified  mass  could 
not  be  mobilized  with  sufficient  margins  to  allow 
stapler  application  or  closure  by  hand,  preventing 
a segmentectomy.  Therefore,  a left  upper 
lobectomy  was  necessary.  The  patient  made  an 
uneventful  recovery  from  this  procedure. 

PATHHOLOGY 

Gross  examination  of  the  resected  specimen 
revealed  a large  calcified  lymph  node  containing 
multiple  fragments  of  hard  stony  appearing  mate- 
rial which  was  white  in  color.  A site  of  erosion 
through  the  adjacent  subsegmental  bronchus 
was  noted  (Figure  2).  The  same  type  of  white 
stony  material  was  found  peripherally  in  the 
lobe.  Histologic  examination  of  the  resected 
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FIGURE  1 

CT  scan  revealing  a large  calcified  node. 


FIGURE  2 

Debris  from  a calcified  lymph  node  eroding  through  the  adjacent  subsegmental  bronchus. 


lobe  distal  to  the  stony  mass  and  site  of  erosion 
revealed  focal  intra-alveolar  hemorrhage.  Special 
stains  for  acid-fast  bacilli  and  fungi  were  negative. 
Examination  of  a representative  section  of  tissue 
taken  from  the  left  upper  lobe  at  the  site  of  erosion 
was  described  by  the  pathologist  as  a calcified 
granuloma  eroding  into  a small  bronchus. 

DISCUSSION 

The  case  of  broncholithiasis  which  we  describe 
differs  in  presentation  from  the  usual  case  in  two 


aspects:  1)  our  patient  had  a broncholith  on  the 
left  although  broncholiths  are  more  frequently 
found  on  the  right6  7'8  and  2)  the  age  of  our  patient 
was  33  while  the  mean  reported  age  is  50  years, 
with  a range  of  24  to  81  years.6,8'9  Although  the 
cause  of  broncholithiasis  can  usually  be  delin- 
eated in  most  patients,1'2'4'7'10'11''2''3  there  was  no 
pathologically  identifiable  source  for  broncholith 
formation  in  the  patient  we  described. 

The  majority  of  cases  of  broncholithiasis  are 
secondary  to  a previous  infection  with  tuberculo- 
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sis  or  histoplasmosis.'4  Although  the  histological 
stains  for  fungus  were  negative  for  our  patient,  this 
would  not  be  unusual.'5  The  stimulus  for  develop- 
ment of  a broncholith  in  this  patient  was  thought 
to  be  infectious,  with  histoplasmosis  being  the 
most  likely  cause  because  of  her  residence  in  an 
endemic  area  for  histoplasmosis.  The  mechanism 
of  formation  is  thought  to  be  the  following;  infec- 
tions with  tuberculosis  or  histoplamosis  have  the 
characteristic  cycle  of  caseous  necrosis  and  scar 
formation.  On  occasion  the  most  intense  inflam- 
matory process  can  be  confined  to  regional  lymph 
nodes,  which  can  enlarge  enough  to  produce 
bronchial  stenosis  and  distal  atelectasis.  Chronic 
inflammation  of  the  involved  lymph  nodes  even- 
tually leads  to  calcification. 

Silicosis  is  the  only  known  noninfectious  cause, 
although  theoretically  any  lesion  that  calcifies, 
such  as  a pulmonary  infarction,  hematoma,  or 
abscess,  could  give  rise  to  a broncholith.  Silicosis 
results  from  chronic  exposure  to  silica  particles 
deposited  in  the  lower  respiratory  tract  where 
they  are  scavenged  by  macrophages.  These  par- 
ticles destabilize  lysosomal  membranes  with  re- 
sultant autolysis  of  the  macrophage.  Repetition  of 
this  cycle  eventually  destroys  the  lung  architec- 
ture. Passage  of  silica-laden  macrophages  into 
local  lymphatics  concentrates  these  particles  in 
the  hilar  and  mediastinal  lymph  nodes.'  Chronic 
inflammation  and  fibrosis  lead  to 
lymphadenopathy.  Inflammation  of  the  involved 
lymph  node  can  lead  to  distortion  of  the  bronchial 
lumen.  Erosion  of  the  calcified  lymph  node  can 
lead  to  cough,  hemoptysis,  lithoptysis,  airway 
obstruction,  pneumonia,  and  fistula  formation.'3 

Identification  of  the  source  of  the  problem 
causing  the  clinical  symptoms  can  be  done  with 
either  bronchoscopy  or  computerized 
tomography.  A report  by  Conces  et  al.  indicated 
that  a CT  scan  has  a greater  sensitivity  in  identifi- 
cation of  a broncholith  compared  to 
bronchoscopy.8  Their  retrospective  review  of  1 5 
CT  scans  identified  1 5 patients  with  broncholiths 
compared  to  identification  of  5 of  the  same  1 5 
patients  with  bronchoscopy. 

Patients  with  broncholiths  can  be  managed 
with  observation,  endoscopy,  or  thoracotomy.'4 
Those  patients  who  are  asymptomatic  can  be 
managed  by  observation6  or  in  some  cases  by 
thoracotomy  if  their  roentgenographic  findings 
cannot  be  differentiated  from  a malignant  lesion.9 
Our  patient  had  a severe,  painful  cough  with 
lithoptysis  of  several  weeks  duration. 

Endoscopic  removal  of  broncholiths  is  risky, 
but  there  have  been  reported  successes.9  '4  There 
is  usually  hemorrhagic  granulation  tissue  at  the 
site  of  the  broncholith  with  associated  partial  or 


complete  obstruction.  Manipulation  usually 
leads  to  bleeding.  Forceful  removal  can  result 
in  bronchopleural  or  bronchoesophageal  fistula, 
significant  bleeding  from  adjacent  major  vessels, 
and  bronchial  tears.'6  Cole  et  al.  completed  a 
retrospective  analysis  of  40  patients  with 
broncholithiasis  who  lived  in  an  endemic  area  for 
histoplasmosis  diagnosed  between  1953  and 
1984.6  Bronchoscopy  was  performed  in  all  40 
patients  with  preparations  made  for  removing 
broncholiths.  Stone  extraction  was  limited  to  stones 
that  extruded  well  into  the  bronchial  lumen  and 
excess  force  was  avoided.  Successful  removal 
was  achieved  in  8 patients,  6 of  whom  required 
use  of  the  rigid  bronchoscope.  Seven  of  the  8 
patients  became  asymptomatic  or  refused  to  un- 
dergo recommended  surgical  procedures  and 
thus  received  no  further  treatment.  In  one  of  these 
patients,  repeat  bronchoscopy  was  necessary. 
Twenty  six  of  the  40  patients  had  thoracotomies: 

1 1 segmental  resections,  1 1 lobectomies,  3 
bronchotomies,  and  1 tracheoesophageal  fistula 
repair.  It  would  seem  that  bronchoscopic  stone 
removal  can  only  be  safely  performed  in  uncom- 
plicated cases  with  the  broncholith  nearly  ex- 
truded into  the  bronchial  lumen.'3 

Trastek  et  al.9  believe  that  thoracotomy  is  the 
procedure  of  choice  for  removal  of  all  symptom- 
atic broncholiths  which:  1 ) do  not  present  as  an 
obvious  extrusion  into  the  bronchial  lumen  or  2) 
protrude  into  the  bronchial  lumen,  but  with  signifi- 
cant inflammatory  reaction  in  the  surrounding 
tissues.  They  compared  the  outcome  of  52  pa- 
tients, of  which  40  underwent  thoracotomy  and 

12  bronchoscopy.  Broncholithectomy  was  suc- 
cessful in  eight  patients  with  complications  recur- 
ring in  3 (37.5%).  There  was  no  difference  in  the 
15  year  survival  rate  between  the  thoracotomy 
patients  versus  the  bronchoscopy  patients  group. 
Based  on  these  findings,  they  recommend 
thoracotomy  as  the  most  appropriate  method  of 
treatment  for  those  patients  who  do  not  meet  the 
above  criteria. 

According  to  Faber  et  al.7,  the  major  indica- 
tions for  thoracotomy  and  removal  of  the 
broncholith  are  as  follows:  1)  fistula  between 
the  esophagus  and  tracheobronchial  tree,  2) 
persistent  and  recurrent  hemoptysis,  3)  pulmo- 
nary suppuration  with  associated  sympto- 
matology, and  4)  suspected  carcinoma.  They 
stress  conservative  surgical  procedures  with  re- 
tention of  as  much  lung  tissue  as  possible.  In  their 
series  of  33  patients  treated  with  thoracotomy,  the 
following  number  of  operative  procedures  were 
as  follows:  1 6 segmentectomy,  7 lobectomy,  2 
nodes  only  resection,  3 fistula  repairs,  1 
bilobectomy  and  fistula  repair,  1 sleeve  lobectomy. 
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1 bronchial  sleeve  and  fistula  repair,  1 
bronchoplasty,  and  1 pneumonectomy.  These 
investigators  emphasize  versatility  in  the  approach 
to  any  single  procedure  as  well  as  in  the  applica- 
tion of  a variety  of  possible  techniques.  Dissection 
of  hilar  structures  may  be  difficult  and  even  haz- 
ardous because  of  dense  fibrous  tissue  reaction. 
Furthermore,  the  broncholith  may  involve  more 
than  one  segment,  preventing  segmentectomy. 
However,  if  the  anatomy  is  easily  identified  and 
individual  segmentectomy  can  be  accomplished 
safely,  this  would  be  the  most  appropriate  ap- 
proach of  resection.  This  is  the  best  approach  for 
management  of  any  nonmalignant  disease  of  the 
pulmonary  system.  The  patient  we  describe  had 
extensive  inflammatory  adhesions  preventing  mo- 
bilization of  only  those  segments  involved  to 
allow  for  segmentectomy.  Faber  et  al.7  reported 
that  a majority  of  their  patients  remained  free  of 
symptoms  and  thus  concluded  that  an  aggressive 
surgical  approach  to  the  problem  of 
broncholithiasis  was  appropriate. 

Newer  modes  of  therapy  involve  the  use  of 
YAC  laser  to  fragment  large  broncholiths  with 
subsequent  removal  through  a bronchoscope.'7 
This  approach  may  be  an  acceptable  option  but 
too  few  patients  have  been  treated  with  this 
therapy  to  draw  any  conclusions. 

CONCLUSION 

Broncholithiasis  is  less  prevalent  in  the  United 
States  today  compared  to  the  past.  Appropriate 
therapy  for  broncholithiasis  can  range  from  obser- 
vation to  bronchoscopic  removal  to  thoracotomy 
with  tissue-sparing  resection.  Those  patients  with 
simple  lithoptysis  who  have  minimal  to  no  discom- 
fort and  no  additional  findings  may  be  simply 
observed  while  bronchoscopic  removal  works 
well  for  stones  that  extrude  well  into  the  brachial 
lumen.  Care  needs  to  be  taken  to  ensure  that 
there  is  no  hemorrhagic  granulation  tissue  or 
vessels  in  close  association  with  the  stone  as 
bronchoscopic  removal  in  these  situations  may 
lead  to  significant  bleeding.  In  situations  where 
there  is  associated  hemorrhagic  granulation  tis- 
sue, close  proximity  of  major  vessels,  extensive 
inflammatory  adhesions  or  tissue,  as  well  as  in 
patients  presenting  with  hemoptysis,  thoracotomy 
with  tissue-sparing  resection  would  be  indicated. 

Based  on  published  series,  we  would  reserve 
bronchoscopic  removal  for  carefully  selected  pa- 
tients and  use  thoracotomy  and  tissue  resection  in 
most  patients.  As  with  all  nonmaligmant  disease 
of  the  pulmonary  system,  our  approach  would  be 
to  resect  minimal  tissue.  However,  each  resection 
must  be  individualized,  thus  it  may  involve 


segmentectomy,  lobectomy  or  even 
pneumonectomy  depending  on  the  overall  condi- 
tion of  the  patient  and  the  condition  of  the  sur- 
rounding tissue.  Only  those  patients  1 ) with  obvi- 
ous extrusion  of  the  stone  into  a bronchus,  2)  with 
easy  mobilization  of  the  stone,  and  3)  without 
extensive  inflammation  or  hemorrhagic  tissue 
would  be  considered  for  bronchoscopic  stone 
removal.  Morbidity  and  mortality  rates  are  low  in 
patients  having  thoracotomy  with  resection  and 
these  patients  remain  free  of  symptoms.7 
Nonsurgically  treated  patients  cough  up  multiple 
broncholiths,  thus  symptoms  are  recurrent.7  Fur- 
thermore, they  continue  to  be  at  risk  for  complica- 
tions associated  with  broncholithiasis  which  in- 
clude recurrent  pneumonia,  hemoptysis,  and 
esophageal  fistulae.  Thus,  the  overall  cost  and 
morbidity  for  nonsurgically  treated  patients  may 
prove  to  be  greater  over  time. 
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INTRODUCTION 

Melorheostosis  (me/os  meaning  "limb"  and 
rhein  "to  flow"  in  Greek)1 4 is  a rare  bony  dyspla- 
sia. This  benign  hypersostotic  process  is  gener- 
ally categorized  with  conditions  such  as 
osteopoikilosis,  osteopathia  striata,  diaphyseal 
dysplasia  and  other  like  disorders.2  As  first  de- 
scribed in  1922  by  Leri  and  Joanny,  the  bone 
displays  wavy  layers  of  hyperostosis  alternating 
with  osteopenic  or  normal  bone  in  a pattern 
"resembling  melted  wax  dripping  down  one  side 
of  a candle."3  This  is  a congenital  defect,  and 
may  occasionally  present  in  childhood  as  an 
incidental  X-ray  finding.  However,  although  there 
are  commonly  bony  deformities  or  pain  associ- 
ated with  it  which  may  lead  to  earlier  diagnosis, 
this  disorder  is  often  not  diagnosed  until  adult- 
hood.2-4 Here  we  report  a case  of  an  adult  male 
who  presented  with  foot  pain  and  malformation. 


CASE  HISTORY 

The  patient  is  a 52  year  old  male  who  was 
referred  for  evaluation  of  a chronic  problem 
with  his  foot.  He  was  found  at  an  early  age  to 
have  a contracture  of  his  Achilles'  tendon  and 
stiffness  in  his  hindfoot,  and  soon  developed  a 
severe  hallux  valgus  deformity  with  the  second 
toe  completely  overlapping  the  third  toe,  which 
also  had  a mallet  deformity.  It  was  when  he  was 
a child  that  his  disorder  was  first  described  to 
him,  but  he  has  not  sought  treatment  until  now. 
It  has  gotten  to  the  point  that  there  is  consider- 
able pressure  on  the  third  toe,  along  with  fungal 
nail  infection,  which  is  leading  to  corns,  pressure 
sores  and  considerable  pain.  He  is  a grocery 
chain  executive  and  is  quite  passionate  about 
golf.  He  has  concerns  that  this  pain  is  inhibiting 
his  daily  activities. 

On  physical  exam,  his  foot  was  noted  to  have 
an  exaggerated  arch  and  he  had  some  stiffness 


Figure  1A 
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Figure  1 B 


in  his  Achilles'  tendon.  More  significantly,  his 
2nd  toe  completely  overlapped  the  3rd,  which 
was  rotated  and  deviated  (See  figures  1 A & 1 B). 
His  great  toe  showed  a hallux  valgus  deformity 
with  a moderate  bunion  deformity.  The  skin  over 
the  foot  was  noticeably  dry. 

X-rays  were  obtained,  including  standing  AP 
and  lateral  films  of  both  feet  and  ankles,  and  non 
weight  bearing  films.  The  opposite  foot  and 
ankle  films  revealed  no  bony  abnormalities. 
However,  the  involved  foot  and  ankle  bones 
showed  the  classic  roentgenographic  findings  of 
melorheostosis  (See  figures  2A,  2B  & 2C).  There 
was  a wavy  pattern  of  hyperostosis  seen  on  the 
lateral  aspect  of  the  metatarsal  bones,  and  a 
punctate  pattern  on  the  tarsal  bones.  The  fibula 
had  some  periosteal  hyperostosis  as  well.  Al- 
though films  of  the  leg,  knee  and  thigh  were  not 
obtained,  the  patient  reported  that  he  had  been 
told  in  the  past  that  this  involvement  reaches  to 
around  his  knee  joint. 

It  was  considered  to  perform  an  osteotomy 
with  realignment  of  the  great  toe  ray  along  with 
2nd  and  3rd  toe  arthroplasties  with  syndactyli- 
zation.  However,  the  patient  chose  to  pursue 
more  conservation  measures  at  this  time.  He 
was  fitted  with  an  extra  depth  shoe  and  soft 
plastazote  inlay  to  relieve  pressure  from  the 
forefoot. 


DISCUSSION 

Melorheostosis  is  a rare  bony  dysplasia  de- 
scribed first  by  Leri  in  1922.  This  disorder  is 
congenital,  and  often  affects  other  mesodermal 
tissues  than  bone.  It  is  thought  that  the  abnor- 
mality is  caused  by  a metameric  disturbance  in 
the  proliferating  mesodermal  cells  in  the  4th  to 
7th  weeks  of  gestation.'  The  most  common 
involvement  is  in  the  long  bones  and  extremi- 
ties, however,  any  bone  in  the  body  may  be 
affected.  Skull,  rib  and  spine  involvement  are 
rare.  Melorheostosis  most  often  presents  with 
involvement  of  a single  bone  or  limb,  often  in  a 
lower  extremity.  If  multiple  bones  are  affected, 
the  abnormal  bone  pattern  is  seen  only  on  one 
side  of  the  bones.  Sporadic  cases  of  multiple 
limb  or  whole  body  involvement  have  been 
reported.''3  This  is  a progressive  syndrome  which 
advances  rapidly  in  childhood  and  slows  in  adults. 

Patients  most  often  seek  medical  attention 
due  to  pain,  stiffness,  limitation  of  joint  motion, 
deformity  or  edema  of  extremities.  By  far  the 
most  common  presenting  symptom  is  pain  which 
usually  localizes  over  the  involved  bones.  Over- 
lapping of  toes,  pes  equinus,  pes  varus  and 
valgus  are  not  uncommon.  This  is  secondary  to 
soft  tissue  fibrosis  with  tendon  and  ligament 
retraction.  Also  seen  are  accompanying  skin 
changes  including  edema,  erythema  and  indura- 
tion of  subcutaneous  soft  tissue.  There  is  no 
reported  increased  incidence  of  fractures  of 
malignant  degeneration  of  the  bones  involved.  U/t 
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Figure  2A 


Figure  2B  Figure  2C 
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The  radiographic  picture  of  melorheostosis  is 
striking.  The  affected  bones  are  characterized 
by  a dense  thickened  cortex  with  irregular  wavy 
lines  of  hyperopacity  along  the  major  axis.  Al- 
most universally,  one  side  of  the  bone  is 
pathologic  and  the  other  uninvolved.  There  is 
usually  a distinct  border  between  involved  and 
normal  bone.  In  carpal  and  tarsal  bones,  the 
hyperostosis  takes  the  form  of  patches  of  dots, 
resembling  osteopoikilosis.  There  may  also  be 
abnormal  soft  tissue  calcifications  surrounding 
affected  joints.'  2'4  Bone  scans  have  not  revealed 
any  increase  in  osteoblastic  or  osteoclastic  activ- 
ity.5 

Histologically,  there  is  almost  complete  oblit- 
eration of  the  Haversian  systems  by  dense  scle- 
rotic bone  with  loss  of  the  normal  architecture  in 
involved  areas.  The  medullary  cavity  is  narrowed, 
and  often  filled  with  fibrous  or  fatty  marrow. 
Muscles  surrounding  affected  bones  are  atro- 
phied and  edematous,  and  skin  is  often  fibrotic 
with  inflammatory  vascular  changes  or  vessel 
obliteration. u'4 

The  course  of  this  disease  process  is  unrelent- 
ing, although  it  slows  considerably  in  adulthood. 
Treatment  is  difficult,  because  contractures  tend 
to  progress  an  deformities  to  reappear  despite 
surgical  correction.  However,  many  do  pursue 
surgical  measures  in  an  effort  to  temporarily 
alleviate  symptoms.  Both  soft  tissue  procedures 
such  as  tendon  lengthening,  capsulotomies,  etc. 
and  bony  procedures,  including  osteotomies  or 
excision  of  large  hyperostotic  areas  have  been 
utilized.2  One  case  study  reports  success  in 
treating  the  accompanying  tendon  shortening 
of  melorheostosis  with  use  of  the  Ilizarov  distrac- 
tion apparatus.  This  technique  apparently  not 
only  stretches  the  soft  tissues  but  allows  them  to 
lengthen  as  well,  through  myogenesis  and 


vasculogenesis  in  response  to  the  applied  ten- 
sion.6 This  technique  has  not  been  used  exten- 
sively, however,  and  does  not  address 
contractures  in  smaller  joints,  such  as  in  the  foot, 
where  they  so  commonly  occur. 

SUMMARY 

As  seen  in  the  case  presented,  melorheostosis 
is  a bony  dysplasia  showing  irregular  wavy  lines 
of  hyperostotic  bone.  Clinically,  patients  present 
variably,  ranging  from  incidental  radiographic 
discovery  of  the  syndrome  to  severe  deformities 
and  pain.  Subsequently,  diagnosis  is  often  de- 
layed or  missed.  Treatment  is  usually  symptom- 
atic, although  surgical  correction  of  deformities 
is  often  pursued.  Unfortunately,  these  surgeries 
may  be  complicated  with  frequent  vascular  prob- 
lems and  deformities  usually  recur.  Thus,  treat- 
ment of  melorheostosis  should  be  individual- 
ized based  on  the  patient's  lifestyle,  progression 
of  disease  and  age. 
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NEW  MEMBERS 


BRADLEY  F.  HUPP,  M.D. 

Dr.  Hupp  was  born  in  Norfolk  in  1965  and 
attended  Doane  College  in  Crete.  Dr.  Hupp  was  a 
1992  graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  took  a family  practice  intern- 
ship and  residency  at  the  Lincoln  Medical  Education 
Foundation.  Dr.  Hupp  is  a family  practitioner  in 
Albion  and  his  office  address  is  723  W.  Fairview, 
Albion,  NE  68620. 

TRENT  D.  MIHALICK,  M.D. 

Dr.  Milhalick  was  born  in  Hastings  in  1961  and 
attended  Washington  and  Jefferson  College  in 
Washington,  Pennsylvania.  Dr.  Mihalick  was  a 1 987 
graduate  of  the  Bowman  Cray  School  of  Medicine 
of  Wake  Forrest  University  in  Winston-Salem,  North 
Carolina.  Dr.  Mihalick  took  an  internal  medicine 
residency  at  the  University  of  Kentucky  Medical 
Center  in  Lexington,  Kentucky  and  a radiation 
oncology  residency  at  the  Henry  Ford  Hospital  in 
Detroit,  Michigan.  Dr.  Mihalick  is  a radiation  thera- 
pist in  Hastings  and  his  office  address  is  715  N.  St. 
Joseph  Ave.,  Hastings,  NE  68901. 


JOHN  W.  PFLUG,  M.D. 

Dr.  Pflug  was  born  in  Omaha  in  1959  and 
attended  the  University  of  Nebraska  at  Lincoln.  Dr. 
Pflug  was  a 1989  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  his  intern- 
ship at  the  University  of  Kansas  at  Wichita  and  his 
residency  at  the  University  of  Nebraska  Medical 
Center.  Dr.  Pflug  is  an  otolaryngologist  in  Kearney 
and  his  office  address  is  91/2  West  31st  Street, 
Kearney,  NE  68847. 

LINDA  U.  BLAKELY,  M.D. 

Dr.  Blakely  was  born  in  Oakley,  Kansas  in  1962 
and  attended  the  University  of  Kansas.  Dr.  Blakely 
was  a graduate  of  the  University  of  Kansas  School 
of  Medicine  in  1 989  and  took  an  internal  medicine 
residency  and  an  ophthalmology  residency  at 
Geisinger  Medical  Center  in  Danville,  Pennsylvania. 
Dr.  Blakely  is  an  ophthalmologist  in  Kearney  and  her 
office  address  is  3011  Avenue  A,  Kearney,  NE 
68847. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  Is  it  permissible  for  a physician  to  dis- 
close patient  records  to  data  collection 
companies? 

Probably  not.  The  rules  regarding  informed 
consent,  physician-patient  privilege,  and  gifts 
to  physicians  from  industry  (see  below)  may  be 
violated  if  a physician  were  to  disclose  confi- 
dential patient  information  to  data  collection 
companies.  The  AMA  Code  of  Medical  Ethics, 
Opinions,  at  § 5.075  states: 

Data-collection  from  computerized  or 
other  patient  records  for  marketing 
purposes  raises  serious  ethical  con- 
cerns. In  some  cases,  firms  have  sought 
to  amass  information  on  physicians' 
prescribing  practices  on  behalf  of  phar- 
maceutical houses  for  marketing  pur- 
poses. Often,  physicians  are  offered 
incentives  such  as  computer  hardware 
and  software  packages  in  return  for 
agreeing  to  such  an  arrangement.  They 
may  be  told  that  data-collecting  soft- 
ware does  not  capture  patients'  names. 

These  arrangements  may  violate  prin- 
ciples of  informed  consent  and  patient 
confidentiality.  Patients  divulge  infor- 
mation to  their  physicians  only  for  pur- 
poses of  diagnosis  and  treatment.  If 
other  uses  are  to  be  made  of  the  infor- 
mation, patients  must  give  their  per- 
mission after  being  fully  informed  about 
the  purpose  of  such  disclosures.  If  per- 
mission is  not  obtained,  physicians  vio- 
late patient  confidentiality  by  sharing 
specific  and  intimate  information  from 
patients'  records  with  commercial  in- 
terests. 

Arrangements  of  this  kind  may  also 
violate  Opinion  8.061  on  gifts  to  phy- 
sicians from  industry. 

Finally,  these  arrangements  may  harm 
the  integrity  of  the  patient-physician 
relationship.  The  trust  that  is  funda- 
mental to  this  relationship  is  based  on 
the  principle  that  the  physicians  are 
the  agents  first  and  foremost  of  their 
patients. 


2.  When  is  it  permissible  for  a physician  to 

accept  a gift  from  the  industry? 

The  AMA  Code  of  Medical  Ethics,  Opin- 
ions, at  8.061  sets  forth  the  following  guide- 
lines for  physicians  to  observe  when  contem- 
plating the  acceptance  of  a gift  from  the  industry: 

(1)  Any  gifts  accepted  by  physicians 
individually  should  primarily  entail 
a benefit  to  patients  and  should 
not  be  of  substantial  value.  Accord- 
ingly, textbooks,  modest  meals,  and 
other  gifts  are  appropriate  if  they 
serve  a genuine  educational  func- 
tion. Cash  payments  should  not  be 
accepted. 

(2)  Individual  gifts  of  minimal  value 
are  permissible  as  long  as  the  gifts 
are  related  to  the  physician's  work 
(e.g.,  pens  and  notepads). 

(3)  Subsidies  to  underwrite  the  costs 
of  continuing  medical  education 
conferences  or  professional  meet- 
ings can  contribute  to  the  improve- 
ment of  patient  care  and  therefore 
are  permissible.  Since  the  giving  of 
a subsidy  directly  to  a physician  by 
a company's  representative  may 
create  a relationship  that  could  in- 
fluence the  use  of  the  company's 
products,  any  subsidy  should  be 
accepted  by  the  conference's  spon- 
sor who  in  turn  can  use  the  money 
to  reduce  the  conference's  regis- 
tration fee.  Payments  to  defray  the 
costs  of  a conference  should  not 
be  accepted  directly  from  the  com- 
pany by  the  physicians  attending 
the  conference. 

(4)  Subsidies  from  industry  should  not 
be  accepted  directly  or  indirectly 
to  pay  of  the  costs  of  travel,  lodg- 
ing, or  other  personal  expenses  of 
physicians  attending  conferences 
or  meetings,  nor  should  subsidies 
be  accepted  to  compensate  for  the 
physicians'  time.  Subsidies  for  hos- 
pitality should  not  be  accepted 
outside  of  modest  meals  or  social 
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events  held  as  a part  of  a confer- 
ence or  meeting.  It  is  appropriate 
for  faculty  at  conferences  or  meet- 
ings to  accept  reimbursement  for 
reasonable  travel,  lodging,  and 
meal  expenses.  It  is  also  appropri- 
ate for  consultants  who  provide 
genuine  services  to  receive  reason- 
able compensation  and  to  accept 
reimbursement  for  reasonable 
travel,  lodging,  and  meal  expenses. 
Token  consulting  or  advisory  ar- 
rangements cannot  be  used  to  jus- 
tify the  compensation  of  physicians 
for  their  time  or  their  travel,  lodg- 
ing, and  other  out-of-pocket  ex- 
penses. 

(5)  Scholarship  or  other  special  funds 
to  permit  medical  students,  resi- 
dents, and  fellows  to  attend  care- 
fully selected  educational  confer- 
ences may  be  permissible  as  long 
as  the  selection  of  students,  resi- 
dents, or  fellows  who  will  receive 
the  funds  is  made  by  the  academic 
or  training  institution. 


(6)  No  gifts  should  be  accepted  if  there 
are  strings  attached.  For  example, 
physicians  should  not  accept  gifts 
if  they  are  given  in  relation  to  the 
physician's  prescribing  practices.  In 
addition,  when  companies  under- 
write medical  conferences  or  lec- 
tures other  than  their  own,  respon- 
sibility for  and  control  over  the  se- 
lection of  content,  faculty,  educa- 
tional methods,  and  materials 
should  belong  to  the  organizers  of 
the  conferences  or  lectures. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association’s  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Kimberli  D.  Bindewald,  a law  student  at  the  University  of 
Nebraska  College  of  Law  and  Charles  M.  Pallesen  Jr.,  both  of  the 
Cline  Williams  Law  Firm.  Questions  relating  to  specific  detailed 
factual  situations  should  continue  to  be  referred  to  your  own 
counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  6-FEBRUARY  1 5, 1 996—  Natural  Fam- 
ily Planning  Practitioner  - Assumption  College, 
Worcester,  MA 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Family  Medicine  Update  - 
Okoboji,  Iowa. 

JUNE  12-15,  1996  — American  Association  of 
Clinical  Anatomists  - Creighton  University, 
Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.  D , Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  6 813 1. 


UNIVERSITY  OF  COLORADO 
HEALTH  SCIENCES  CENTER 

FEBRUARY  3-8, 1 996  • 22nd  Annual  Rocky  Moun- 
tain Conference,  on  Emergency  Medicine, 
Breckenridge,  Colorado. 

For  information,  please  call:  Colorado  Chapter  ACEP  (800) 
520-ACEP. 


MAYO  FOUNDATION 

FEBRUARY  10-14,  1996  — Selected  Topics  in 
Internal  Medicine,  Rancho  Bernardo  Inn  & 
Resort,  San  Diego,  California,  22  Category  1 
hours.  Registration  fee:  $595. 

FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Man- 
agement, Silverado  Resort,  Napa  Valley,  Cali- 
fornia, 13  Category  1 hours,  Registration  Fee: 
$420. 


APRIL  26-27,  1996  — Advances  in  Polycystic 
Ovary  Disease,  Mayo  Foundation,  Rochester, 
Minnesota. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 
in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 

AUGUST  8-1 0,  1 996  — Third  Annual  Symposium 
on  Biomedical,  Biopharrnaceutical,  and  Clini- 
cal Applications  of  Capillary  Electrophoresis. 
Program  Site:  Leighton  Auditorium,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Sympo- 
sium 1 996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399,  Fax:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session, 
Cornhusker  Hotel,  Lincoln  (tentative  date). 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1  5/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— "Clinical  and  Management  Trends  Affecting 
Pulmonary  Medicine",  1 9th  Annual  Meeting  of 
the  National  Association  for  Medical  Direction 
of  Respiratory  Care.  Ritz-Carlton,  Pentagon 
City,  Arlington,  Virginia,  Target  Audience:  Phy- 
sicians and  non-physicians  interested  in  medi- 
cal director  and  related  issues.  Fee:  $190. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $ 1 400  - split 
sessions. 

FRIDAY-SATURDAY  MORNING,  APRIL  12-13, 
1 996 — Fourth  Annual  Diagnostic  Dilemmas  in 
Women's  Health  Care,  The  Westin  Aquila  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Family 
Practice,  Internists,  Obstetricians  and  Gyne- 
cologists, Emergency  Physicians,  Physician  As- 
sistants. Fee:  $1  50. 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 

WEDNESDAY-FRIDAY,  JUNE  12-1 4, 1996— "Part- 
ners for  Heart  Disease  Prevention:  A Call  for 
Action",  Tenth  Region  VII  Cardiovascular  Dis- 
ease Risk  Reduction  Conference,  Clarion  Hotel 


Carlisle,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians,  Cardiologists,  Nurses, 
Health  Educators,  Dietitians,  Health  Depart- 
ments, Home  Economists.  Fee:  $65  before 
5/1/96,  $80  after. 

MONDAY-SATURDAY,  SEPT.  23-28,  1996  — 
Emergency  Medicine  1996:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

SELF  STUDY:  There  are  several  self-study  pack- 
ages available  through  the  Center  for  Continu- 
ing Education.  Packages  are  offered  in  video- 
tape, audiotape,  CD-ROM,  monograph  and 
journal  test  formats. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  600 
South  42nd  Street,  Omaha,  NE  68198-5651  Call  (402) 
559-4 1 52  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 

— OFFICERS 

PRESIDENT  - David  L Bacon,  M D.,  Kearney  EXECUTIVE  DIRECTOR  - William  L.  Schellpeper,  Lincoln 

PRESIDENT-ELECT  - Chris  C.  Caudill,  M.D.,  Lincoln  ASSISTANT  EXECUTIVE  DIRECTOR  - James  K.  Ruigh,  Lincoln 

SECRETARY-TREASURER  - James  A.  Fosnaugh,  M.D.,  Lincoln 


NMA  BOARD  OF  DIRECTORS 


David  L.  Bacon,  M.D.,  President Kearney 

Christopher  C.  Caudill,  M.D.  Pres.-Elect Lincoln 

James  A.  Fosnaugh,  M.D.  Sec.-Treas Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne.  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Patrick  E Brookhouser,  M.D. Omaha 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Timothy  A.  Burd,  Student Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.O.,  Chairholder Kearney 

Frederick  F.  Paustian,  M D,  Liaison Omaha 

Robert  M.  Cohran,  II,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

MichelleS.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Ronald  L.  Asher,  M.D North  Platte 

David  L.  Bacon.  M.D Kearney 

Mark  W.  Davis,  M.D Norfolk 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goermg,  M D Columbus 

Charles  D Gregorius,  M D Lincoln 

William  F.  Gust,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

James  R.  Newland,  M.D Omaha 

James  Shreck,  M.D North  Platte 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

George  W.  Orr,  M.D.,  Chairholder Omaha 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Darroll  J.  Loschen,  M.D. York 

Dale  E.  Michels,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Patrick  E.  Brookhouser,  M.D.,  Liaison Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL 
AND  CHILD  HEALTH 


Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Myrna  C.  Newland,  M.D Omaha 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Director Omaha 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Bruce  A.  Buehler,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Gary  D.  Milius,  M.D Lincoln 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Director Lincoln 

Robert  S.  Cox,  Jr.,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Howard  W.  Needelman,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

Devah  Clark,  R.N.,  Ex-Officio Lincoln 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D  , Director Lincoln 

Clarence  Davis,  Jr.,  M D Osceola 

Matthias  I.  Okoye,  M D Lincoln 

David  P.  Schor,  M.D.,  F.A.A.P Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Mary  Jo  Pankoke,  Ex-Officio Lincoln 

NMA  RADIATION  SAFETY 
WORKING  GROUP 

Darroll  J.  Loschen,  M.D  , Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Robert  H.  Mclntire,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Patricia  A.  Helke,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Jerald  R.  Schenken,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Richard  A.  Blatny,  M.D  Fairbury 

Verlin  K.  Janzen,  M.D  Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D  Cambridge 

Dale  E.  Michels,  M.D Lincoln 

Dwame  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D  Omaha 

Richard  K.  Reiner,  M.D Holdrege 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

Dave  Palm Lincoln 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Patrick  J.  Bogard,  M.D Omaha 


Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

David  J Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

Richard  H Meissner,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwin,  M.D.,  Ph.D Norfolk 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 

PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Daniel  R.  Cronk,  M.D Grand  Island 

Ronald  L.  Dobesh,  M.D Kearney 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY 
SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bryon  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  TASK  FORCE  ON  AIDS 


Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Liaison Kearney 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NM  A/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 
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COORDINATING  COMMITTEE 
(NMA  Representatives) 
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Gordon  D.  Adams,  M.D Norfolk 
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Randy  T.  Kohl,  M.D 

Albion 

Richard  H.  Meissner,  M.D 

Omaha 

James  F.  Panzer,  M.D 

Gordon 

Frederick  F.  Paustian,  M.D 

Omaha 

Jerald  R.  Schenken,  M.D 

Omaha 

R.C.  Weldon,  M.D 

. Nebraska  City 

Wesley  G.  Wilhelm,  M.D 

Omaha 

COMMISSION  ON  PUBLIC 

AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Liaison 

Omaha 

Suzanne  W.  Braddock,  M.D 

Omaha 

Daniel  R.  Cronk,  M.D 

....Grand  Island 

John  Calvin  Davis  III,  M.D 

Omaha 

H.  Jeoffrey  Deeths,  M.D 

Omaha 

Benjamin  R.  Gelber  M.D 

Lincoln 

John  J.  Hoesing,  M.D 

Omaha 

Glen  F.  Lau,  M.D 

Lincoln 

Jack  K.  Lewis,  M.D 

Omaha 

Michael  J.  McGahan,  M.D 

Lincoln 

Robert  F.  Shapiro,  M.D 

Lincoln 

Jeffry  L.  Strohmyer,  M.D 

Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder 

Lincoln 

Michelle  B.  Petersen,  M.D 

Lincoln 

John  M.  McCammond,  M.D 

Kearney 

COMMITTEE  ON  PHYSICIAN 

ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison 

Lincoln 

Gordon  D.  Bainbridge,  M.D 

....Grand  Island 

Charles  F.  Damico,  M.D 

John  L.  Reed.  M.D 

Lincoln 

Doublas  J.  Praus,  M.D 

Kearney 

AD-HOC  COMMITTEE 

ON 

YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D.,  Liaison 

Omaha 

Garnet  J.  Blatchford,  M.D  

Omaha 

Steven  Boyer,  M.D 

Mullen 

Patrick  A.  Hotovy,  M.D 

York 

Verlin  K.  Janzen,  M.D 

. Nebraska  City 

Tamara  R.  Johnson,  M.D 

Cambridge 

Robert  J.  McQuillan,  M.D 

Omaha 

R.  Michael  Norris,  M.D 

Lincoln 

Michelle  B.  Petersen,  M.D 

Lincoln 

Roselyn  M.  Remington,  M.D 

Schuyler 

Jeffrey  L.  Susman,  M.D 

Omaha 

Miles  Tommeraasen,  M.D 

Lincoln 

"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 


William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Amy  K.  Jespersen,  M.D Omaha 

Shawn  S.  Lawrence,  M.D Broken  Bow 

A.  Kathy  Morse,  M.D Grand  Island 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Jon  S.  Berlin,  M.D Kearney 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvin  G.  8rown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shrmer,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrms,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN 

FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D, 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner.  M.D. 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

John  P Reilly,  M.D 


Agnes  Gomes,  M.D 
Karen  M.  Higgins,  M D. 
Larry  J.  Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D. 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1-800-MED-LINC 

1-96 


The 

□ 

HEART  j j j j 

■_■■■  CONSULTATIVE 

Center  of  Nebraska 

□"■■■■  nephrology  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 

Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-96 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island.  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
2115  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 

6-96 


eye. 


j surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W Wood,  M D 
Max  W.  Linder.  M.D. 
Gregory  E Sutton,  M D 
Vincent  J.  Sutton,  M.D 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Crete,  Nebraska 
Seward.  Nebraska 
Hebron.  Nebraska 
Fairbury.  Nebraska 
Geneva.  Nebraska 
Nebraska  City,  Nebraska 
Syracuse.  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck.  M.D..  FAC.O.G. 

Joseph  G Rogers,  M.D.,  FAC.O.G. 

Dennis  L Hodge.  M.D.,  FAC.O.G. 

Gregory  W.  Heidnck,  M.D , FAC.O.G. 

Yvonne  K Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

I 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

' NEW  PATIENTS  WELCOME  ' 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

KyongT.Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra , M . D . 

Steven  K.  Krueger,  M.D. 

KamranGhalili.M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

402-475-2803 


Lincoln  Orthopaedic  Comer 


Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  & Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 

1000  South  13th  Street  • 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

John  C.  Yeakley,  M.D. 

Board  Certified 

8-96 

P.O.  Box  2636  Lincoln,  Nebraska  68542 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Uncoln,  NE  6851 0 1 1 -96 


I NEBRASKA 
I ORTHOPAEDIC 
ASSOCIATES 

I P.CLo 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY-HANDSURGERY 

• JOINT  DISEASE*, TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln.  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


Neurological  & Psychiatric 
Specialists,  Inc. 


770  North  Cotner  Boulevard,  Suite  404 
Lincoln,  Nebraska  68505 
(402)  464-2600  FAX:  (402)  464-3655 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  ol  Neurobehavioral  Disorders.  Neurodevelopmental 
Disorders . And  Disorders.  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles 

12-96 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 


pathology 

medical 

services 

pc. 


SAMUEL  E BOON.  MD 
JOHN  H CASEY.  M D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A DYNEK.  M D 
GEORGE  E GAMMEL.  M D 
PATRICK  A KE ELAN.  M.D 
STEFFANR  LACEY.  MD 
CHRISTOPHER  T MASADA.  M D 
SCOTT  M NOEL.  MD 
MATTHIAS  I OKOYE.  M D 
JOHN  F PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  MD 
AINA  I SILENIEKS.  M D 
DANIEL  J.  TILL.  M D 
LARRY  D TOALSON.  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South.  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


Q 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 

10-96 


Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 

10-96 


Prairie  surgical 

associates  p.c 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


O 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Piocedures  1-96 
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iT  TE9l°gy  'i 

Adult  & Pediatric 

1 v_^cnterr,  J 

Urology 

Hal  K.  Mardis,  M.D.,  F.A.C.S. 

R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeotfrey  Deeths,  M.D.,  F.A.C.S. 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.0. 

• 111  S.  90th  Street 

• Satellite  Clinics 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

• Immanuel 

3-96 

GROSS  IWERSEN  KRAT0CHV1L  & KLEIN  PC 

Orthopaedic  Surgery 


JOSEPH  F.  GROSS,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 
Joint  Replacement 
Sports  Medicine 

Work  Related  Injuries  & Evaluations 


FRANK  J.  IWERSEN,  M.D. 
BERNARD  L.  KRATOCHVIL,  M.D. 
R.  MICHAEL  GROSS,  M.D. 
TIMOTHY  C.  FITZGIBBONS.  M.D. 

scott  t.  mcmullen,  m.d. 

Disorders: 

• The  Spine  & Knee 

• Foot  & Ankle 

• Shoulders  Elbow 


CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500  399-8550 

Appointments 399-8484  Billing 399-9301 

3-96 


CARDIOTHORACIC  & VASCULAR 

Available  for  Consultation, 

jVh  SURGERY 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Robert  D.  Lynch,  M.D. 
[K  jf  Allen  H.  Graeve,  M.D. 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

West  Dodge  Medical  Bldg. 
Phone::  (402)393-6624  8300  Dodge  Street,  Suite  124 

(402)  397-1815 

FAX:  (402)393-6635  Omaha,  NE  68114 

7810  Davenport  St.  • Omaha,  NE  68114 

8-96 

10-96 

Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

FIRST 


EYE 


Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C Rex  Latta,  M.D. 


John  W.  Pemberton.  M.D. 


John  T.  Ramsell,  M.D. 


Donald  L.  Arkfeld,  M.D. 


Raymond  M.  Crossman.  III.  M.D. 
D.  Francis  Arkfeld,  M.D. 


Camilla  R.  Parson,  M.D. 


Michael  L.  Goldstein.  M.D. 

Since  1886 


81 1 1 Dodge  St. 

Omaha,  NE 
68114-4115 
(402)390-8111 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St. 

Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE 
68107-2500 

(402)390-8111  5.96 


miDUICST 


ALLCRGy 


(rASTHfllA 


cunic 


miDUICST 


CHILDRCnf 


(HOT 


PAVSKIAIll 


MidwestChildrensCnestPnysiciansP.C.isaffiliatedwith 

Midwest  Allergy  &Ashma  Clinic  Inc. 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  681 24 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 


STANLEY  L DAVIS.  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARKC.  WILSON,  M.D. 
JEFFREY  S.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


FREMONT 

415  East  23rd  Street 
Fremont,  NE  68025 
402397-7400 

MtCOOK 

1301  East  H Street 
McCook,  NE  69001 
3083453285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51 537 
712-755-5161 
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PHYSICIAN'S  DIRECTORY,  cont. 

j OMAHA,  cont;  1 1 OMAHA,  cont.  | 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 

Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER.M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  'O’  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-9 


u ft  HEART  cp, . 


HUGH  S.  LEVIN,  M.D. 

JOSEPH  A.  JARZOBSKI.  M.D 
TIMOTHY  R.  FANGMAN.  M.D 
DENNIS  P.  TIERNEY.  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS.  M.D. 

D RANDALL  PRITZA.  M.D. 


V 


398-5880 

7710  MERCY  ROAD.  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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SCOTTSBLUFF 


grrrre 

OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 


Diseases  and  Surgery  of  the  eye 


including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-96 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street.  Suite  #225 
P O Box  24639 
Omaha.  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  b8122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.:  Best 
of  both  worlds  - rural  small  group  atmosphere,  urban 
large  group  amenities.  Seeking  quality  primary  care 
trained  or  emergency  physicians  interested  in  stellar 
Emergency  Medicine  practice.  Director  and  staff  posi- 
tions. Full-time,  and  regular  part-time.  8k  volume/12  & 
24  hour  shifts.  Democratic  group,  highly  competitive 
compensation,  paid  St.  Paul  malpractice  with  unlimited 
tail,  excellent  benefit  package/bonuses  to  full-time  phy- 
sicians. Numerous  other  locales.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800- 
729-7813,  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W.  7th, 
Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028,  ID#C149MT. 

ACUTE  CARE,  INC.  LOCUM  TENENS:  Seeking  qual- 
ity physicians  interested  in  primary  care  and/or  OB/ 
GYN  locum  tenens  opportunities.  Part-time  and  full- 
time. Numerous  Iowa,  Nebraska  and  Illinois  locales. 
Work  as  much  or  as  little  as  you  desire.  You  pick  the 
hours  and  the  location.  Highly  competitive  compensa- 
tion. Paid  St.  Paul  malpractice  with  unlimited  tail.  Excel- 
lent benefit  package/bonuses  to  full-time  physicians. 
Contact  Melissa  J.  Milliken,  CMSC,  Director  of  Profes- 
sional Relations,  800/729-78 1 3 or  send  CV  to  P.O.  Box 
515,  Ankeny,  IA  50021. 

COUNCIL  BLUFFS  IOWA  - ACUTE  CARE  COUN- 
CIL BLUFFS,  L.C.:  Ambulatory  Care  Clinic  seeking  qual- 
ity physicians  to  practice  either  regular  part-time,  full- 
time or  moonlighting  during  residency.  Primary  care, 
urgent  care,  occupational  and  sports  medicine.  Week- 
day, week  nights  or  weekend  shifts.  Paid  St.  Paul  mal 
practice.  Excellent  benefits/bonus  packages  to  full-time 


physicians.  Highly  competitive  salary.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800/ 
729-7813  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

PSYCHIATRY:  Director  sought  to  provide  clinical 
leadership  to  a state  mental  health  care  facility  offering 
neurogeriatric  rehab,  acute  care,  after  care  and  chemi- 
cal dependency  treatment  programs.  The  facility  has 
approximately  100  admissions  per  month  with  an  aver- 
age census  of  200  patients.  Director  will  provide  clinical 
and  administrative  direction  to  a staff  consisting  of 
psychiatrists,  physicians,  psychologists,  pharmacists, 
nursing,  social  workers  and  program  directors.  Totally 
monitored  clinical  treatment  program  including  lab 
monitoring  and  on-going  treatment  outcome  evalua- 
tions. The  facility  is  located  in  a small  mid-west  commu- 
nity with  housing  and  cost  of  living  below  the  national 
average  within  a safe  environment.  The  facility  offers  a 
negotiable  salary,  superb  benefits  package,  liberal  vaca- 
tion and  sick  leave,  comfortable  40  hour  week  schedule 
with  rotating  call,  professional  liability  carried  by  state 
statute,  on-campus  housing  reimbursement  and  mov- 
ing allowance.  Please  send  curriculum  vitae  with  letter 
of  interest  to  Box  046,  Nebraska  Medical lournal,  233  S. 
13th  St.,  #1512,  Lincoln,  NE  68508. 

ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Recruit- 
ing MD/DO  Anesthesiologists  & CRNA's.  Professionally 
rewarding,  equitable  anesthesia  practices.  Full-time  and 
part-time.  Iowa  and  Nebraska.  Incentive  based  compen- 
sation & benefits-including  St.  Paul  medical  professional 
liability  insurance.  Contact  Melissa  ).  Milliken,  CMSC, 
Director  of  Professional  Relations,  800-729-781 3,  or 
send  CV  to  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 . 

THE  MENNINCER  CLINIC:  March  16,  1996:  Cur- 
rent Clinical  Challenges  With  Difficult-To-Treat  Psychi- 
atric Disorders  featuring  Glenn  Gabbard,  M.D.,  John  H. 
Creist,  M.D.,  Del  Miller,  Pharm.D.,  M.D.,  and  Maruicio 
Tohen,  M.D.,  Dr.Ph.  Location:  The  Ritz-Carlton,  Kansas 
City,  MO.  CE  Credit:  5 hours.  Cost:  $75.  Contact: 
Menninger  Continuing  Education,  800-288-7377. 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But. . . do  you  know  how  to  protect 
yourself  against  the  financial  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HTV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

The  AMA-Sponsored  HTV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HTV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  l,  1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsored  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


-r-  A 


..A* 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1 996. 


ADV9509 


( ) 

Name 

Business/School  Phone 

Address 

/ 

/ 

City 

( 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  O Physician 

□ Resident 

□ Medical  Student 


Are  you  a member  of  the 

American  Medical  Association?  Q Yes  □ No 


A Subsidiary  of  the  American  Medical  Association 


Product  Spotlight: 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 


• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 

$9^00  now  on  the  purchase  of  the  RICOH 
wClVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


«.Y. 


Mu  ^ 2 


TK<*  «• 


o»rttty  th* 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


^Stfaul 

Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


The  New  York  Academy  of  Medicine 
Library,  Serials  Dept. 

1216  Fifth  Avenue 
New  York,  NY  10089 
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"In  providing  cardiac  and 
vascular  outreach  services , 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\  ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recover)'  and  rehabilitation.  \our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you.  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  681 H 


Technology  with  a personal  touch 

The  caring,  experienced  professionals  at  Madonna  Rehabilitation 
Hospital's  Assistive  Technology  Center  assess  how  computer  access, 
seating  and  mobility,  environmental  control  and  communication  can 
improve  your  patient's  ability  to  be  independent,  Team  members  include: 

• a speech  language  pathologist 

• physical  therapist 

• occupational  therapist 

• psychologist 

• rehab  engineer 

• vocational  rehab  specialist 

Children  and  adults  with  spinal  cord  or  head  injuries,  developmental 
delays,  strokes,  neuromuscular  and  degenerative  diseases  and  other 
disabilities  can  benefit  from  the  training,  technical  support,  resources  and 
education  at  the  Assistive  Technology  Center.  For  more  information,  call 
Tracie  Spoeneman,  MS,  CCC-SLP,  at  402-483-9459, 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 

* VAST  INVENTORY 

* KNOWLEDGEABLE  STAFF 
*QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 


PEGLER 
$ SYSCO 

MEDICAL  SUPPLY 

1700  CENTER  PARK  ROAD  LINCOLN,  NE  68512 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
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The  Tale  Of  Two  Brothers 


DAVID  L.  BACON,  M.D. 


Once  upon  a time  in  a land  far  away  there 
lived  a man  who  had  two  sons.  The  man  loved 
his  sons  dearly  and  taught  them  all  of  the 
things  which  a father  should  teach  his  sons.  As 
they  grew  up  the  sons  developed  very  differ- 
ent interests. 

The  older  son  was  interested  in  sciences, 
biology  and  living  creatures.  He  pursued  these 
interests  in  college  and  learned  basic  informa- 
tion regarding  how  biologic  systems  work  and 
anatomy  and  physiology  of  the  lower  species. 
He  was  intrigued  by  medicine  and  eventually 
entered  a medical  school.  There  he  learned 
details  of  the  function  of  the  human  body,  its 
anatomy,  its  physiology,  and  what  happens 
when  disease  processes  alter  the  physiology. 
He  learned  about  various  therapeutic  regimens 
including  physical  regimens,  naturally  occur- 
ring compounds  and  pharmaceuticals.  During 
his  clinical  years  he  studied  under  those  people 
who  would  be  called  master  physicians.  Under 
the  tutelage  of  these  individuals  he  was  con- 
stantly challenged  to  think  individually,  to  de- 
termine basic  processes,  either  normal  or  ab- 
normal, to  study  the  reports  of  others  working 
in  the  fields  of  these  disease  processes  and  to 
determine  the  best  manner  to  intervene  in 
these  processes.  At  all  times  he  was  encour- 
aged to  be  independent,  to  think  indepen- 
dently and  to  keep  his  patients'  best  interest  in 
mind.  He  was  challenged  to  defend  his  thought 
processes  and  the  regimens  which  he  selected. 
It  was  demanded  of  him  that  he  not  blindly 
follow  the  treatment  modalities  of  the  past,  but 
to  constantly  renew  his  fund  of  knowledge  and 
to  seek  the  best  pathway  for  the  care  of  his 
patients.  At  all  times  he  was  encouraged  to  be 
the  advocate  for  his  patients  and  to  care  for 
them  properly.  As  a result  of  this  type  of  edu- 
cation, this  son  developed  a core  of  disciplines 
to  be  used  in  problem  solving.  He  learned  the 
need  for  detailed  physical  investigation  and 
the  usefulness  of  laboratory  testing  to  deter- 
mine the  exact  pathologic  process  affecting 
the  patients.  The  net  result  was  that  this  son 
developed  a rigid  ethical  posture  regarding  the 
discipline.  He  developed  a strong  will  to  do  the 
right  thing  and  he  became  highly  opinionated 
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as  to  the  approach  which  was  best  for  each 
process  that  he  encountered. 

The  other  son  was  interested  in  writing, 
philosophy,  literature  and  history  of  behavior 
of  man.  He  studied  literature,  philosophy,  eth- 
ics, statistics,  history  and  government  in  col- 
lege and  became  interested  in  the  importance 
of  law  in  the  behavior  of  individuals.  A.s  a result 
he  entered  law  school.  The  second  son,  in  his 
education  at  law  school,  studied  courses  such 
as  contracts,  torts,  property,  constitutional  law 
and  civil  procedures.  He  spent  time  with  crimi- 
nal law,  commercial  law,  trial  practices  and 
legal  writing.  This  son  found  that  the  legal 
process  was  taught  on  a case-by-case  basis 
with  writing  and  questioning  by  the  professor 
and  arguments  being  made  both  by  the  profes- 
sor and  the  student  regarding  specific  points  of 
specific  problem  cases.  Above  all,  he  learned 
in  law  school  the  art  of  coping  with  ambiguity. 
He  learned  that  a lot  of  the  work  in  law  was  in 
resolving  two  conflicting  viewpoints  and  the 
development  of  analysis  of  policies.  At  the  end 
of  this  training  period  the  second  son  had  a 
very  different  view  of  the  world  than  did  the 
former  son.  The  former  son's  training  had  taught 
him  to  search  for  the  one  answer  to  the  prob- 
lem and  the  one  best  method  of  resolving  the 
problem.  The  second  son  was  taught  to  re- 
solve issues,  to  look  at  opposing  viewpoints 
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and  develop,  where  possible,  a consensus  view 
of  these  viewpoints,  realizing  that  in  civil  situ- 
ations there  is  often  not  a one  best  answer. 
When  these  two  sons  would  get  together  for 
family  dinners  they  found  that  it  was  very  diffi- 
cult to  carry  on  a conversation.  The  schooling 
and  background  of  the  individuals  made  their 
approach  to  problem  solving  very  different 
and  often  there  were  acrimonious  arguments 
over  specific  points,  not  careful  debate  by 
educated  individuals. 

At  the  present  time  physicians  are  finding 
themselves  drawn  increasingly  into  the  arena 
of  the  law.  Because  our  training  has  taught  us 
to  search  for  the  one  answer,  it  is  often  very 
difficult  for  us  to  deal  with  ambiguities  of  the 
law  and  to  work  with  legislators  whose  goal  is 
to  try  and  find  the  compromised  position  in  the 
legislative  process. 

Since  we  are  inextricably  entwined  in  the 
legal  process,  we  in  medicine  have  an  urgent 
need  to  understand  the  legislative  process, 
how  to  influence  it  and  how  to  work  within  it. 
One  need  only  to  look  at  the  menu  of  bills  that 
is  currently  in  our  legislature  to  realize  that  the 
law  is  affecting  our  profession  and  at  times 
impinging  in  our  professional  judgment  in  a 
manner  which  we  find  unacceptable.  We  can 
and  must  learn  how  to  deal  with  the  legislative 
process  so  that  our  viewpoint  is  fairly  heard 
and  our  position  is  well  represented. 

There  are  other  groups  of  individuals  in- 
volved in  delivering  health  services  who  have 
learned  these  lessons  very  quickly  and  are 
more  adroit  than  those  in  medicine.  Those 
groups  who  have  learned  these  lessons  best 
have  realized  that  the  process  is  facilitated  by 
adequate  funding.  It  is  reported  that  some  of 
these  groups  have  funds  in  excess  of 
$100,000.00  in  use  in  helping  influence  the 
legislative  process. 

Legislators  have  special  needs.  They  have  a 
need  to  develop  name  recognition.  They  have 
a need  to  be  accepted  by  the  constituents  of 
their  district.  In  order  to  do  this,  it  is  necessary 
for  them  to  have  adequate  funding  for  their 
campaigns.  They  are  likely  to  be  more  respon- 
sive to  those  groups  who  are  interested  in 
them  and  help  them  with  their  campaign  needs. 

People  in  medicine  may  sense  an  ethical 
problem  in  this  area,  as  we  have  been  enjoined 
from  accepting  any  monies,  gifts,  or  other  items 
which  promote  products  and  pharmaceuticals. 
Much  has  been  written  about  cash  honorariums 
for  meaningless  courses,  for  trips,  for  mediocre 
courses  which  largely  promote  products  by  a 
single  pharmaceutical  company  and  gifts  of 


value  to  physicians  themselves.  It  is  easy  to 
understand  why  some  physicians  may  be  reti- 
cent to  contribute  money  to  a legislator's  cam- 
paign based  on  their  ethical  position  regarding 
the  receiving  of  gifts  or  other  items  which  may 
influence  one's  decision  regarding  one's  pro- 
fessional deportment.  It  will  be  increasingly 
necessary  for  medicine  to  represent  the  best  in 
medical  care,  to  accrue  the  highest  levels  of 
expertise  in  providing  services,  and  to  help 
individuals  in  judgments  regarding  health  care. 
In  order  for  your  Association  to  represent  the 
profession  at  the  optimum  level,  it  is  necessary 
for  the  membership  to  understand  the  legal/ 
legislative  process,  to  understand  the  needs  of 
legislators  in  promoting  the  legal  process  and 
how  we  can  best  represent  our  Association. 

There  are  several  ways  in  which  members  of 
the  Association  can  contribute  to  this  process: 
first,  by  forming  friendships  and  associations 
with  your  legislators.  This  involves  helping  the 
legislator  with  his/her  legitimate  needs  regard- 
ing his/her  service  as  a legislator  and  by  help- 
ing him/her  understand  clearly  the  issues  in- 
volved in  proposed  legislation.  Legislators  come 
from  a variety  of  backgrounds  and  are  not 
particularly  well  versed  in  the  fields  of  medi- 
cine, the  issues  of  medicine  and  its  discipline. 
The  best  way  for  them  to  learn  these  issues  is 
by  careful  education  by  the  constituency  of 
each  legislator. 

The  second  way  in  which  members  can  con- 
tribute actively  to  an  informed  legislature  is  to 
provide  financial  support  for  the  legislators  in 
their  various  activities  and  help  support  the 
legislator  with  bills  which  are  of  special  con- 
cern to  him  or  her. 

The  third  way  in  which  members  of  the 
Association  can  assist  in  the  legal  process  is  to 
contribute  generously  to  the  political  action 
committees  of  medicine.  The  American  Medi- 
cal Political  Action  Committee  and  the  Ne- 
braska Medical  Political  Action  Committee  are 
the  best  vehicles  for  this  type  of  support. 

With  the  new  list  of  bills  that  are  currently  of 
interest  for  medicine,  it  is  easy  to  see  that  our 
plate  is  full,  and  that  we  must  work  vigorously 
to  represent  medicine's  position  on  the  various 
issues.  In  order  for  you  to  more  clearly  under- 
stand the  magnitude  of  this  issue,  immediately 
following  is  a list  of  bills  which  we  are  monitor- 
ing or  following  in  this  session  of  the  Legisla- 
ture. I would  encourage  each  of  you  to  con- 
tinue to  make  contact  with  your  legislator, 
help  them  with  the  issues  of  their  concern,  and 
encourage  them  to  understand  the  position  of 
medicine  regarding  issues  in  which  we  have 
special  interest. 
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1996  BILLS  CONCERNING  HEALTH  CARE 

(Status  as  of  January  22,  1996) 


BILL  TOPIC 

Licensure 

63  Allows  "Nontraditional/Experimental"  Therapies 

206  Changes  EMT  Licensure 

414  Expands  Nurse  Practitioner  Scope  of  Practice  (P) 

619  Changes  Optometry  Law  — Allows  Surgery 

940  Clinical  Privileges-Psychologists 

981  Changes  EMT  Certification 

1060  Expands  Optometric  Practice-Glaucoma 

1108  Change  PA  Certification  to  Licensure 

1278  Changes  Pharmacy  Practice  Act 

Medical  Practice 

45  Creates  Sales  Tax  on  Services 

442  Requires  Release  of  Medical  Records  to  Patients 

474  Changes  Genetic  Testing  in  Paternity  Cases 

475  Provides  Court  Review  in  Medical  Emergencies 

498  Prohibits  Coercion  of  Health  Profs. 

744  Creates  Sales  Tax  on  Services 

763  Changes  Anatomical  Gift  Act 

959  Allows  ER  Reporting  of  Alcohol/Drug  Tests 

1259  Adopts  Physician  Aid-in-Dying  Act 

1326  Provides  Peer  Review  Immunity  for  Outpatient  Settings 

Hospitals 

693  Changes  Hospital  Tax  Transfer  Amounts 

858  Requires  Hosps.  to  Submit  Community  Benefit  Reports 

954  Adopts  Hospice  Licensure 

961  Amends  Health  Clinic  Licensure 

1188  Adopts  Nonprofit  Hospital  Sales  Act 

Liability 

569  Raises  Cap  in  Medical  Liability  Law 

662  Changes  Statute  of  Repose  for  Products  Liability 
1136  Changes  Stat/Limitations  Trials 

1 280  Provides  Learned  T reatise  Exception  to  Hearsay  Rule 

Wellness 

121  Prohibits  Smoking  in  State  Buildings 

150  Lowers  DWI  Limit  to  .08 

246  Changes  Enforcement  of  Helmet  Law 

778  Creates  Duties  re:  Handgun  Certificates 

1151  Changes  Automated  Tobacco  Dispensing 

1152  Changes  Sanctions  for  Steroids 

State  Programs 

224  Repeals  CON  Law 

373  Adds  Other  Professions  to  Rural  Health  Loan  Law 

496  Adopts  Parkinson's  Disease  Registry 

497  Changes  CON  Procedures 

635  Creates  Health  Resource  Commission 

698  Creates  Genetic  Tech.  Commission 

749  Allows  Issuance  of  New  Birth  Certificates 

825  Changes  CON  Appeal  Provisions 

839  Adopts  Health  Care  Improvement  Act 

849  Creates  Teen  Pregnancy  Program 

1044  Adopts  Governor's  Health/Social  Services  Reorg. 


1049  Adopts  Accounting  Changes  for  LB  1044 
1059  Transfers  HHS  Programs  from  Counties 

1078  Medicaid  — Managed  Care  for  Long-Term  Care 
1081  Medicaid-Changes  Rules  and  Regs 

1153  Changes  DSS  Provisions  re  NCCY/Child  Support 

1154  Medicaid  — Adopts  False  Claims  Act 

1155  Changes  NDOH  Provisions — "Clean  Up"  Bill 

1156  Eliminates  DPI  Div.  of  Med.  Services 

1210  Changes  Rural  Health  Professions  Loan  Act 
1232  Changes  Schedule  of  Controlled  Substances 

Mental  Health 

747  Provides  Rights  for  Chronic  Mentally  III 
960  Gives  Access  to  M.H.  Records  for  Gun  Licenses 

1079  Adopts  Mental  Health  Bill  of  Rights 
1132  Changes  Regional  Center  Admissions 

1187  Changes  Responsibility  for  Costs  for  Commitment 
1257  States  Intent  re  Mental  Health  Programs 

Insurance 

279  Amends  CHIP  Act 

427  Adds  School  Employees  to  State  Ins. 

532  Requires  Ob/Gyns  to  be  T reated  as  Primary  Care  MDs 

667  Children's  Health  Purchasing  Act 

683  Mandates  Coverage  of  Joint  Disorders 

705  Prohibits  Drug  Price  Discrimination 

711  Mandates  Coverage  of  Infertility 

788  Adopts  Medical  Savings  Acct.  Act 

838  Adopts  Purchasing  Pool  Act 

918  Mandates  Coverage  for  Mental  Illness 

1071  Mandates  Coverage  for  Mothers/Newborn 

1080  Mandates  Coverage  for  Infertility 

1180  Mandates  Coverage  for  Mothers/Newborn 

1216  Prohibits  Requests  for  Genetic  Testing 

Child  Abuse 

336  Creates  Central  Register  for  Child  Protection  Cases 

777  Changes  Abuse  Investigation  Law 

988  Gives  Caretakers  Access  to  Child  Abuse  Records 

Abortion 

78  Creates  Wrongful  Death  Action  for  Death  of 
Viable  Fetus 

659  Redefines  "Health  Clinic" 

879  Prohibits  Public  Funding 

1380  Prohibits  Abortions  in  Specified  Situations 

Misc. 

650  Funds  Morrill  Hall  Improvements 

1004  Require  RN  Supervision  of  School  Health  Services 
1162  Changes  Village/Second  Class  City  Boards  of  Health 
1 190  Changes  Cigarette  Tax  Distribution-State  Computers 
1201  Changes  Low-Level  Radioactive  Waste  Act 
1213  Pays  for  Forensic  Exams  for  Sexual  Assault  Victims 
1224  Allows  Real  Estate  Transfer  Under  Low-Level 
Waste  Act 

1235  Changes  Provisions  re  Local  Health  Departments 
1327  Changes  Cigarette  Tax  Distribution 
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ORIGINAL  ARTICLE 


The  Role  of  Laser  Assisted  Uvulopalatoplasty 
in  Snoring  and  Sleep  Apnea 
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Great  Plains  Ear,  Nose  and  Throat,  Head  and  Neck  Institute,  PC 
630  North  Cotner  Blvd.,  Lincoln,  NE  68505 


INTRODUCTION: 

SNORING  is  not  funny.  At  best  it 
is  an  irritation  to  those  around 
you  and  at  worst  it  can  be  a 
sign  of  an  unhealthy  condition.  Numerous  ana- 
tomical features  may  contribute  to  snoring. 

Snoring  indicates  a partial  obstruction  of  the 
airway  with  resulting  vibration  of  a soft  tissue 
component.  The  soft  tissue  component  is  lo- 
cated in  the  pharynx.  Since  the  pharynx  is 
centered  between  two  rigid  structures,  the 
bony  nose  and  the  cartilaginous  trachea,  it 
causes  the  pharynx  to  act  as  a Starling  valve. 
With  relaxation  of  muscles  during  sleep,  coupled 
with  negative  pressure  of  inspiration,  the  pha- 
ryngeal airway  collapses.1 

The  nose  may  suffer  from  obstruction  due  to 
a deviated  septum,  enlarged  turbinates,  aller- 
gies, chronic  sinusitis,  polyps  and  other  dis- 
eases. By  being  unable  to  freely  move  air  through 
the  nose,  all  the  air  must  move  through  the 
mouth  when  sleeping,  which  will  contribute  to 
snoring.2'3 

The  oropharynx  is  the  most  common  area 
directly  causing  vibratory  noise  because  the 
soft  palate  and  uvula  are  located  at  a point  of 
narrowing  where  the  oropharynx  and  nasophar- 
ynx join.  This  area  seals  the  nose  during  phona- 
tion  and  ingestion  of  both  solid  and  liquid. 
However,  when  the  uvula  is  too  large  relative  to 
the  area,  it  presses  between  the  tongue  and  the 
back  of  the  throat  and  vibrates,  causing  the 
harsh  sound  of  snoring.  Hypertrophic  tonsils 
may  vibrate  but  usually  only  contribute  to  snor- 
ing by  narrowing  the  space  for  airflow.  Remov- 
ing the  tonsils  and  adenoids  can  be  expected  to 
cure  obstructing  sleep  apnea  (OSA)  in  children 
90%  of  the  time.4 

The  hypopharynx  contains  the  tongue  base. 
Located  just  above  the  larynx,  it  can  press 
against  the  posterior  wall  causing  obstruction 
to  air  flow  and  vibration.5 

The  etiology  of  airway  obstruction  during 


sleep  becomes  even  more  complex  when  the 
cross-dimensional  area  is  considered.  Collapse 
of  the  lateral  walls  due  to  redundant  tissues  may 
occur.  This  is  most  often  seen  in  obese  individu- 
als, and  of  course  those  with  enlarged  tonsils. 
Approximately  two-thirds  of  patients  with  sleep 
apnea  are  obese  and  are  3.3  times  more  likely 
to  have  an  apnea-hypopnea  index  greater  than 
1 5. 6 

Snoring  is  exacerbated  by  several  factors.  It 
may  be  positional,  with  most  people  snoring 
louder  when  on  their  backs.  To  avoid  a spouse's 
elbow  in  the  ribs,  the  snorer  might  try  sewing  a 
tennis  ball  in  a sock  and  placing  it  in  the  midline 
of  the  back  of  a night  shirt  or  other  garment 
worn  to  bed.  Then,  every  time  the  snorer  rolls 
on  his/her  back,  it  will  be  uncomfortable  enough 
to  cause  a change  in  position.  This  makes  good 
sense,  but  it  is  surprising  how  refractory  pa- 
tients are  to  this  easy  and  cost-effective  treat- 
ment. 

Alcohol  before  bedtime  will  cause  the  muscles 
in  the  back  of  the  throat  to  become  more 
flaccid,  resulting  in  increased  vibration.  Also, 
being  excessively  tired  or  overweight  will  have 
the  same  effect.7 

Sleep  is  divided  into  five  "levels"  or  stages 
based  on  the  EEG.  The  stages  are  numbered  1 
through  4 and  REM  (Rapid  Eye  Movement). 
Normal  sleep  is  organized  with  predictable 
amounts  of  time  spent  in  each  of  the  sleep 
stages.  Sleep  apnea  disrupts  the  organization 
and  interferes  with  the  resulting  restfulness.8 

Sleep  apnea  can  be  "central",  which  means 
that  the  brain  for  some  reason  is  not  telling  the 
body  to  breath.  However,  by  far  the  most 
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common  cause  of  sleep  apnea  is  obstructive 
(OSA),  heralded  by  severe  snoring.  Mixed  sleep 
apnea  is  simply  a combination  of  OSA  and 
central.7 

Symptoms  of  obstructive  sleep  apnea  in- 
clude fatigue  during  the  day,  short  sleep  latency 
(falling  asleep  rapidly),  waking  up  many  times  at 
night,  sleeping  whenever  relaxing  (such  as  in 
front  of  the  TV  or  at  the  movies),  and  even 
falling  asleep  when  driving.6  Children  may  ex- 
hibit irritability,  hyperactivity,  aggressive  be- 
havior, discipline  problems,  learning  disabili- 
ties4 and  even  cor  pulmonale.9  Signs  that  an 
observer  will  note  in  addition  to  loud  snoring 
include  periods  of  apnea  lasting  varying  lengths 
of  time  (from  several  seconds  up  to  a minute  or 
longer),  marked  restlessness,  and  sweating. 
Other  effects  of  sleep  apnea  include  heart 
arrhythmias  (irregular  beats),  depression,  head- 
aches, hypertension  and  increased  risk  of 
stroke.8,10 

People  whose  snoring  may  be  a problem 
should  see  their  physician  to  discuss  symptoms 
and  receive  a thorough  physical  exam  of  the 
airway.  At  this  time,  the  patient  may  receive 
counseling  on  problems  that  contribute  to  air- 
way obstruction,  such  as  weight  loss,  allergies, 
position  training,  alcohol  intake,  and  any  other 
medical  problem.  A sleep  study  (polysom- 
nogram)  is  required  to  make  a diagnosis  of 
sleep  apnea.84 

Primary  treatment  of  moderate  to  severe 
sleep  apnea  is  nasal  continuous  positive  airway 
pressure  (NCPAP).12  Unfortunately,  it  is  not 
tolerated  by  everyone.  Increased  nasal  conges- 
tion may  occur,  and  can  be  hard  to  treat.  Others 
cannot  tolerate  having  the  equipment  attached 
to  their  head.  Some  spouses  find  the  noise  of 
the  NCPAP  machine  as  irritating  as  snoring.  It  is 
in  these  situations  that  surgical  treatment  may 
be  indicated. 

Surgery  performed  to  correct  airway  ob- 
struction that  contributes  to  snoring  or  sleep 
apnea  has  been  called  "sleep  surgery."  Intrana- 
sally  this  may  include  septoplasty,  turbinate 
reductions  and  sinus  surgery.  Surgical  proce- 
dures of  the  tongue  base  include  laser  resec- 
tions, advancement  of  the  hyoid,  mandibular 
advancements,  and  others.  The  hypopharynx  is 
a difficult  area  within  which  to  work,  may 
require  a tracheostomy  to  assure  an  airway  in 
the  post-operative  period,  and  results  are  vari- 
able. Research  continues  to  simplify  and  im- 
prove techniques  in  this  area.5 


The  most  common  snoring  surgery  involves 
reducing  the  size  of  the  soft  palate  and  uvula.  In 
the  past,  this  has  ranged  from  just  "clipping"  the 
uvula  (uvuloplasty)  to  a more  extensive 
uvulopalatopharyngoplasty  (UPPP).  These  op- 
erations are  effective  in  decreasing  or  curing 
snoring,  but  only  30%-50%  of  sleep  apneics  are 
cured  of  their  disease.13  Also,  the  operations  are 
painful,  with  a full  UPPP  often  requiring  2 to  3 
days  hospitalization  for  pain  control  and  hydra- 
tion. A major  concern  of  the  procedure  is  too 
much  removal  of  the  soft  palate.  This  is  rare  but 
when  it  occurs  it  causes  nasopharyngeal  incom- 
petence.14 Also,  the  opposite  has  been  re- 
ported, i.e.  nasopharyngeal  stenosis  due  to 
circumferential  cicatrix.15 

LASER  ASSISTED  UVULOPALATOPLASTY  (LAUP) 

For  the  past  year  a new  technique  called 
"laser-assisted  uvulopalatoplasty"  (LAUP)  has 
been  available  that  has  advantages  over  the 
UPPP.  Introduced  in  France,16  it  is  much  less 
painful  and  usually  requires  no  hospital  admis- 
sion. The  problem  of  nasopharyngeal  incompe- 
tence has  not  been  reported  from  LAUP.  It  is 
less  expensive.  Its  main  drawback  is  that  it  often 
requires  more  than  one  procedure  (it  is  staged). 
To  achieve  the  desired  results,  a patient  should 
expect  three  sessions.  Even  with  multiple  ses- 
sions, the  expense  is  less  compared  to  standard 
UPPP. 

LAUP  is  usually  performed  under  local  anes- 
thesia. An  IV  is  not  started  unless  moderate  or 
severe  sleep  apnea  is  a problem  or  if  the  patient 
has  a hyperactive  gag  reflex.  The  - throat  is 
sprayed  with  a topical  anesthetic  and  a local 
anesthetic  is  injected  in  two-to-three  areas  of 
the  soft  palate  and  uvula.  The  laser  is  used  to 
incise  the  palate  vertically  on  each  side  of  the 
uvula,  and  the  uvula  is  shortened  (Figure  1). 

FIGURE  1 

Areas  involved  in  LAUP.  Note  vertical  cuts  into  the  soft 
palate  and  ablation  of  much  of  the  uvula.  Tonsils  are 
addressed  if  obstructing  as  LATA  (laser  assisted  tonsillar 
ablation). 

Vertical  cuts  in  soft  palate 
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Laser-assisted  tonsillar  ablation  (LATA)  may 
be  performed  at  the  same  time  with  minimal 
morbidity  if  the  tonsils  are  contributing  to  the 
obstruction.  LATA  refers  to  using  the  laser  to 
vaporize  2 to  3 mm  of  tonsillar  tissue  from  each 
side  of  the  throat  to  create  additional  space. 

The  patient  may  feel  discomfort  equivalent 
to  a severe  "strep  throat"  in  the  postoperative 
period.  Most  patients  are  able  to  return  to  work 
the  same  day  as  the  procedure  despite  the 
discomfort.  Pain  is  controlled  with  acetami- 
nophen with  codeine,  but  may  require 
oxycodone.  A patient  is  instructed  to  gargle 
with  a weak  hydrogen  peroxide  solution,  is 
given  a prescription  for  antibiotics  for  a ten  day 
period,  and  is  seen  back  in  clinic  in  one  to  two 
weeks. 

A waiting  period  of  at  least  one  month  is 
recommended  before  performing  a second 
procedure.  The  endpoint  is  resolution  of  snor- 
ing, patient  satisfaction,  or  inability  of  the  pa- 
tient to  "snort."  If  the  patient  cannot  snort,  then 
careful  evaluation  of  the  airway  must  be  done 
to  be  sure  more  soft  tissue  can  be  sacrificed 
from  the  soft  palate  and  to  assure  the  palate  is 
still  felt  to  be  the  source  of  snoring. 

It  has  been  reported  that  LAUP  has  an  86% 
success  rate  (cure  or  improvement)  for  snor- 
ing,17 and  has  statistics  comparable  to  UPPP  for 
sleep  apnea.12 

RESULTS 

LAUP  has  been  offered  by  Great  Plains  Ear, 
Nose  and  Throat  since  September,  1 993.  These 
data  reflect  the  period  ending  January  1 , 1 995. 

1 1 8 (85  male,  33  female)  patients  were  evalu- 
ated for  snoring,  with  64  (51  male,  13  female) 
undergoing  LAUP  for  a total  of  99  treatments. 
Of  these  64,  30  either  already  had  sleep  studies 
upon  referral  or  were  subsequently  studied 
prior  to  surgery. 

We  classified  all  patients  by  physical  profile 
to  see  if  selection  of  patients  for  LAUP  was 
influenced  by  obesity.  Patients  were  rated  from 
0 to  4 with  0 being  thin  and  4 being  morbidly 
obese.  Chart  1 compares  the  profile  of  total 
patients  to  LAUP  patients.  This  indicates  pa- 
tients rated  in  group  1 or  2 were  more  likely  to 
be  selected  for  surgery.  The  thinnest  patients 
had  a surprisingly  low  percentage  undergoing 
surgery.  This  might  be  explained  by  their  symp- 
toms not  being  severe  enough  yet  to  warrant 
the  time  and  discomfort  of  the  operation.  Also, 
sleep  studies  in  this  group  were  more  likely  to 


diagnose  snoring  and  not  sleep  apnea,  reassur- 
ing the  patient  and  encouraging  lifestyle  changes 
(decreased  alcohol,  sleep  position  training,  etc.). 
It  also  would  limit  third  party  reimbursement. 

The  small  number  of  morbidly  obese  candi- 
dates evaluated  indicates  some  selection  prior 
to  referral  to  our  office.  The  percent  of  morbidly 
obese  individuals  operated  is  high  but  these 
patients  were  NCPAP  intolerant.  Therefore  their 
options  were  tracheostomy,  LAUP  or  doing 
nothing  about  their  disease.  Patients  that  can- 
not tolerate  NCPAP  and  desire  a tracheostomy 
are  rare.  These  patients  might  be  selected  for 
LAUP  despite  unfavorable  anatomy  because 
the  only  alternative  to  this  refractory  group  is  to 
ignore  their  disease. 

The  age  of  patients  evaluated  for  snoring 
compared  to  those  treated  by  LAUP  is  demon- 
strated in  chart  2.  This  indicates  that  snoring 
and  sleep  apnea  become  a problem  most  often 
from  30  to  60  years  of  age.  These  data  also 
indicate  that  selection  for  LAUP  was  not  biased 
by  age  from  30-69  years.  The  extremes  are 
impossible  to  use  for  any  conclusion  due  to  the 
small  number  of  patients  in  the  age  groups,  as 
only  3 patients  were  in  the  20-29  age  group. 

We  classified  patients  into  simple  snorers 
(SS)  or  obstructive  sleep  apneics  (OSA).  The 
two  groups  were  further  subdivided  into  objec- 
tive and  subjective,  depending  on  whether 
sleep  studies  were  done.  Objective  sleep  apneics 
were  divided  into  mild,  moderate  and  severe 
depending  on  the  consulting  pulmonologist's 
interpretation  of  the  study.  The  number  of 
patients  in  each  group  objectively  studied  is 
small.  Without  a sleep  study,  however,  it  is 
difficult  to  draw  conclusions  regarding  the  effi- 
cacy of  treatment. 

Chart  3 demonstrates  the  total  number  of 
snores/sleep  apneics  classified  by  sleep  study 
compared  to  the  total  number  reaching  end- 
point. Only  one  patient  was  verified  by  sleep 
study  NOT  to  have  improved  after  three  LAUPs. 
All  other  patients  that  are  shown  as  not  reach- 
ing end  point  were  not  able  to  be  reached 
despite  sending  letters  and  telephone  calls. 
They  either  moved  or  preferred  not  to  answer 
us,  leaving  us  with  the  high  suspicion  that  they 
were  not  at  endpoint  and  yet  preferred  not  to 
pursue  LAUP  further. 

The  single  documented  failure  had  a physical 
profile  of  "1"  but  was  a severe  sleep  apneic. 
After  3 LAUPs,  his  snoring  was  gone  but  had 
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Comparison  of  All  Patients  Evaluated  to  LAUP  Patients  Regarding  Weight  Rating 


Weight  Rating  (0-4)  and  Percent  of  Patients  undergoing  LAUP  Compared  to  Total 

CHART  ONE:  Grey  bar  represents  all  patients  evaluated  in  each  weight  rating  group,  while 
black  bar  represents  the  patients  undergoing  LAUP.  The  percentages  shown  are  the  num- 
ber of  LAUP  patients  out  of  the  total  for  each  weight  rating  that  underwent  LAUP.  This 
demonstrates  selection  for  LAUP  was  more  likely  if  the  patient  was  not  obese. 


Comparison  of  Ages  of  All  Patients  Evaluated  vs  LAUP  Patients 


Aqe  of  Patients  bv  Decade  and  Percent  Underaoma  LAUP 

CHART  TWO:  Grey  bar  represents  all  patients  evaluated  and  the  black  bar  represents  the 
patients  undergoing  LAUP  in  each  age  group.  The  percentages  shown  are  the  number  of 
LAUP  patients  out  of  the  total  for  each  age  group  that  underwent  LAUP.  This  demonstrates 
no  selection  by  age  for  LAUP  for  the  ages  30-69. 

Total  Study-proved  OSA  Patients  Compared  to  Number  Reaching  End  Point 


Mild  Apnea  Moderate  Apnea  Severe  Apnea 

Severity  of  Sleep  Apnea 


CHART  THREE:  The  grey  gar  indicates  the  number  of  LAUP  patients  that  had  sleep  studies 
diagnosing  their  degree  of  illness.  The  black  bar  shows  the  number  of  the  patients  that 
reached  end  point  (cure)  of  their  disease.  This  indicates  an  acceptable  level  of  success  of 
LAUP  for  mild  and  moderate  sleep  apneices. 
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Ratings  of  Most  Severe  Pain  for  55  LAUP  Cases 


Pain  Classification  1-5 


CHART  FOUR:  Patients  rated  the  postoperative  pain  they  experienced,  1 being  mild  and  5 
being  severe.  This  indicates  the  worst  pain  would  be  rated  moderate  to  severe. 


Post-op  Day  of  Most  Severe  Pain 


Post-op  Day 

CHART  FIVE:  This  shows  the  postoperative  day  the  patient  experienced  the  most  severe 
pain  It  was  most  likely  to  occur  days  3-5. 


been  replaced  by  a "barking"  sound  that  was  as 
irritating  to  those  around  him  as  his  original 
snoring.  He  still  had  severe  sleep  apnea.  He  was 
videotaped  while  sleeping  and  several  physi- 
cians reviewed  the  tape.  It  was  the  opinion  of 
the  group  that  the  patient  inhales  with  such 
force  the  he  pulls  air  into  the  cervical  esopha- 
gus, making  noise  by  the  same  mechanism  as 
esophageal  speech  used  by  some  laryngectomy 
patients.  Unfortunately,  the  patient  is  unable  to 
tolerate  endoscopy  while  sleeping  to  verify  this. 

Interestingly,  two  obese  patients  and  one 
nonobese  patient,  all  with  severe  sleep  agnea, 
underwent  postreatment  sleep  studies,  all  dem- 
onstrating cure. 

CONCURRENT  DIAGNOSIS 

Nasal  pathology  was  common  in  LAUP  pa- 
tients. Of  50  patients  that  had  additional  diag- 


noses documented,  18  (36%)  had  allergic 
rhinitis,  12  (24%)  had  significant  septal  devia- 
tions, 6 (1 2%)  had  chronic  rhinitis/hypertrophic 
turbinates  and  5 (10%)  had  sinusitis.  To  obtain 
maximal  results,  all  contributing  disease  re- 
quired treatment. 

COMPLICATIONS 

Thirty-seven  patients  provided  evaluations 
rating  the  severity  of  postoperative  pain.  Pain 
was  rated  from  1 to  5 with  1 being  mild  and  5 
severe.  Chart  four  indicates  most  people  felt 
their  worst  discomfort  was  moderate  to  severe. 
This  severity  usually  lasted  only  a matter  of 
hours,  since  it  was  relieved  by  a burst  of  steroids 
(such  as  a methylprednisolone  dose  pack.) 

Chart  five  shows  the  day  they  experienced 
the  most  severe  pain.  This  usually  occurred 
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during  postop  days  3-5.  As  stated  above,  the 
severe  pain  was  generally  short-lived.  Most 
people  did  not  miss  any  work  due  to  discom- 
fort. 

Five  patients  had  postoperative  bleeding. 
Four  were  treated  in  the  office  or  ER  and  one 
was  taken  to  the  OR  requiring  general  anesthesia. 

DISCUSSION 

Our  experience  verifies  that  LAUP  is  very 
effective  for  snoring.  It  also  shows  that  it  is 
effective  for  the  management  of  sleep  apnea  in 
carefully  selected  individuals.  Our  single  docu- 
mented failure  was  classified  as  being  of  normal 
weight  and  having  a favorable  indirect  and 
direct  laryngoscopy,  but  he  was  a severe  sleep 
apneic.  However,  three  patients  felt  not  to  be  of 
optimal  pharyngeal  anatomy  that  were  severe 
sleep  apneics  were  treated  successfully. 

Unfortunately  no  single  test  is  completely 
reliable  in  selecting  surgical  candidates.  How- 
ever, if  the  hypopharynx  is  widely  open  at 
indirect  laryngoscopy,  the  patient's  body  habitus 
is  favorable,  and  sleep  study  shows  mild  to 
moderate  apnea,  then  LAUP  should  have  a 
reasonable  chance  (>80%)  of  success.  If  crite- 
ria is  borderline,  then  flexible  laryngoscopy 
with  reverse  Valsalva  (Mueller  maneuver)  may 
provide  important  information.  In  the  opinion 
of  the  primary  author  the  contribution  of 
cephalometries  is  marginal  unless  orthognathic 
surgery  is  planned,  due  to  the  dynamic  nature 
of  the  pharynx. 

The  operation  will  only  be  successful  in  those 
patients  that  have  as  the  primary  source  of 
obstruction  or  snoring  the  soft  palate  and  uvula. 
If  Tonsils  are  contributing  to  obstruction,  a laser 
assisted  tonsillar  ablation  (LATA)  may  be  per- 
formed. This  is  the  same  population  that  would 
also  benefit  from  a uvulopalato-pharyngoplasty 
(UPPP).  For  a minority  of  patients  the  UPPP 
might  be  the  best  choice.  Those  that  argue  the 
UPPP  should  be  the  primary  surgical  treatment 
for  any  patient  that  is  felt  to  have  an  oropharyn- 
geal obstruction  contributing  to  sleep  apnea 
are  incorrect.  The  increased  morbidity,  pain, 
need  for  general  anesthetic,  cost  and  risk  of 
major  complications  make  UPPP  the  less  attrac- 
tive choice. 

Anyone  experienced  with  the  LAUP  is  famil- 
iar with  the  similar  appearance  of  the  orophar- 
ynx compared  to  postop  UPPP.  The  soft  palate 
and  neouvula  (the  uvular  remnant)  often  smooth 
out  to  have  an  identical  appearance  to  a UPPP 


patient.  The  failure  of  UPPP  to  be  successful  in 
sleep  apneics  is  possibly  due  to  the  selection  of 
the  more  severe  cases  for  operation. 

However,  the  LAUP  is  an  operation  that 
should  NOT  be  offered  to  all  sleep  apneics 
since  snoring  may  be  the  marker  allowing  a 
patient  to  be  aware  of  his/her  disease.  The  push 
of  the  laser  companies  and  many  practitioners 
is  to  perform  the  procedure  in  office.  For  simple 
snorers  this  may  be  safe.  But  for  the  severe 
sleep  apneic,  such  surgery  requires  careful 
intraoperative  monitoring  of  vital  signs  and 
oxygen  saturation.  Many  offices  do  not  have 
the  automatic  blood  pressure  cuffs  and 
oximeters  required  to  provide  this  service. 

Also,  many  people  with  OSA  seek  care  from 
surgeons  initially  because  they  wish  to  avoid 
the  use  of  NCPAP.  Therefore,  it  would  be 
possible  for  surgeons  that  succumb  to  such 
patient  desires  to  perform  inappropriate  surger- 
ies. It  would  be  optimal  if  all  surgeons  operating 
sleep  apneics  could  obtain  post-treatment 
polysomnograms  to  prove  their  results.  Unfor- 
tunately the  cost  of  a sleep  study  in  our  commu- 
nity is  greater  than  the  cost  of  three  LAUPs. 
Much  discussion  is  being  directed  at  identifying 
a group  of  patients  through  careful  history, 
physical  exam,  and  Eppworth  sleep  question- 
naires to  avoid  sleep  studies  until  postopera- 
tively  indicated. 

Keeping  the  above  problems  in  mind,  it  is 
becoming  ethically  questionable  for  insurance 
companies  to  classify  LAUP  and  LATA  as  "inves- 
tigative" (nonreimbursible)  procedures  for  the 
carefully  selected  sleep  apneic.  It  is  also  unac- 
ceptable for  physicians  and  insurance  compa- 
nies to  turn  their  back  on  the  patient  that  cannot 
tolerate  NCPAP  if  there  is  a reasonable  chance 
that  a procedure  as  benign  as  LAUP  would  be 
successful  in  improving  the  disease  state  of 
even  a severe  sleep  apneic.  We  encourage 
anyone  believing  that  NCPAP  should  be  the 
only  treatment  for  a sleep  apneic  to  try  wearing 
the  equipment  overnight  to  understand  the 
impact  it  has  on  a patient's  life. 

To  reconcile  the  potential  for  abuse  of  a new 
procedure  with  the  indications  for  the  proce- 
dure, all  surgeons  performing  LAUP  should 
keep  careful  records  including  follow-up  data 
on  their  results.  These  data  would  help  the 
surgeon  be  aware  of  any  deviation  from  an 
acceptable  success  rate.  If  a lack  of  success  is 
evident,  the  surgeon  should  question  his/her 
patient  selection.  Certainly,  with  today's  data 
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base  capabilities  of  insurance  companies,  it 
would  be  a simple  task  for  insurance  companies 
to  produce  such  information  as  well. 

SUMMARY 

1.  A careful  history  and  favorable  physical 
exam  is  mandatory  for  consideration  of 
LAUP. 

2.  Concurrent  diseases  must  be  addressed 
for  optimal  results. 

3.  A sleep  study  should  be  recommended 
with  any  evidence  suggestive  of  sleep 
apnea. 

4.  LAUP  cures  snoring. 

5.  Primary  treatment  of  severe  sleep  apnea 
is  nasal  continuous  positive  airway  pres- 
sure (NCPAP). 

6.  Mild  sleep  apnea  with  appropriate  physi- 
cal exam  can  be  expected  to  have  accept- 
able results  when  treated  by  LAUP. 

7.  LAUP  should  be  considered  for  moderate 
to  severe  sleep  apnea  only  if  NCPAP 
intolerance  is  intractible. 
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COMMENTS: 

Snoring  and  obstructive  sleep  apnea  is  one 
of  the  most  prevalent  conditions  and  has 
attained  media  attention.  As  people  learn 
more  about  the  condition,  more  and  more 
patients  will  seek  advice  from  their  physician. 
The  authors  have  described  the  management 
of  this  problem  in  a simplified  manner  and 
have  concluded  that  mild  obstructive  sleep 
apnea  and  snoring  can  be  treated  effectively 
with  an  out-patient  laser  procedure  (LAUP 
and  LATA).  They  have  stressed  the  impor- 
tance of  sleep  study  and  have  explained  very 
well  that  for  those  who  want  to  avoid  nasal 
CPAP,  LAUP  will  offer  benefit  to  the  major- 
ity of  selected  patients.  I agree  with  the 
authors  that  it  is  ethically  questionable  for 
insurance  companies  to  classify  LAUP  and 
LATA  as  investigative  and  turn  their  back  on 
patients  who  cannot  tolerate  nasal  CPAP. 
They  rightly  say  'anyone  believing  that  CPAP 
should  be  the  only  treatment  for  sleep  ap- 
nea should  try  wearing  the  equipment  over- 
night to  understand  the  impact  it  has  on 
patient's  life.'  This  article  will  help  the  physi- 
cians to  understand  the  problem  and  its 
management  well. 

Pradip  K,  Mistry,  M.D. 
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ABSTRACT 

Objective:  To  study  portrayals  of  African  Americans  in  family  medicine  recruiting  literature  on  a quantitative  basis. 
Design:  Survey.  Setting:  Seventy  six  family  medicine  residency  recruiting  brochures,  from  programs  responding  to  letters 
requesting  "information  and  an  application"  for  an  unrelated  study.  Main  Outcome  Measures:  Numbers  of  African 
Americans  portrayed  as  physicians,  other  health  care  professionals,  patients,  and  others  in  recruiting  brochures.  Results: 
Out  2433  individuals  portrayed,  African  Americans  accounted  for  4.2%  of  physicians,  10.8%  of  other  health  care 
providers,  and  17%  of  patients.  Brochures  from  twenty  three  programs,  containing  photographs  of  502  individuals 
portrayed  no  African  Americans.  Conclusions:  About  one  third  of  a sample  of  family  practice  program  brochures  sent 
to  resident  applicants  in  1992  contained  no  photographs  of  African  Americans.  Implications  for  the  recruitment  of 
minorities  to  family  medicine  programs  are  discussed. 


IN  1992,  according  to  the  AMA 
Masterfile,  8.8%  of  PGY-1 
trainees  in  family  practice 
were  African  Americans,  and  they  comprised 
4.5%  of  PGY-1  s in  all  specialties.  This  contrasts 
markedly  with  the  12-15%  of  the  population 
thought  to  be  of  African  American  origin  in  the 
United  States.  Fully  twenty  five  years  has  passed 
since  the  Association  of  American  Medical 
Colleges  first  articulated  a policy  of  encourag- 
ing members  of  minority  groups  to  achieve 
population  parity  in  medical  education.1  De- 
spite initial  gains,  these  goals  have  not  been 
met,  particularly  for  African  Americans. 

Although  at  least  one  large  scale  study  has 
suggested  that  medical  schools  have  acted 
affirmatively  to  accept  minorities,2  there  is  evi- 
dence to  suggest  that  there  may  be  problems 
with  the  retention  of  these  same  individuals 
within  the  medical  system.  Poor  education,  the 
lack  of  role  models,  financial  barriers,  and  rac- 
ism, both  overt  and  covert  have  all  been  ad- 
vanced as  theories  as  to  why  retention  in  these 
groups  is  so  poor.34  It  was  hypothesised  that 
examining  recruiting  literature  may  provide 
some  insight  into  the  status  of  minorities  in 
various  family  medicine  residency  programs.  In 
recent  years,  driven  by  the  fierce  competition 
for  quality  residents,  many  family  medicine 
programs  have  developed  intricate  and  expen- 
sive recruiting  brochures,  portraying  idealized 
versions  of  their  programs.  These  brochures  are 
often  prepared  by  professional  consulting  firms 
at  significant  expense.  This  material  may  repre- 
sent the  "point  of  first  contact"  with  the  program 
for  many  prospective  residents. 


METHODS: 

Letters  were  sent  out  to  1 46  family  medicine 
programs  chosen  at  random  from  the  Directory 
of  Graduate  Medical  Education  as  part  of  an 
unrelated  study,5  requesting  "information  and 
an  application".  Replies  from  113  programs 
were  reviewed.  Generic  "Hospital"  or  "Univer- 
sity" brochures  which  described  non  family 
medicine  training  programs  in  the  same  institu- 
tion were  excluded.  All  photographs  portraying 
people  were  examined.  Individuals  in  photo- 
graphs were  categorized  into  groups  according 
to  apparent  occupation  or  identity.  They  were 
then  subcategorized  according  to  African  Ameri- 
can and  non  African  American  appearance. 

Identity  groupings  were  defined  as  follows: 

Patients:  Defined  as  person  undergoing  ex- 
amination or  treatment,  or  otherwise  clearly 
assuming  a patient  role,  (eg,  in  a wheelchair, 
wearing  a hospital  gown,  or  seated  in  a waiting 
room). 

Physicians:  Defined  as  individuals  examining 
patients,  or  in  close  proximity  to  patients  with 
the  clear  intent  of  examining  them.  Also,  por- 
trayed as  acting  in  consulting,  counselling  or 
chaperoning  role.  Included  were  residents  and 
students  in  white  coats.  Examining  radiographs 
or  other  diagnostic  material.  Attending  lectures 
or  conferences.  Individuals  specifically  identi- 
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tied  as  physicians  by  photograph  captions,  or 
nametages  when  legible.  In  cases  where  the 
identity  as  physician  was  unclear,  the  individual 
was  categorized  under  "Other  Health  Care 
Professionals". 

Other  Health  Care  Professionals:  Includes 
nurses,  lab  technicians,  respiratory  and  physical 
therapists.  Also  mental  health  professionals 
(when  specifically  identified). 

Other:  Any  individuals  not  meeting  criteria 
for  the  above  groups.  Includes  visitors,  admin- 
istrators, and  photographs  of  individuals  appar- 
ently unrelated  to  the  residency  program. 

Identical  photographs  reproduced  more  than 
once  were  counted  only  once.  Figures  less  than 
1 centimeter  vertical  height  were  not  counted. 
Photographs  containing  more  than  25  individu- 
als were  not  included  in  the  analysis.  Individuals 
who  could  not  be  conclusively  classified  into 
racial  group  due  to  photographic  conditions  or 
appearance  were  placed  in  "undetermined  race" 
category. 

RESULTS: 

Out  of  a total  of  1 1 3 programs  responding  to 
the  mailing,  76  programs  sent  brochures  or 
material  related  to  the  residency  program  that 
met  the  study  criteria.  A total  of  2433  individu- 
als were  counted  and  categorized  according  to 
the  criteria  outlined  above.  Twenty  three  of  the 
programs,  which  had  available  photographs  of 
502  individuals,  contained  no  photographs  of 
African  Americans.  The  remaining  53  programs, 
containing  photographs  of  1931  people  por- 
trayed varying  numbers  of  African  Americans. 
African  Americans  were  portrayed  as  physi- 
cians in  52  cases  out  of  a total  of  1214  physi- 
cians counted  (4.2%).  One  institution 
(Morehouse  Medical  School  in  Atlanta,  Geor- 
gia) accounted  for  9 of  these  52.  They  made  up 
17%  of  patients  (51  out  of  297),  and  other 
health  care  providers  in  1 0.8%  (55  out  of  507). 
African  Americans  were  categorized  as  having 
an  "unidentified  role"  in  24  of  the  415  people 
classified  in  this  way  (5.7%).  Only  35  individuals 
could  not  be  classified  on  the  basis  of  race  (35 
out  of  2433,  or  1 .4%). 

DISCUSSION: 

Quantifying  discrimination  based  on  por- 
trayals of  individuals  in  recruiting  literature  may 
or  may  not  reflect  the  presence  of  discrimina- 
tion in  a given  residency  program.  It  is  impor- 
tant to  realize,  however,  that  much  discrimina- 


tion is  subtle  and  difficult  to  quantify.  The 
absence  of  minority  portrayals  in  recruiting 
literature  may  send  a subtle  message  to  indi- 
viduals sensitized  to  discrimination  from  previ- 
ous experience.  It  is  possible  that  some  resi- 
dency programs  are  accurately  and  inadvert- 
ently portraying  the  fact  that  their  residency 
programs,  indeed,  have  no  African  Americans 
on  their  staffs  or  in  their  patient  populations. 
Avoidance  of  such  a program  by  minorities, 
due  to  actual  or  perceived  discrimination,  would 
tend  to  lead  to  further  segregation  of  minorities 
into  a limited  number  of  residency  programs. 

Because  of  limitations  of  the  study,  and  the 
relatively  small  number  of  African  Americans 
portrayed  in  the  photographs  studied,  it  was 
not  possible  to  measure  adequately  the  interac- 
tions portrayed  in  a qualitative  manner.  How- 
ever, the  author  felt  that  there  may  have  been 
differences  in  the  ways  the  minority  physicians 
were  portrayed  in  many  cases.  For  example, 
there  was  no  instance  of  an  African  American 
male  physician  interacting  with  a Caucasian 
female  patient.  There  were,  however,  several 
photographs  of  female  African  American  physi- 
cians examining  Caucasian  female  patients. 
Given  the  fact  that  much  attention  is  given  to 
project  a "favorable"  impression  of  the  resi- 
dency program,  is  possible  that  the  images  in 
the  brochures  reflect  the  conscious  and  uncon- 
scious biases  of  the  individuals  responsible  for 
choosing  the  photographs. 

The  findings  of  this  study  suggest  that  closer 
attention  be  paid  to  recruiting  literature  por- 
trayals of  minorities  in  those  programs  with 
minority  populations.  Those  programs  without 
minority  representation  should  reflect  on  the 
possible  reasons  for  this  fact. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1 .  What  is  required  for  a patient  to  request 
the  withholding  or  withdrawal  of  life 
sustaining  treatment? 

Neb.  Rev.  Stat.  § 20-403  (5)  of  the  Ne- 
braska "Rights  of  the  Terminally  III  Act"  de- 
fines life  sustaining  treatment  as  any  medical 
procedure  or  intervention  that  when  adminis- 
tered to  a qualified  patient,  will  serve  only  to 
prolong  the  process  of  dying  or  maintain  the 
qualified  patient  in  a persistent  vegetative 
state. 

For  a patient  to  request  life  sustaining 
treatment  to  be  withheld  or  withdrawn  or  in 
other  words  be  a "qualifying  patient,"  the 
patient  must  first  be  an  adult  — nineteen  or 
older  or  an  individual  who  is  or  has  been 
married.  Neb.  Rev.  Stat.  § 2 0-403 ( 1 ).  In  addi- 
tion, the  patient  must  have  a written  "Declara- 
tion". The  Declaration  states  that  life  sustain- 
ing equipment  is  to  be  withheld  or  withdrawn 
when  the  patient  is  no  longer  able  to  make 
treatment  decisions.  The  Declaration  must  be 
signed  by  the  patient  or  another  person  at  the 
patient's  direction  and  witnessed  and  signed 
by  two  adults  or  a notary  public.  Neb.  Rev. 
Stat.  § 20-404(2).  For  example: 

DECLARATION 

If  I should  lapse  into  a persistent  veg- 
etative state  or  have  an  incurable  and 
irreversible  condition  that,  without  the 
administration  of  life  sustaining  treat- 
ment, will,  in  the  opinion  of  my  at- 
tending physician,  cause  my  death 
within  a relatively  short  time  and  I am 
no  longer  able  to  make  decisions  re- 
garding my  medical  treatment,  I direct 
my  attending  physician,  pursuant  to 
the  Rights  of  the  Terminally  III  Act,  to 
withhold  or  withdraw  life  sustaining 
treatment  that  is  not  necessary  for  my 
comfort  or  to  alleviate  pain. 

Signed  this day  of . 

Signature  

Address  


The  declarant  voluntarily  signed  this 
writing  in  my  presence. 

Witness 

Address  

Witness 

Address  

or 

The  declarant  voluntarily  signed  this 
writing  in  my  presence. 


Notary  Public 

The  physician  or  health  care  provider  is 
then  to  make  the  Declaration  a part  of  the 
patient's  medical  record.  If  the  physician  is 
unwilling  to  comply,  he  or  she  must  promptly 
inform  the  patient.  Neb.  Rev.  Stat.  § 20-404(3). 

2.  How  do  I know  when  the  Declaration 
will  become  operative? 

For  a Declaration  to  become  operative, 
four  things  must  happen.  First,  the  desire  to 
put  the  Declaration  into  effect  must  be  com- 
municated to  the  attending  physician.  Sec- 
ondly, the  physician  must  determine  the  pa- 
tient is  in  a terminal  condition  or  a persistent 
vegetative  state.  Third,  the  patient  must  be 
determined  by  the  attending  physician  to  be 
unable  to  make  decisions  regarding  adminis- 
tration of  life  sustaining  treatment.  Finally,  the 
attending  physician  has  to  notify  a reasonably 
available  immediate  family  member  or  guard- 
ian of  the  diagnosis  and  the  intent  to  put  the 
Declaration  into  effect.  Neb.  Rev.  Stat.  § 20- 
405. 

3.  Is  there  any  way  a patient  can  revoke 
his/her  Declaration? 

Yes.  Neb.  Rev.  Stat.  § 20-406(1)  states 
that  a patient  may  revoke  his/her  Declaration 
at  any  time  in  any  manner  without  regard  to 
the  patient's  mental  or  physical  condition. 
The  revocation  becomes  effective  when  the 
patient  or  witness  to  the  revocation  commu- 
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nicates  it  to  the  attending  physician  or  other 
health  care  provider.  The  revocation  must 
be  recorded  in  the  patient's  medical  records. 
Neb.  Rev.  Stat.  § 20-406  (2). 

4.  Is  the  "Rights  of  the  Terminally  III  Act" 
the  only  means  for  people  to  exercise 
their  rights  in  this  area? 

No.  The  Nebraska  Legislature  stated  that 
it  is  the  public  policy  of  this  state  that  no 
existing  right  be  terminated  or  restricted  by 
the  Act.  This  means  that  existing  case  law 
guidelines  developed  over  the  years  by  courts 
prior  to  the  Act  may  still  be  followed.  Decla- 
rations executed  in  other  states  in  compliance 


with  those  states'  laws  remain  valid.  Instru- 
ments executed  before  the  Nebraska  Act's  ef- 
fective date  (fuly  1 5,  1 992)  which  substantially 
comply  with  § 20-404  are  also  valid. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Amy  Yindrick,  a law  student  at  the  University  of  Iowa  Law 
School  and  Charles  M.  Pallesen  Jr,  both  of  the  Cline  Williams  Law 
Firm.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Symposium 
- Boys  Town  Institute  Auditorium  - St.  Joseph 
Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Family  Medicine  Update  - 
Okoboji,  Iowa. 

JUNE  12-15,  1996  — American  Association  of 
Clinical  Anatomists  - Creighton  University, 
Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D , Associate  Dean,  Creighton  University  CME  Division,  60  / 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 

CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

FEBRUARY  21,  1996  — Distinguished  Visiting  Pro- 
fessor, Diagnosis  and  Management  of  Depres- 
sion in  the  Older  Adult,  Jerome  A.  Yesavage, 
M.D.,  Saint  Joseph  Center  for  Mental  Health, 
Omaha,  NE.  2 credit  hours  Category  1. 

MARCH  2,  1996  — Fourth  Annual:  The  Mgt  of 
Colon  & Rectal  Diseases  by  Primary  Care  Physi- 
cians and  Their  Support  Staff,  Omaha  Marriott 
Hotel,  Omaha,  NE.  8 credit  hours  Category  1. 

MARCH  1 6,  1 996  — Team  Approach  to  Outpatient 
Management  of  Congestive  Heart  Failure, 
Creighton  University  Cardiac  Center,  Omaha, 
NE.  2 credit  hours  Category  1. 

MARCH  20,  1 996  — Distinguished  Visiting  Profes- 
sor, Obsessive  Compulsive  Disorder,  Michael 
Jenike,  M.D.,  Saint  Joseph  Center  for  Mental 
Health,  Omaha,  NE.  2 credit  hours  Category  1. 

APRIL  24,  1996  — Distinguished  Lecture  Series, 
David  P.  Westfall,  Ph.D.,  University  of  Nevada, 
Reno,  NV.  Saint  Joseph  Hospital,  Omaha,  NE. 
1 credit  hour  Category  1. 

APRIL  26,  1 996 — 1 6th  Annual:  Infectious  Diseases 
Symposium,  Boys  Town  National  Research  Hos- 
pital Auditorium,  Omaha,  NE.  7 credit  hours 
Category  1 . 

MAY  1,  1996  — Distinguished  Lecture  Series  - 
Stuart  Rich,  M.D.,  University  of  Illinois,  Section  of 
Cardiology,  Chicago,  IL.  Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 
1 credit  hour  Category  1. 


MAY  4,  1996  — Multidisciplinary  Approach  to 
Caring  for  the  Cancer  Patient,  Omaha  Marriott 
Hotel,  Omaha,  NE.  4 credit  hours  Category  1. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology, 
Creighton  University,  Omaha,  NE.  36  credit 
hours  Category  1 . 

May  24-26,  1996  — 1996  Primary  Care  Update, 
Village  East  Resort,  Okoboji,  IA.  1 3 Credit  hours 
Category  1 . 

MAY  31  & JUNE  1,  1996 — Second  Annual:  Neurol- 
ogy Update  for  Primary  Care,  Omaha  Marriott 
Hotel,  Omaha,  NE.  8 credit  hours  Category  1. 

JUNE  5,  1996  — Ethical  Dilemmas  in  Long  Term 
Care,  New  World  Inn,  Columbus,  NE.  Credit 
hours  TBA. 

JUNE  12-14,  1 996 — 1 3th  Annual  Scientific  Session: 
American  Association  of  Clinical  Anatomists 
(AACA),  Creighton  University,  Omaha,  NE. 
15  credit  hours  Category  1. 

JUNE  15  — Postgraduate  Course:  Endoscopic  Sur- 
gical Anatomy  of  the  Neck  and  Trunk,  Boys  Town 
National  Research  Hospital  Auditorium,  Omaha, 
NE.  7 credit  hours  Category  1. 

If  you  have  any  questions,  please  contact  Sally  C O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  6813  I. 

MAYO  FOUNDATION 

FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  California,  13 
Category  1 hours,  Registration  Fee:  $420. 

APRIL  1-3,  1996  — Management  Strategies  in 
Complex  Congenital  Heart  Disease,  The  Pointe 
Hilton  at  Squaw  Peak,  Phoenix,  Arizona.  13.5  Cat- 
egory 1 hours,  Registration  fee:  $395. 

APRIL  26-27,  1 996 — Advances  in  Polycystic  Ovary 
Disease,  Mayo  Foundation,  Rochester,  Minnesota. 
APRIL  26-27,  1996  — Advances  in  Polycystic  Ovary 
Disease,  Mayo  Foundation,  Rochester,  Minnesota. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532 

JUNE  25-29,  1996  — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  coop- 
eration with  Mayo  Clinic  and  the  Department  of 
Medicine,  Royal  College  of  Surgeons  in  Ireland 
Medical  School.  Program  Site:  Dublin,  Ireland. 
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COMING  MEETINGS 


AUGUST  8-10,  1996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clinical 
Applications  of  Capillary  Electrophoresis.  Pro- 
gram Site:  Leighton  Auditorium,  Siebens  Build- 
ing, Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact  Postgraduate  Courses,  Section  of  International 

Medical  Education,  Mayo  Foundation,  Rochester,  MN 

55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 

284-8399,  Fax:  507-284-0532 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  1 2-14, 1 996—  Fall  Session,  Cornhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20, 1997— Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th  An- 
nual Keystone  ENT  Conference,  Keystone  Re- 
sort, Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Aller- 
gists, Primary  Care  Physicians.  Fee:  $400  before 
2/15/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996  — 
"Clinical  and  Management  Trends  Affecting  Pul- 
monary Medicine",  19th  Annual  Meeting  of  the 
National  Association  for  Medical  Direction  of 
Respiratory  Care.  Ritz-Carlton,  Pentagon  City, 
Arlington,  Virginia,  Target  Audience:  Physicians 
and  non-physicians  interested  in  medical  direc- 
tor and  related  issues.  Fee:  $190. 

11  DAYS,  MARCH  18-29,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians,  Phy- 
sician Assistants.  Fee:  $ 1 250  - two  week  session, 
$900  - one  week  session,  $1400  - split  sessions. 


FRIDAY-SATURDAY  MORNING,  APRIL  1 2-1  3, 1 996 
— Fourth  Annual  Diagnostic  Dilemmas  in 
Women's  Health  Care,  The  Westin  Aquila  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Family  Prac- 
tice, Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Physician  Assistants.  Fee: 
$150. 

11  DAY5,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants.  Fee:  $1250  - two  week  session, 
$900  - one  week  session,  $1400  - split  sessions. 
WEDNE5DAY-FRIDAY,  )UNE  12-14,  1996  — "Part- 
ners for  Heart  Disease  Prevention:  A Call  for 
Action",  Tenth  Region  VII  Cardiovascular  Dis- 
ease Risk  Reduction  Conference,  Clarion  Hotel 
Carlisle,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians,  Cardiologists,  Nurses, 
Health  Educators,  Dietitians,  Health  Departments, 
Home  Economists.  Fee:  $65  before  5/1/96, 
$80  after. 

MONDAY-SATURDAY,  SEPT.  23-28,  1 996—  Emer- 
gency Medicine  1996:  Skills  and  Knowledge  for 
the  Practicing  Physician,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Emergency  Physicians/others  provid- 
ing care  in  the  ER.  Fee:  $750. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 
ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 
These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42nd 
Street,  Omaha,  NE  68 198-565  1.  Call  (402)  559-4  152  or  use  our  toll 
free  MD  Advantage  Number  and  ask  for  Continuing  Education 
(800)  6 42-1095  Nationwide,  FAX  Number  (402)  559-5915,  or  e- 
mail  CONTFDUC  @ UNMC.EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

John  M.  McCammond,  M.D Kearney 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

Doublas  J.  Praus.  M.D Kearney 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 


"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 


William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Amy  K.  Jespersen,  M D Omaha 

Shawn  S.  Lawrence.  M.D Broken  Bow 

A.  Kathy  Morse,  M.D Grand  Island 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.O  , Liaison Lincoln 

Jon  S.  Berlin,  M.D Kearney 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvm  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkm,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivnns,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D ! Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston.  M.O Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


FAMILY  PRACTICE 

William  J.  Lawton.  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner.  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


OBSTETRICS  - GYNECOLOGY 

JohnP.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M D. 
Larry  J.  Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D 

11-96 


LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  \.  KINGSLEY,  M.D,,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402  484  7600 

1500  S.  48TH  ST..  SUITE  709 
LINCOLN.  NE  68506 

1-800  MEO-LINC 

1-97 


The 

□ 

/54  HEART 

■_■■■  CONSULTATIVE 

. — Jo — — -u- — T 

OOntGf  of  Nebraska 

□"■■■■  nephrology  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island.  NE  68802 

Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-96 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O  Box  2339 
Grand  Island.  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
21 15  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 

6-96 


eye. 


) surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M D 
Max  W.  Linder,  M D. 
Gregory  E Sutton,  M D 
Vincent  J Sutton.  M D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete.  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva.  Nebraska 
Nebraska  City,  Nebraska 
Syracuse.  Nebraska 
Tecumseh.  Nebraska 
Marysville,  Kansas 
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1 LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.0.G  Joseph  G Rogers,  M D , F.A.C.O.G. 

Dennis  L.  Hodge,  M.D..  F.AC.O.G  Gregory  W Heidnck,  M.D..  FAC.O.G 

Yvonne  K Davenport,  M D.,  F.AC.O.G. 

"Board  Certified  in  Obstetrics  & Gynecology" 


• HIGH  RISK  OBSTETRICS 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

• MICROSURGERY 

• LASER  SURGERY 

• MAMMOGRAPHY 


— 24  HOURS  - 7 OAYS  A WEEK 

483-7641 

NEW  PATIENTS  WELCOME  

MEDICAL  PARK  PLAZA  BUILDING 

Suite  200,  301  S.  70th 
Lincoln,  NE  68510 

10-96 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

KyongT.Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

ChristopherC.  Caudill,  M.D. 

Joseph  R.Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

KamranGhalili.M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

1 iramri 

402-475-2803 

W*  TSEJ  \ ] Lincoln  Orthopaedic  Center 

| | 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  joint  Replacement 

John  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • P.O. 

Box  2636  Lincoln,  Nebraska  68542 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1 -800-MED-LINC 

1 1-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.t  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALU  — 

Office  (402)  483-7825  or  Med-Unc:  1-BO0-533-5462 
4740  A Street*  Suite  100  • Uncoln,  NE  68510  11-96 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


GENERAL  ORTHOPAEDICS 
ATHLETIC  INJURIES 
ARTHROSCOPY-HANDSURGERY 
JOINT  DISEASE&TRAUMA 
DISORDERS  OF  THE  SPINE 
TOTAL  JOINT  REPLACEMENT 
CHILDREN'S  ORTHOPAEDICS 
SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


Neurological  & Psychiatric 
Specialists,  Inc. 


770  North  Cotner  Boulevard.  Suite  404 
Lincoln.  Nebraska  68505 
(402)  464-2600  FAX:  (402)  464-3655 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 


Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders.  Neurodeveiopmental 
Disorders.  And  Disorders.  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 


pathology 

medical 

services 

pc. 


SAMUEL  E BOON.  M.D 
JOHN  H CASEY  M D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J DUGGAN  M D 
DONALD  A DYNEK  MD 
GEORGE  E GAMMEL.  M D 
PATRICK  A KEELAN  MD 
STEFFAN  R LACEY.  M D 
CHRISTOPHER  T MASADA.  M.D 
SCOTT  M NOEL.  M.D 
MATTHIAS I OKOYE  MD 
JOHN  F PORTERFIELD.  M.D 
ROBERT  F SHAPIRO  MD 
AINA  I SILENIEKS.  M D 
DANIEL  J TILL.  M D 
LARRY  D TOALSON  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South  1919  South  40th  Street.  Suite  333.  Lincoln.  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


o PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  EA.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

10-96 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th.  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G Swanson.  M.D.,  FACOG 
James  J Maly.  M.D  . FACOG 
Gregory  J Hattan.  M D . Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 

Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women’s  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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FT  Tl2logY  i 

Adult  & Pediatric 

(.  v_^cnterP<  1 

Urology 

Hal  K.  Mardis,  M.D.,  F.A.C.S. 

R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th  Street 

• Satellite  Clinics 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

• Immanuel 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS.  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY.  M.D. 

BERNARD  L.  KRATOCHVIL.  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D 

JEFFREY  J.TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing 399-9301 
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CARDIOTHORACIC  & VASCULAR 

jvh  SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 

Phone::  (402)393-6624 

8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635 

Omaha,  NE68114 

8-96 

Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 

11-96 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


FIRST 


EYE 


ASSOCIATES 


Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 

Stanley  M.  Truhlsen,  M.D., 
emeritus 

C Rex  Latta,  M.D 
John  W.  Pemberton,  M.D. 

John  T Ramsell,  M.D. 

Donald  L.  Arkfeld.  M.D. 

Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkfeld,  M.D. 

Camilla  R Parson.  M.D. 


Michael  L.  Goldstein.  M D 
Since  1886 


8111  Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)391-3131 


4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St. 
Omaha,  NE 
68107-2500 
(402)  390-81 1 1 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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STANLEY  L.  DAVIS.  M.D. 

M.  ROSS  THOMAS.  M.D. 
THOMAS  C.  NILSSON.  M.D. 
KEVIN  R MURPHY.  M.D 
JEFFREYS.  NELSON.  MD 
GEORGE  A.  ZIEG.  M.D. 
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Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  68114 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  68124 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont,  NE  68025 
402-397-7400 

McCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

1213  Garfield  Avenue 
Harlan,  IA  51537 
712-755-5161 


MidwestChildrens  Chest  Physicians  P.C.  is  affiliated  with 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


NEBRASKA 

SPINE 

SURGEONS,  PC, 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-9 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F“  STREET 
P O BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


C.A.  MCWHORTER, 

M.D. 

(1918-1988) 

H.W.  McFADDEN.  JR  , 

M.D. 

M SIMONS, 

M.D. 

B.Y,  R0FFMAN, 

MD. 

R.K.  K0ERBER, 

M.D. 

C.A.  WEBSTER, 

M.D. 

R.E.  BOWEN, 

M.D. 

W.R.  MARKUS. 

M.D. 

7441  “O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALIALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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HUGH  S.  LEVIN,  M.D 
JOSEPH  A.  JARZOBSKI.  M.D. 
TIMOTHY  R.  FANGMAN,  M D 
DENNIS  P.  TIERNEY,  M.D. 

SHIRLEY  LANDEN  HUERTER.  M.D. 
MICHAEL  H.  PETERS.  M.D. 

D RANDALL  PRITZA,  M.D. 


V 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA.  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.:  Best 
of  both  worlds  - rural  small  group  atmosphere,  urban 
large  group  amenities.  Seeking  quality  primary  care 
trained  or  emergency  physicians  interested  in  stellar 
Emergency  Medicine  practice.  Director  and  staff  posi- 
tions. Full-time,  and  regular  part-time.  8k  volume/12  & 
24  hour  shifts.  Democratic  group,  highly  competitive 
compensation,  paid  St.  Paul  malpractice  with  unlimited 
tail,  excellent  benefit  package/bonuses  to  full-time  phy- 
sicians. Numerous  other  locales.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800- 
729-7813,  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W.  7th, 
Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028,  ID#C149MT. 

ACUTE  CARE,  INC.  LOCUM  TENENS:  Seeking  qual- 
ity physicians  interested  in  primary  care  and/or  OB/ 
CYN  locum  tenens  opportunities.  Part-time  and  full- 
time. Numerous  Iowa,  Nebraska  and  Illinois  locales. 


Work  as  much  or  as  little  as  you  desire.  You  pick  the 
hours  and  the  location.  Highly  competitive  compensa- 
tion. Paid  St.  Paul  malpractice  with  unlimited  tail.  Excel- 
lent benefit  package/bonuses  to  full-time  physicians. 
Contact  Melissa  ).  Milliken,  CMSC,  Director  of  Profes- 
sional Relations,  800/729-781 3 or  send  CV  to  P.O.  Box 
515,  Ankeny,  IA  50021. 

COUNCIL  BLUFFS  IOWA  - ACUTE  CARE  COUN- 
CIL BLUFFS,  L.C.:  Ambulatory  Care  Clinic  seeking  qual- 
ity physicians  to  practice  either  regular  part-time,  full- 
time or  moonlighting  during  residency.  Primary  care, 
urgent  care,  occupational  and  sports  medicine.  Week- 
day, week  nights  or  weekend  shifts.  Paid  St.  Paul  mal- 
practice. Excellent  benefits/bonus  packages  to  full-time 
physicians.  Highly  competitive  salary.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800/ 
729-7813  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Recruit- 
ing MD/DO  Anesthesiologists  & CRNA's.  Professionally 
rewarding,  equitable  anesthesia  practices.  Full-time  and 
part-time.  Iowa  and  Nebraska.  Incentive  based  compen- 
sation & benefits-including  St.  Paul  medical  professional 
liability  insurance.  Contact  Melissa  J.  Milliken,  CMSC, 
Director  of  Professional  Relations,  800-729-7813,  or 
send  CV  to  P.O.  Box  515,  Ankeny,  IA  50021. 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But... do  you  know  how  to  protect 
yourself  against  the  financial  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HTV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

T h e AM  A -Sponsored  HIV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HTV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  1, 1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsored  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska, 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1 996. 


ADV9509 


( ) 

Name 

Business/School  Phone 

Address 

/ 

/ 

City 

( 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 

SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 

A Subsidiary  of  the  American  Medical  Association 


Please  Check  One:  Q Physician 

□ Resident 

□ Medical  Student 


Are  you  a member  of  the 

American  Medical  Association?  □ Yes  □ No 


Product  Spotlight: 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


$Ot\(K)  now  on  the  purchase  of  the  RICOH 
wClVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


to  c*rt**¥ 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


. Mipdical  Society 
County 


NEBRASKA 


^StRiul 


Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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Green-eyed  and  tall 

Venturesome,  stubborn  and  enthusiastic 
The  tomboyish  sister  of  three  brothers 
Lover  of  summer,  the  outdoors  and  freckles 
Who  feels  everyday  is  a sunny  day  despite  the  weather 
Who  needs  purpose,  enjoyment  and  rhyme 
Who  fears  high  places,  spiders  and  the  end  of  time 
Who  admires  dedication,  endurance  and  charm 
Who  hates  politics,  cowardice  and  Lima  beans 
Who  would  like  to  see  . . . tomorrow 


TUMOR  REGISTRY  NUMBER  910483 
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Commitment 

Health  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioYascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Technology  with  a personal  touch 

The  caring,  experienced  professionals  at  Madonna  Rehabilitation 
Hospital's  Assistive  Technology  Center  assess  how  computer  access, 
seating  and  mobility,  environmental  control  and  communication  can 
improve  your  patient's  ability  to  be  independent.  Team  members  include:  • 

• a speech  language  pathologist 

• physical  therapist 

• occupational  therapist 

• psychologist 

• rehab  engineer 

• vocational  rehab  specialist 

Children  and  adults  with  spinal  cord  or  head  injuries,  developmental 
delays,  strokes,  neuromuscular  and  degenerative  diseases  and  other 
disabilities  can  benefit  from  the  training,  technical  support,  resources  and 
education  at  the  Assistive  Technology  Center.  For  more  information,  call 
Tracie  Spoeneman,  MS,  CCC-SLP,  at  402-483-9459. 


The  road  to  recovery  begins  here. 


A Healthier  Future 


As  doctors,  we  hold  passion  for  our  work 
and  strive  for  attention  to  detail  with 
refined  medical  solutions. 

As  businessmen  and  women,  we 
seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
workplace. 

As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 

emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska,  Illinois  and 
Minnesota 

• St.  Paul  malpractice  insurance 
i • Competitive  bonus,  benefit  and 

»■■■■■»  A compensation  packages. 

"IsUisiA  ACUTE  CARE,  INC. 

U— — 2 

■ ■■■■*  ' Respond  to  Melissa  Millilcen.  CMSC,  Director 

of  Professional  Relations,  515-964-2772, 
800-729-7813  or  send  CV  to  PO.  Box  515, 
Ankeny,  Iowa  50021. 


ADVICE  TO  AUTHORS 


Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  1500  S.  48th 
Street,  Suite  #511,  Lincoln,  NE  68506.  The  manuscript  should  be 
typewritten,  double-spaced,  on  8Vi  x 11  in.  paper,  with  generous 
margins  on  each  page  Number  all  pages  in  the  right  upper  corner 
with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 
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Medicine  Today  - A Case  for  Aligned  Incentives 
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how  to  examine  your  practice  to  ensure  financial  success?  Dr.  Barela  will 
look  at  today's  managed  care  market  using  the  principles  of  aligned 
incentives  to  answer  these  questions. 

Thomas  D.  Barela,  M.D.,  Ph.D. 
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Preventing  Physician  Errors 

Does  it  seem  like  there's  never  enough  time  in  the  day?  Concerned  that 
the  pace  of  your  day  could  lead  to  problems  with  proficiency?  Doctor 
Zaslove  will  discuss  practical  methods  of  managing  professional  time  and 
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128th  ANNUAL  SESSION 


Plan  to  Attend 

THE  INAUGURAL  BANQUET 

All  physicians  and  spouses  are  cordially  invited  to  attend  the 
installation  of  Christopher  C.  Caudill,  M.D.  as  President  of 
the  Nebraska  Medical  Association  and  recognition  of  Linda 
Schafer  as  President  of  the  Nebraska  Medical  Association 
Alliance.  Entertainment  by  the  Gentlemen's  Chorderly  com- 
pletes the  evening's  festivities. 

5:30  p.m.  — Presidents'  Reception  (cash  bar) 

6:30  p.m.  — Inaugural  Ceremony 

7:00  p.m.  — Dinner 

Saturday  Evening,  April  20, 1996 

Marriott  Hotel,  Omaha,  Nebraska 
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PRESIDENT'S  PAGE 


Y'all  Come 


DAVID  L.  BACON,  M.D. 


Each  year  in  April  the  Nebraska  Medical 
Association  holds  its  Annual  Session.  The 
Annual  Session  is  a very  unique  event  in  the 
course  of  the  profession  of  medicine.  It  is  at 
this  annual  meeting  that  we  have  the  oppor- 
tunity to  honor  those  who  are  deceased,  to 
recognize  those  who  have  served  the  pro- 
fession in  a distinguished  manner  and  to 
recognize  those  who  have  served  the  pro- 
fession for  50  years.  On  Friday,  the  meeting 
will  involve  the  business  of  our  profession 
and  our  concerns.  It  is  particularly  important 
for  our  younger  members  to  attend  as  deci- 
sions that  are  made  now  may  have  an  effect 
on  medicine  for  years. 

It  is  at  this  meeting  that  all  members  of  the 
Association  have  the  opportunity  to  debate 
and  comment  on  all  issues.  It  is  the  mem- 
bers' opportunity  to  participate  in  develop- 
ing policy. 

Some  areas  are  sure  to  attract  consider- 
able debate.  Restructuring  our  Association 
continues  to  spark  an  interest.  A study  group 
is  evaluating  the  Greater  Nebraska  Caucus 
and  its  future.  This  committee's  report  will 
be  debated.  This  has  the  potential  to  affect 
every  outstate  county  medical  society. 

A second  issue  to  be  discussed  is  the 
development  of  a statewide  physician  owned 
- physician  directed  information  system.  As 
we  enter  further  the  managed  care  area  and 
the  information  age,  access  to  data  and 
development  of  information  become  criti- 
cal. A committee  of  your  Association  has 
been  meeting  with  Blue  Cross  Blue  Shield  to 
develop  such  a system. 

Third  - the  Association  and  its  Commis- 
sion on  Legislation  and  Governmental  Af- 
fairs have  spent  a very  hectic  year  with  a 
number  of  legislative  issues.  We  will  all  need 
to  study  their  report  and  discuss  upcoming 
legislative  interim  studies. 

Fourth  - the  Commission  on  Association 


David  L.  Bacon,  M.D. 

Affairs  is  considering  a number  of  bylaw 
changes  and  a subcommittee  has  met  with 
student  and  resident  groups.  The  report  of 
this  Commission  will  have  a number  of  is- 
sues of  concern  related  to  Association  ac- 
tivities but  for  those  interested  in  education, 
recommendations  regarding  the  relationship 
of  the  practicing  community  with  our 
younger  colleagues. 

Lastly  - we  anticipate  a number  of  resolu- 
tions reflecting  members  and  societies  con- 
cerns on  a whole  range  of  issues  to  be 
presented  for  our  consideration. 

For  Saturday,  the  Scientific  Sessions  Com- 
mittee has  come  up  with  what  I think  will  be 
a very  interesting  and  illuminating  day.  The 
program  starts  out  with  Thomas  D.  Barela 
M.D.,  Ph.D.,  F.A.A.P.,  of  Phoenix,  Arizona, 
discussing  managed  care.  He  will  be  fol- 
lowed by  Dr.  Marshal!  O.  Zaslove  of  Napa, 
California.  His  first  talk  will  be  concerning 
six  habits  of  successful  physicians  including 
practical  methods  of  managing  professional 
time,  including  paper  work,  meetings  and 
patient  visits.  As  part  of  the  goals,  workable 
methods  for  accelerating  acquisition  of  clini- 
cal skills  and  setting  up  personal  profes- 
sional networks  will  be  discussed.  Dr. 
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Zaslove's  second  talk  will  be  concerning 
preventing  physician  errors.  In  this  he  will 
discuss  causes  of  physician  errors  in  clinical 
practice  and  application  of  tactics  for  error 
prevention.  Over  the  noon  hour,  Lt.  Gover- 
nor Kim  Robak  is  going  to  discuss  the  Ne- 
braska Partnership  Project.  This  particular 
project  involves  sun-setting  four  state  de- 
partments and  one  agency  that  are  con- 
cerned with  health  and  human  services,  and 
the  creation  of  one  large  department  with 
three  bureaus  within  the  department  to  carry 
out  all  services  regarding  health  and  human 
services.  I am  sure  she  will  discuss  the  rea- 
sons for  this  ambitious  effort  and  how  phy- 
sicians have  a chance  to  help  shape  the 
course  of  governmental  provision  of  health 
and  human  services  in  the  future.  After  lunch, 
Senator  Don  Wesely,  Chairholder  of  Health 
and  Human  Services  Committee  of  the  Uni- 
cameral, will  be  with  us  to  discuss  health 
laws  enacted  by  the  Legislature,  and  per- 
ceived health  problems  in  the  Nebraska 
health  care  system.  He  also  will  likely  touch 
upon  issues  that  he  feels  will  be  addressed 
in  health  care  legislation  in  1 997.  This  will  be 
a chance  for  us  to  talk  with  Senator  Wesely, 
to  question  him,  to  learn  more  about  his 
viewpoint  regarding  health  and  human  ser- 
vices. 

The  remainder  of  the  afternoon  will  be 
spent  with  the  senatorial  candidates.  This 
should  be  interesting  and  enlightening.  As 
we  are  drawn  further  in  the  legislative  pro- 
cess, it  has  become  more  and  more  impor- 
tant that  we  not  only  know  and  understand 
our  legislators,  but  also  give  support  to  those 
who  we  feel  represent  our  interest  best. 
Saturday  will  give  us  an  excellent  opportu- 
nity to  listen  to  the  three  candidates  for  the 
U.S.  Senate  and  for  each  of  us  to  draw  our 
own  conclusions  as  to  which  candidate  we 
want  to  support. 

On  Sunday  morning  the  House  of  Del- 
egates will  meet  again  to  consider  the  rec- 
ommendations from  all  the  reference  com- 
mittees regarding  every  issue  that  has  been 
discussed.  It  is  at  this  point  that  the  Associa- 
tion makes  the  decisions  regarding  our  fu- 


ture course.  It  has  been  said  that  all  the 
decisions  are  made  by  the  red  coats  (Board 
of  Directors).  However,  the  truth  is  quite  the 
contrary.  The  power  of  our  Association  re- 
sides in  the  House  of  Delegates.  It  is  the 
vote  of  the  House  which  determines  the 
direction  our  Association  travels.  The  Board 
of  Directors  are  here  to  study  issues,  to 
make  recommendations,  to  represent  the 
varying  interests  of  constituent  physicians 
and  to  carry  out  the  will  of  the  House  of 
Delegates.  Because  the  function  of  the  House 
of  Delegates  is  so  important  to  our  Associa- 
tion, it  is  of  the  utmost  importance  that  all 
seats  be  occupied,  particularly  during  the 
Sunday  morning  session  when  the  opinions 
of  the  members  are  coalesced  into  policy  of 
the  Association. 

At  the  Annual  Session  all  is  not  work. 
There  are  two  social  events  which  are  of 
note.  On  Friday  evening  the  Alliance  ar- 
ranged for  a social  event  at  the  Champions 
Club.  This  is  a new  club  that  has  been  orga- 
nized in  the  Omaha  area  and  it  is  our  under- 
standing that  it  has  very  fine  facilities  and  an 
excellent  chef.  I would  encourage  you  to 
attend  in  order  to  spend  a delightful  evening 
with  your  friends,  colleagues  and  their 
spouses.  On  Saturday  evening  there  is  a 
reception  for  our  incoming  President,  Dr. 
Chistopher  Caudill.  This  occasion  is  for  all 
physicians  of  the  Association  and  their 
spouses  and  it  is  at  this  time  that  we  honor 
Dr.  Caudill  and  Mrs.  Linda  Schafer,  the  in- 
coming President  of  the  Nebraska  Medical 
Association  Alliance.  Following  the  recep- 
tion for  the  incoming  Presidents,  there  will 
be  installation  of  Dr.  Caudill  as  President. 
Following  this  there  will  be  a dinner  and 
entertainment  as  arranged  for  by  our  incom- 
ing President.  This  is  the  most  formal  of  our 
activities  and,  for  those  who  have  not  at- 
tended, it  is  a very  interesting  experience  in 
the  transition  of  leadership.  It  is  also  an 
opportunity  to  begin  to  understand  the  phi- 
losophies and  agenda  of  the  incoming  Presi- 
dent. Again,  I would  encourage  you  to  at- 
tend as  I am  sure  you  will  find  this  is  to  be  a 
very  interesting  and  satisfying  evening. 
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BREAST  CANCER  IN  NEBRASKA 


An  Introduction 


SUZANNE  W.  BRADDOCK,  M.D.,  Chairholder 

NMA  Every  Woman  Matters  Advisory  Commitee 


THE  Nebraska  Medical  Associa- 
tion in  cooperation  with  the 
Nebraska  Department  of 
Health's  Every  Woman  Matters  program  pre- 
sents this  special  issue  of  the  Nebraska  Medical 
Journal.  It  is  the  first  issue  of  the  Nebraska 
Medical  Journal  devoted  entirely  to  a single 
topic,  breast  cancer,  and  the  first  to  offer  CME 
credit.  It  is  also  the  first  to  be  distributed  to  all 
Nebraska  physicians  as  a service  of  the  Ne- 
braska Medical  Association. 

The  1993  Nebraska  Behavioral  Risk  Factor 
Surveillance  System  reported  that  less  than  half 
(43%)  of  women  50  years  and  above  received 
a screening  mammogram  within  the  past  year. 
Although  an  improvement  over  previous  years, 
Nebraska's  low  rate  of  screening  mammography 
continues  to  place  us  at  or  near  the  bottom 
nationally  according  to  the  Centers  for  Disease 
Control  and  Prevention. 

The  Nebraska  Medical  Association  and  the 
Nebraska  Department  of  Health's  Every  Woman 
Matters  program  have  joined  together  to  in- 
crease mammography  utilization  statewide  and 
to  increase  enrollment  in  Every  Woman  Matters. 
In  addition  to  this  special  issue  of  the  Nebraska 
Medical  Journal,  through  the  unique  partner- 
ship, a statewide  media  campaign  was  imple- 
mented during  last  fall's  Breast  Cancer  Aware- 
ness Month  and  a treatment  resource  book  is 
being  developed. 

Breast  cancer,  a common  disease,  devas- 
tates women  and  their  families  daily  through- 
out the  state.  A woman  dying  of  breast  cancer 
loses  an  average  20  years  of  life.  Her  family  and 
friends  lose  a mother,  a sister,  a daughter,  a 
friend  forever. 

We  as  physicians  are  concerned  about  the 
rising  incidence  of  breast  cancer  and  seek  to 
prevent  death  from  this  terrible  disease  which 
strikes  1 in  8 American  women  in  a lifetime  by: 

‘Increasing  physician  awareness  of  barriers 
to  early  detection.  Offering  Every  Woman 


Matters  to  our  patients  with  financial  barriers  to 
early  detection. 

‘Discussing  newer  surgical,  radiation  and 
chemotherapeutic  options  designed  to  reduce 
morbidity  and  mortality. 

‘Increasing  physician  sensitivity  to  breast 
cancer  survivor  needs  - mere  survival  is  not 
enough. 

‘Discussing  the  role  of  reconstruction  and  a 
woman's  healing  journey. 

We  as  physicians  often  fail  to  diagnose  breast 
cancer.  It  is  the  single  disease  responsible  for 
the  highest  malpractice  payments  among  delay 
of  diagnosis  lawsuits  in  this  country. 

The  Nebraska  Department  of  Health's  Every 
Woman  Matters  program  works  with  us  as  medi- 
cal providers  across  the  state  to  offer  affordable 
breast  and  cervical  cancer  screening  to  women 
earning  up  to  a moderate  income. Every  Woman 
Matters  reimburses  clinicians  for  Pap  tests,  pel- 
vic exams,  diagnostic  and  screening  mammo- 
graphy, clinical  breast  exams,  the  teaching  of 
breast  self-exam,  colposcopies  and  colposcopy- 
directed  biopsies  and  fine  needle  and  cyst 
aspirations  of  the  breast  and  associated  lab 
work.  Through  fund  raising  efforts  of  several 
organizations  across  the  state,  limited  funds  are 
available  to  women  needing  additional  diag- 
nostic exams  through  Every  Woman  Matters. 

Every  Woman  Matters  is  in  its  fourth  year  of 
operations  and  has  enrolled  over  1 3,000  women. 
The  program  especially  reaches  out  to  women 
50  years  and  above  who  are  at  the  greatest  risk 
for  developing  breast  cancer  yet  least  likely  to 
receive  regular  breast  and  cervical  cancer  screen- 
ing. Women  must  be  income-eligible  to  receive 
free  or  low-cost  screenings  through  Every 
Woman  Matters.  Income-eligibility  guidelines 
are  generous.  For  example,  a woman  in  a family 
of  two  can  earn  up  to  $22,568  to  receive  the 
low-cost  screenings.  Low-cost  screenings  are 
$5  annually.  Medicare  covers  mammography 
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every  other  year  only.  Your  Medicare  patients 
can  enroll  in  Every  Woman  Matters  to  cover  the 
off-year  that  Medicare  doesn't  pay. 

The  medical  community's  support  of  Every 
Woman  Matters  is  the  key  to  the  success  of  the 
program.  There  are  over  300  physician  offices 
and  clinics  where  women  can  receive  screen- 
ing exams.  Almost  all  radiology  groups  in  Ne- 
braska are  participating.  Eighty  sites  are  avail- 
able for  women  to  receive  mammography 
through  Every  Woman  Matters.  Twenty  labora- 
tories also  participate  in  Every  Woman  Matters. 

We  must  be  sensitive  to  those  issues  sur- 
rounding fear  of  breast  self-exam  and 
mammography  as  well  as  to  those  fears  of 
survivorship  and  loss  of  self-esteem  that  may 
accompany  the  diagnosis  of  breast  cancer. 


The  ball  is  in  our  court.  The  message  is  clear. 
We  must  educate  our  patients  regarding  breast 
self-exam  and  screening  mammography.  We 
must  see  to  it  that  our  patients  receive  the 
earliest  possible  diagnosis  by  ensuring  they 
obtain  mammograms  regularly  and  by  evaluat- 
ing every  palpable,  persistent  mass,  no  matter 
the  age  of  the  patient.  When  recommending 
surgery,  we  must  be  aware  of  the  value  of 
lumpectomy  and  the  need  for  post-lumpectomy 
radiation.  And,  as  complete  physicians,  we 
must  act  as  healer  and  friend. 

We  must  help  more  Nebraska  women  sur- 
vive breast  cancer,  and  survive  it  well. 

We  hope  this  issue  of  the  Nebraska  Medical 
lournal  is  valuable  to  you  and  your  patients  in 
the  battle  against  breast  cancer. 
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BREAST  CANCER  IN  NEBRASKA 

Continuing  Medical  Education  Accreditation  Information 


This  program  has  been  reviewed  and  is 
acceptable  for  up  to  four  (4)  Prescribed  hours 
by  the  American  Academy  of  Family  Physi- 
cians. Term  of  approval  is  for  one  year  from 
the  beginning  distribution  date  of  February 
10,  1996,  with  an  option  to  request  yearly 
renewal. 

This  CME  offering  is  sponsored  by  the 
Nebraska  Medical  Association  Every  Woman 
Matters  Advisory  Committee  in  cooperation 
with  the  Scientific  Sessions  Committee  of  the 
Nebraska  Medical  Association.  The  Scientific 
Sessions  Committee  is  accredited  by  the 
NMA  Commission  on  Medical  Education  to 
sponsor  continuing  medical  education  for 
physicians.  The  Scientific  Sessions  Commit- 
tee designates  this  continuing  medical  edu- 
cation activity  for  four  (4)  credit  hours  in 
Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 

To  receive  credit  for  your  participation  in 
this  self-study  CME  activity,  you  must  cor- 
rectly answer  28  (70%)  of  the  40  test  ques- 
tions which  appear  on  pages  94-97,  utilizing 
the  answer  sheet  and  evaluation  which  ap- 
pears on  pages  1 1A-12A  The  answer  sheet 
and  evaluation  should  be  returned  to  the 
NMA,  233  South  13th  Street,  Suite  1512, 
Lincoln,  NE  68508,  along  with  a check  in  the 
amount  of  $10.00  made  payable  to  the  Ne- 
braska Medical  Association.  Following  deter- 
mination of  satisfactory  completion,  you  will 
receive  a CME  certificate  by  return  mail. 

Learning  Objectives 

When  completing  this  CME  activity,  the 
participant  will: 

1.  Review  patterns  of  practice  among 
Nebraska  physicians  regarding  recom- 
mendation for  mammography. 

2.  Examine  data  regarding  breast  cancer 
rates,  deaths  and  trends  in  Nebraska, 
and  how  these  relate  to  mammography 
utilization. 

3.  Consider  the  incidence  of  breast  can- 
cer in  Nebraska  vis-a-vis  the  nation. 


4.  Identify  the  joint  recommendations  for 
mammography  screening  by  the  Ameri- 
can Cancer  Society,  the  American  Col- 
lege of  Radiology  and  1 1 other  medical 
organizations;  BSE  for  20+  years, 
baseline  between  35-39,  over  40-49 
clinical  exam  annually  and  mammogram 
every  1-2  years,  50+  BSE,  clinical  exam 
and  mammogram  annually. 

5.  Identify  indications  for  chemotherapy 
and  newer  chemotherapy  protocols. 

6.  Identify  indications  for  lumpectomy, 
mastectomy,  and  prophylactic 
mastectomy.  Review  special  require- 
ments and  role  of  fine  needle  aspiration. 

7.  Review  literature  regarding  timing  of 
breast  surgery,  in  relation  to  menstrual 
cycle  and  its  effect  on  recurrence  rates. 

8.  Review  trends  in  reconstruction,  con- 
sider different  types  of  reconstruction. 

9.  Perceive  that  surgery  and  removal  of  the 
breast  has  a strong  impact  on  a woman's 
emotional  health,  and  that  this  can  be 
mediated  somewhat  through  recon- 
struction, should  always  be  acknowl- 
edged and  become  a part  of  the  heal- 
ing process. 

10.  Identify  that  physicians  are  the  most 
important  influence  for  ensuring  that 
woman  obtain  mammograms. 

11.  Be  sensitized  to  the  psychosexual  ef- 
fects of  breast  surgery  on  the  patient 
and  her  partner;  review  suggested  coun- 
seling approaches. 

NMA  Every  Woman  Matters 
Advisory  Committee 

Suzanne  W.  Braddock,  M.D.  Chairholder,  Omaha 
William  R.  Palmer,  M.D.,  Board  Liaison,  Omaha 
Beth  M.  Ernst,  M.D.,  Kearney 
Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha 
Verlin  K.  Janzen,  M.D.,  Hutchinson,  KS 
Amy  K.  Jespersen,  M.D.,  York 
Shawn  S.  Lawrence,  M.D.,  Broken  Bow 
A.  Kathy  Morse,  M.D.,  Grand  Island 
Charlotte  A.  Wirges,  M.D.,  Holdrege 
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ORIGINAL  ARTICLE 


Systemic  Adjuvant  Therapy  for  Breast  Cancer 


ELIZABETH  C.  REED,  M.D. 

Associate  Professor  of  Medicine 
University  of  Nebraska  Medical  Center 
Oncology/Hematology 
600  S.  42nd  Street,  Omaha,  NE  68198-3330 


IT  is  estimated  that  in  1 995,  breast 
cancer  occurred  in  183,  400 
Americans  and  accounted  for 
46,240  deaths.1  It  is  the  most  common  malig- 
nancy in  women  and  although  the  incidence  of 
breast  cancer  has  been  slowly  increasing,  the 
mortality  rate  has  fortunately  remained  stable 
and  decreased  in  some  subgroups  of  patients. 
Systemic  adjuvant  therapy  with  ovarian  abla- 
tion, hormone  therapy  or  chemotherapy  has 
been  increasingly  recognized  as  an  important 
curative  strategy  in  patients  with  stage  I,  II  and 
III  breast  cancer.  The  importance  of  adjuvant 
therapy  of  early  breast  cancer  is  further  empha- 
sized by  the  fact  the  even  in  the  face  of  active 
new  chemotherapeutic  and  hormonal  agents 
the  outcome  of  metastatic  breast  cancer  has 
remained  unchanged  with  a median  survival  of 
two  years  after  discovery  of  distant  disease.  This 
review  will  discuss  the  prognostic  factors  used 
to  select  patients  that  will  most  likely  benefit 
from  adjuvant  therapy,  the  expected  impact  of 
adjuvant  therapy,  the  commonly  accepted  ad- 
juvant treatments  for  various  subsets  of  patients 
and  the  short  and  long  term  risks  of  adjuvant 
treatment. 

Prognostic  Factors 

Staging  of  breast  cancer,  based  on  tumor 
size,  the  presence  of  lymph  nodes  and  distant 
metastases  predicts  disease-free  and  overall 
survival.2  In  addition  to  standard  staging  a num- 
ber of  other  features  of  the  tumor  have  been 
correlated  with  outcome.  The  number  of  lymph 
nodes  with  tumor  cells  present  is  the  most 
predictive  factor  for  disease-free  outcome.  Pa- 
tients with  no  involvement  of  lymph  nodes  at 
the  time  of  presentation  have  a 20%  relapse 
rate  at  10  years  while  the  relapse  rate  at  10 
years  for  patients  with  one  to  three  involved 
nodes  and  more  than  four  positive  nodes  is 
60%  and  85%  respectively.  Other  factors  such 
as  tumor  differentiation,  vascular  or  lymphatic 
invasion,  ploidy,  the  percent  of  tumor  cells  in  S- 
phase,  presence  of  receptors  for  estrogen  and 
progesterone,  cathepsin-D  and  expression  of 


the  oncogene  Her/2  neu  have  all  been  re- 
ported to  correlate  with  prognosis.3  The  factors 
that  have  been  most  consistent  in  predicting 
poor  outcome  have  been  a high  S-phase  and 
absence  of  hormone  receptors.  Recently  a large 
randomized  trial  showed  that  those  patients 
with  tumors  overexpressing  Her/2  neu  needed 
to  receive  high  doses  of  cyclophosphamide, 
doxorubicin  and  5-fluorouracil  (CAF)  to  have  a 
disease-free  survival  comparable  to  patients 
with  tumors  not  expressing  Her/2  neu  treated 
with  low,  moderate  or  high  doses  of  CAF.4  It  is 
hypothesized  that  tumors  expressing  Her/2 
neu  may  have  a relative  resistance  to  doxorubi- 
cin that  can  be  overcome  by  increasing  the 
dose  of  doxorubicin.  Another  study  suggests 
that  tumors  overexpressing  Her/2  neu  are  inad- 
equately treated  with  cyclophosphamide, 
methotrexate  and  5-fluorouracil  and  require  an 
adjuvant  regimen  containing  doxorubicin.  The 
identification  of  these  prognostic  factors  and 
definition  of  how  they  relate  to  the  natural 
history  of  the  disease,  various  treatment  op- 
tions and  with  each  other  is  presently  in  the 
early  investigational  stage. 

Benefits  of  Adjuvant  Therapy 

The  Early  Breast  Cancer  Trialists'  Collabora- 
tive Group  pooled  and  analyzed  the  data  from 
all  available  randomized  prospective  clinical 
trials  of  adjuvant  systemic  therapy  performed 
before  1 985. 5,6  The  meta-analysis  showed  that 
adjuvant  chemotherapy  or  tamoxifen  signifi- 
cantly decreased  the  annual  odds  of  both  recur- 
rence and  death,  compared  to  no  adjuvant 
systemic  therapy. 

Trials  with  adjuvant  hormone  therapy.  The 
effects  of  tamoxifen  were  most  pronounced  in 
women  over  50  years  of  age  whereas  the 
greatest  benefits  of  chemotherapy  were  seen  in 
women  younger  than  50  years.5  Overall, 
tamoxifen  reduced  the  annual  odds  of  recur- 
rence and  death  by  25  and  16  percent,  respec- 
tively. When  age  subgroups  were  analyzed,  the 
reduction  of  death  was  statistically  significant 
only  in  women  50  years  or  older.  The  relative 
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benefit  of  tamoxifen  was  consistent  regardless 
of  the  number  of  positive  lymph  nodes  but 
women  with  estrogen  receptor-positive  tumors 
received  more  benefit  from  adjuvant  tamoxifen 
than  women  with  estrogen  receptor-negative 
tumors.  Patients  receiving  two  or  more  years  of 
adjuvant  tamoxifen  had  greater  reduction  in 
recurrence  and  death  when  compared  to  pa- 
tients who  received  tamoxifen  for  less  than  two 
years.  Twelve  trails  of  ovarian  ablation  in  pre- 
menopausal women  were  also  analyzed.5'6 
Ovarian  ablation  resulted  in  a 25%  reduction  of 
annual  odds  of  recurrence  and  25%  reduction 
of  death. 

Trials  with  adjuvant  chemotherapy.  Ninety 
randomized  trials  comparing  adjuvant  chemo- 
therapy to  no  adjuvant  therapy  were  included 
in  the  meta-analysis.5-6  Trials  using  short  pre-  or 
peri-operative  chemotherapy,  prolonged  che- 
motherapy, single  agent  and  combination  agent 
therapy  were  analyzed.  Very  few  patients  were 
treated  with  anthracycline  adjuvant  therapy 
and  comparisons  of  the  efficacy  of  anthracycline- 
based  therapy  compared  to  other  combina- 
tions could  not  be  made.  Adjuvant  chemo- 
therapy reduced  the  annual  odds  of  recurrence 
by21%andofdealth  by  1 1%.  Women  younger 
than  50  years  derived  the  greatest  benefit  from 
chemotherapy  with  reduction  of  recurrence  by 
28%  and  death  by  1 7%.  Women  50  years  or 
older  had  the  odds  of  recurrence  and  death 
reduced  by  1 7%  and  9%,  respectively,  which 
was  highly  statistically  significant.  Combination 
chemotherapy  was  more  effective  than  the  use 
of  a single  drug  and  prolonged  therapy  was  of 
greater  benefit  that  short  pre-  or  peri-operative 
administration  of  chemotherapy. 

Patient  Selection  for  Adjuvant  Therapy 

Presently  there  is  good  evidence  that  all 
patients  presenting  with  positive  nodes  should 
be  treated  with  systemic  adjuvant  therapy.  There 
are  subsets  of  node-negative  patients  who  also 
benefit  from  adjuvant  therapy.  There  is  not  a 
uniform  consensus  as  to  how  to  select  node- 
negative patients  for  adjuvant  treatment.  Table  1 
outlines  the  usual  recommendations  at  the 
University  of  Nebraska  Medical  Center.  Adju- 
vant therapy  with  tamoxifen  is  presented  as  at 
least  one  therapy  option  to  postmenopausal 
women  with  tumors  positive  for  estrogen  re- 
ceptors, regardless  of  node  status.  Adjuvant 
chemotherapy  is  offered  to  all  node-positive 
pre-menopausal  and  perimenopausal  (usually 
defined  as  within  one  year  of  the  last  menstrual 
period)  women  and  post-menopausal  women 


with  ER-negative  tumors.  These  same  three 
subgroups  of  women  with  node-negative  tu- 
mors are  offered  adjuvant  chemotherapy  if  the 
tumor  is  one  centimeter  or  greater  in  size  and 
has  another  poor  prognostic  feature  such  as  a 
high  S-phase,  unfavorable  histology  or  nuclear 
grade  or  absence  of  hormone  receptors.  Com- 
bined therapy  with  chemotherapy  and  hor- 
mones, usually  given  in  sequence  is  common, 
however  the  additive  benefits  and  toxicities  of 
combined  adjuvant  therapy  remain  ill-defined. 


TABLE  1 

Recommendations  for  Adjuvant  Treatment  of  Breast 
Cancer  at  UNMC 


Node  Negative 

Premenopausal 
low  risk 
high  risk 

Post  menopausal 
Node  Positive 

Premenopausal 

<4 

>4 

Postmenopausal 


observation 
CMF  ± tamoxifen 
Tamoxifen 

CA 

Consider  high  dose  therapy 
Tamoxifen  + CA  or  CMF 


Adjuvant  chemotherapy  regimens 

Most  adjuvant  chemotherapy  is  either  CMF, 
a derivative  of  CMF  or  an  anthracycline  based 
regimen  using  doxorubicin  or  epirubicin  com- 
bined with  cyclophosphamide,  cyclophospha- 
mide and  5-fluorouracil  or  5-fluorouracil  and 
methotrexate.  There  are  no  conclusive  direct 
studies  showing  the  superiority  of  any  single 
regimen.  However,  several  randomized  pro- 
spective trials  have  compared  anthracycline 
based  regimens  to  those  without  anthracyclines 
and  showed  improved  disease-free  and  overall 
survival  with  adjuvant  therapy  using 
anthracyclines.7'89  There  is  now  more  than  20 
years  of  experience  with  anthracycline  adju- 
vant therapy.  Cardiac  toxicity,  a well-described 
side  effect  of  anthracyclines  has  been  reported 
in  less  than  1%  of  adjuvantly  treated  patients 
when  the  total  dose  of  doxorubicin  does  not 
exceed  400  mg/meter.2'10  Improved  antiemetic 
therapy  and  the  use  of  a dose  intensive  sched- 
ule of  doxorubicin  and  cyclophosphamide  (AC) 
allows  completion  of  therapy  in  three  months 
and  tolerability  was  rated  more  highly  in  pa- 
tients receiving  AC  than  in  patients  receiving  six 
months  of  CMF."  There  is  no  evidence  that 
prolonginganyadjuvantregimen  past6  months 
benefits  disease-free  or  overall  survival.  Pres- 
ently, CAF  or  AC  are  the  most  commonly  used 
adjuvant  chemotherapy  regimens  in  node-posi- 
tive patients,  while  CMF  is  more  often  used  in 
patients  with  low-risk,  node-negative,  stage  I 
disease. 
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Recently,  phase  II  and  II  trials  using  high-dose 
chemotherapy  with  hematopoietic  stem  cell 
rescue  as  additional  adjuvant  therapy  in  pa- 
tients at  great  risk  to  relapse  (often  defined  as 
having  10  or  more  positive  nodes)  have  been 
initiated.  Although  phase  II  trials  have  shown 
encouraging  results  with  about  70%  of  patients 
remaining  disease-free  with  a median  follow-up 
of  5 years,  randomized  phase  III  trails  must  be 
completed  to  make  firm  conclusions  regarding 
the  risks  and  benefits  of  this  therapy.12 

Acute  and  chronic  effects  of 
adjuvant  systemic  therapy 

Tamoxifen.  Tamoxifen  is  generally  well  toler- 
ated. Hot  flushes  are  one  of  the  most  frequent 
acute  side  effects  but  nausea,  vomiting,  swell- 
ing and  weight  gain  may  also  be  encountered. 
Less  commonly,  patients  may  develop 
thrombocytopenia  or  arterial  or  venous  clot- 
ting. The  incidence  of  the  latter  is  increased 
when  tamoxifen  is  concomitantly  administered 
with  chemotherapy.  Chronic  tamoxifen  has  been 
rarely  associated  with  formation  of  cataracts 
and  a reversible  retinopathy.  There  are  also 
reports  of  a slight  increased  incidence  of  malig- 
nant tumors  in  breast  cancer  patients  treated 
with  tamoxifen.  The  best  established  data  re- 
lates to  the  development  of  endometrial  cancer 
in  tamoxifen-treated  patients.13  The  use  of 
tamoxifen  benefits  patients  by  decreasing  the 
incidence  of  a second  primary  breast  cancer  in 
the  unaffected  breast,  improving  the  blood 
lipid  profile  and  preserving  bone  mineral  den- 
sity.14'15,16 

Chemotherapy.  Commonly  encountered 
acute  effects  of  chemotherapy  include  nausea, 
vomiting,  alopecia,  weight  gain,  stomatitis, 
cytopenia  and  infections.  Premenopausal 
women  may  experience  amenorrhea  with  che- 
motherapy particularly  if  they  receive  therapy 
when  they  are  40  years  or  older  and  are  treated 
with  alkylator  drugs  such  as  cyclophosphamide. 
Adjuvant  chemotherapy  has  not  been  related 
to  an  increased  incidence  of  second  solid  malig- 
nancies, but  the  incidence  of  myelodysplastic 
syndromes  and  acute  leukemia  is  slightly  in- 
creased with  a 10  year  risk  of  1.68%.17 

Summary 

The  benefits  of  adjuvant  systemic  therapy  in 
the  treatment  of  early  breast  cancer  are  well 
established.  However,  many  questions  remain 
regarding  the  appropriate  selection  of  patients 
and  regimens,  duration  of  treatment,  timing  or 
sequencing  of  treatment  as  well  as  the  role  of 
high-dose  chemotherapy  or  new  active  drugs 


such  as  paclitaxel.  Future  answers  will  only 
come  through  continued  participation  in  care- 
fully designed  clinical  research. 
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BREAST  cancer  is  the  most 
common  cancer  in  Ameri- 
can women  and  the  second 
most  common  cause  of  female  cancer  deaths 
after  lung  cancer.  It  is  estimated  that  in  1995 
over  1 83,000  new  cases  of  breast  cancer  will  be 
diagnosed  in  the  United  States.  Approximately 
one  out  of  every  nine  women  will  develop 
breast  cancer  at  some  point  in  her  life.  The 
incidence  of  breast  cancer  has  increased  at  a 
fairly  steady  rate  of  1 to  2%  since  the  1 960's,  but 
has  recently  leveled  off.1  Although  part  of  the 
increased  incidence  can  be  attributed  to  the 
widespread  availability  of  screening 
mammography,  early  detection  alone  cannot 
entirely  explain  this  progressive  rise.  As  sur- 
geons, we  have  added  little  to  the  curability  of 
breast  cancer  over  the  last  100  years,  as  evi- 
denced by  the  fact  that  during  this  period 
surgical  management  has  evolved  from  radical 
extirpative  procedures  to  breast  conserving 
surgery  with  no  decrease  in  overall  survival. 

Evolution  of  Current  Surgical  Therapy 

In  order  to  fully  understand  the  present  day 
philosophy  of  the  management  of  operable 
breast  cancer,  it  is  necessary  to  provide  some 
insight  into  its  evolution.  Although  the  history  of 
breast  surgery  can  be  traced  as  far  back  as  the 
Egyptians  in  1600  BC,  modern  management  is 
based  upon  the  lessons  of  the  last  1 00  years.  In 
1891,  William  Stewart  Halstead  made  one  of 
the  initial  significant  contributions  to  the  treat- 
ment of  breast  disease  when  he  advanced  his 
theory  on  the  biology  of  breast  cancer.  He 
reported  on  fifty  patients  upon  whom  he  had 
performed  radical  mastectomies  with  only  three 
local  recurrences.  In  this  report,  he  described 
the  technique  by  which  radical  mastectomy 
would  be  carried  out  for  the  next  70  years.  His 
description  included  an  en  bloc  resection  of  the 
entire  breast  as  well  as  a generous  amount  of 
overlying  skin,  so  much  so  that  a skin  graft  was 
routinely  necessary  to  cover  the  resulting  de- 
fect, removal  of  the  pectoralis  major  and  minor 
muscles  and  a complete  axillary  node  dissec- 


tion.2 This  operative  design  was  based  on  the 
hypothesis  that  tumor  spread  occurred  in  an 
orderly  manner,  in  which  malignant  cells  tra- 
versed lymphatics  to  regional  lymph  nodes 
which  served  as  temporary  barriers  to  the  pas- 
sage of  cancerous  cells,  and  that  hematog- 
enous spread  played  little  or  no  role  in  tumor 
dissemination. 

In  1906,  W.  Sampson  Handley,  a British 
surgeon,  lent  support  to  the  Halstedian  theory 
when  he  opined  that  breast  cancer  spread  in  a 
centrifugal  manner  by  the  permeation  of  malig- 
nant cells  along  lymphatic  pathways.  Handley 
later  demonstrated  that  the  internal  mammary 
lymph  nodes  were  often  involved  and  recom- 
mended insertion  of  radon  tubes  into  the 
parasternal  intercostal  spaces  to  destroy  any 
cells  which  may  have  been  trapped  within 
them.3 

Shortly  after  World  War  I,  a number  of  inves- 
tigators began  to  question  the  use  of  radical 
mastectomy  as  routine  treatment  for  all  pa- 
tients with  breast  cancer  and  proposed  breast 
preserving  procedures  as  an  alternative.  In  1 928 
James  Ewing,  an  American  pathologist,  sug- 
gested that  the  Halstead  radical  mastectomy 
was  unnecessarily  mutilating  and  that  patients 
with  relatively  small  or  encapsulated  tumors 
could  be  served  equally  well  by  local  excision 
and  radium  implants.4  Geoffrey  Keynes,  of  St. 
Bartholomew's  Hospital,  further  investigated 
the  use  of  radium  implants  and  in  1939  con- 
cluded that  a combination  of  local  excision  and 
interstitial  implants  could  yield  long  term  sur- 
vival and  local  recurrence  rates  comparable  to 
those  achieved  by  radical  surgery.5 

The  role  of  radiation  therapy  in  the  manage- 
ment of  primary  operable  breast  cancer  gained 
further  support  in  1948  in  a paper  from  Scot- 
land by  McWhirter  in  which  he  reported  on  757 
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patients  managed  by  simple  mastectomy  and 
post-operative  radiation  therapy  who  had  a five 
year  survival  rate  of  62%  compared  to  50%  for 
historical  controls  treated  by  radical  mastectomy 
and  adjuvant  radiation.6 

Paradoxically,  at  the  same  time  that  breast 
conserving  surgery  was  in  it's  embryonic  stages, 
a number  of  respected  surgeons,  including 
Haagensen  of  Columbia  University  and 
Wangensteen  of  Minnesota,  were  advocating  a 
supra-radical  mastectomy  which  included  divi- 
sion of  the  clavicle,  removal  of  the  first  rib  and 
extension  of  the  resection  into  the 
supraclavicular  fossa  and  upper  mediastinum, 
as  well  as  excision  of  the  internal  mammary 
lymph  nodes.5  A variation  of  this  so  called 
extended  radical  mastectomy  was  further  cham- 
pioned by  Jerome  Urban  but  failed  to  achieve 
widespread  popularity  and  had  been  nearly 
completely  abandoned  by  the  late  1960's. 

In  1948,  Patey  from  the  Middlesex  Hospital 
in  London,  introduced  the  modified  radical 
mastectomy  which  included  removal  of  the 
breast  and  axillary  contents  but  preservation  of 
the  pectoral  musculature.  This  operation  be- 
came the  standard  against  which  all  other  sur- 
gical modalities  would  be  measured.  This  pro- 
cedure represented  a significant  advance  in 
that  it  resulted  in  minimal  ipsilateral  arm  edema 
and  weakness,  was  far  less  mutilating  and  lent 
itself  much  more  readily  to  subsequent  recon- 
struction than  did  radical  mastectomy. 

Despite  the  fact  that  investigators  in  Europe 
were  examining  the  role  of  breast  conserving 
surgery  and  radiation  therapy  as  initial  treat- 
ment for  operable  breast  cancer  as  early  as  the 
1930's,  this  concept  received  little  attention  as 
a viable  treatment  option  in  the  United  States 
until  the  National  Surgical  Adjuvant  Breast 
Project  (NSABP)  cooperative  trials  were  intro- 
duced in  the  early  1970's.  The  foundation  of 
these  trials  was  based  upon  Bernard  Fisher's 
challenge  of  the  Halstedian  theory  that  breast 
cancer  spread  in  a predictable  anatomical  fash- 
ion from  the  breast,  by  way  of  regional  lymphat- 
ics, to  contiquous  node  bearing  regions  and 
only  then,  when  left  unattended,  disseminated 
hematogenously.  Rather,  Fisher  postulated  that 
the  involvement  of  regional  lymph  nodes  was 
an  indicator  of  the  status  of  the  tumor-host 
relationship  as  opposed  to  a nidus  for  ultimate 
widespread  dissemination.  In  NSABP  B-04, 1 ,700 
women  were  randomized  into  one  of  three 
treatment  arms,  consisiting  of  standard  radical 
mastectomy,  total  mastectomy  with  radiation 


and  no  node  dissection,  and  total  mastectomy 
with  axiliary  node  dissection  and  no  radiation. 
Despite  the  fact  that  over  40%  of  the  patients 
treated  with  radical  mastectomy  had  pathologi- 
cally positive  nodes  and  consequently  40%  of 
those  who  did  not  undergo  a lymph  node 
dissection  must  also  have  had  positive  nodes, 
there  was  no  difference  in  long  term  survival.7 
These  findings  supported  Fisher's  theory  that 
lymph  node  metastases  were  an  indicator  of 
the  presence  of  metastatic  disease  and  not  the 
cause. 

In  NSABP  B-06,  2,000  women  were  random- 
ized to  either  mastectomy  with  axilary  node 
dissection,  lumpectomy  with  axiliary  node  dis- 
section, or  lumpectomy  with  axiliary  node  dis- 
section and  radiation.  This  trial  demonstrated 
that  while  there  was  no  difference  in  the  inci- 
dence of  distant  metasteses  or  long  term  sur- 
vival in  any  of  the  three  treatment  arms,  there 
was  a significant  difference  in  local  recurrence 
rates.  Forty-three  percent  of  the  women  treated 
by  lumpectomy  alone  recurred  within  the  treated 
breast,  while  only  1 2%  of  those  who  underwent 
lumpectomy  with  radiation,  and  approximately 
9%  of  those  who  underwent  mastectomy,  de- 
veloped local  recurrences.8  This  study  demon- 
strated that  long  term  survival  is  a function  of 
occult  metastases  that  have  spread  beyond  the 
confines  of  the  operation  at  the  time  of  initial 
therapy  and  is  in  no  way  related  to  local  recur- 
rence or  the  extent  of  the  initial  operation. 
These  studies  effectively  refuted  the  widely 
held  Halstedian  hypothesis  of  stepwise  tumor 
spread  following  clearly  defined  patterns  and 
supported  Fisher's  biological  theory  that  breast 
cancer  is  not  disseminated  in  a predictable 
anatomic  fashion. 

Mastectomy  or  Lumpectomy? 

The  NSABP  B-06  trial  provided  persuasive 
data  demonstrating  that  if  patients  are  selected 
properly,  disease  free  survival  and  local  recur- 
rence rates  will  be  similar  whether  the  patient 
opts  for  mastectomy  or  lumpectomy  with  radia- 
tion. While  it  is  generally  agreed  that  the  princi- 
pal objective  of  breast  conserving  surgery  is  to 
retain  a cosmetically  acceptable  breast  while 
effectively  eradicating  the  tumor,  considerable 
controversy  exists  as  to  what  constitutes  appro- 
priate patient  selection  criteria  for  breast  con- 
serving surgery.  Most  would  agree  that  the 
presence  of  multicenteric  ipsilateral  cancer  is 
an  absolute  contra-indication  to  breast  conserv- 
ing treatment.  Likewise,  breast  preserving  sur- 
gery is  contra-indicated  when  the  size  of  the 
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tumor  is  so  large  that  excision  with  a tumor  free 
margin  (at  least  1 cm)  precludes  an  acceptable 
cosmetic  result.  In  NSABP  B-06,  4 cm  was 
arbitrarily  selected  as  the  upper  limits  of  tumor 
size  but,  earlier  studies  have  suggested  that 
there  may  be  little  relationship  between  tumor 
size  and  local  recurrence  for  T,  and  T2  tumors 
when  breast  conserving  procedures  are  em- 
ployed.9 Absolute  tumor  size  is  less  important 
than  the  ratio  of  tumor  volume  to  remaining 
breast  tissue.  Clearly,  excision  of  a 5 cm  tumor 
in  a breast  of  generous  size,  may  yield  an 
acceptable  cosmetic  result,  while  removal  of  a 
2 cm  tumor  in  a breast  of  modest  proportion 
may  produce  a devastating  cosmetic  result. 

At  this  time,  conventional  wisdom  indicates 
that  the  presence  of  clinically  positive  axiliary 
nodes  is  associated  with  a higher  incidence  of 
recurrence  both  within  the  breast  and  axilla  and 
is  an  indication  for  mastectomy.  The  combina- 
tion of  breast  cancer  and  steroid  dependent 
collagen  vascular  disease  is  an  absolute  contra- 
indication to  breast  conserving  surgery,  as  the 
use  of  radiation  therapy  in  this  setting  is  nearly 
always  associated  with  a poor  cosmetic  out- 
come. A cancer  located  deep  within  a very 
large  breast  may  also  represent  an  indication 
for  mastectomy  as  it  is  often  technically  very 
difficult  to  deliver  a tumoricidal  dose  of  radia- 
tion therapy  to  the  midbreast  field  in  this  set- 
ting. Such  an  individual  would  be  better  served 
by  mastectomy  with  reconstruction  and  reduc- 
tion mammoplasty  on  the  contralateral  side  to 
achieve  symmetry. 

The  role  of  relative  youth  as  a contra-indica- 
tion to  breast  conserving  surgery  remains  con- 
troversial. Recht  et  al  reported  on  almost  600 
Stage  I and  II  breast  cancer  patients  in  which, 
for  women  under  the  age  of  35,  the  local 
recurrence  rate  was  26%  while  it  was  only  1 0% 
for  those  greater  than  35. 10  Conversely,  multi- 
variate analysis  examining  local  recurrence  in 
the  NSABP  trial  has  not  found  age  to  be  a 
significant  predictive  factor.  Based  on  currently 
available  data,  it  is  probably  inappropriate  to 
categorically  deny  a patient  this  surgical  option 
based  on  age  alone. 

The  presence  of  a pregnancy  at  any  stage 
should  be  an  absolute  contra-indication  for 
breast  conserving  surgery  because  of  the  inabil- 
ity to  safely  deliver  radiation  during  any  trimes- 
ter of  pregnancy.  The  findings  of  an  extensive 
intraductal  histological  component  or  suspi- 
cious calcifications  detected  on  mammography 
in  widely  separated  areas  of  the  breast  are 


generally  considered  contra-indications  to  breast 
conserving  surgery,  because  of  the  concern 
that  occult  neoplasms,  either  invasive  or  in  situ, 
may  exist  elsewhere  in  the  breast.  Centrally 
placed  lesions,  which  require  removal  of  the 
nipple  areolar  complex  to  achieve  a negative 
margin  represent  a relative  contra-indication  to 
breast  conserving  surgery  because  of  the  poor 
cosmetic  outcome.  Such  a patient  would,  in 
most  cases,  be  a better  candidate  for 
mastectomy  with  reconstruction  of  the  breast 
and  nipple.  Other  relative  indications  for 
mastectomy  would  include  logistical  and/or 
physiologic  problems  which  preclude  the  ease 
of  delivery  of  radiation  therapy.  An  example 
would  be  an  individual  with  severe  underlying 
pulmonary  disease  since  despite  the  fact  that 
tangential  radiation  ports  are  employed,  there 
is  still  a finite  amount  of  pulmonary  paren- 
chyma which  by  necessity  is  radiated. 

Finally,  the  patient  should  be  motivated  to 
preserve  her  breast  tissue  if  she  is  to  be  consid- 
ered a candidate  for  lumpectomy  and  radia- 
tion. Clearly,  there  is  a much  greater  commit- 
ment both  in  terms  of  time  and  financial  re- 
sources associated  with  lumpectomy  and  radia- 
tion than  for  mastectomy.  The  patient  must  be 
able  to  make  herself  available  for  regular  follow- 
up. If  ambivalence  exists  regarding  the  desire  to 
preserve  breast  tissue,  she  would  likely  be  a 
better  candidate  for  mastectomy,  with  or  with- 
out reconstruction. 

While  space  does  not  permit  a detailed 
treatise  on  the  technical  aspects  of  breast  con- 
serving surgery,  it  is  appropriate  to  make  sev- 
eral general  observations.  When  performing  a 
lumpectomy,  the  tumor  should  be  removed, 
along  with  a surrounding  margin  of  at  least  one 
to  two  centimeters  of  normal  tissue.  The  ex- 
cised specimen  should  be  clearly  marked  for 
histological  confirmation  of  tumor  free  margins. 
Attempts  to  reconstruct  the  breast  tissue  by  re- 
approximation of  breast  parenchyma  or  the  use 
of  a drain,  will  generally  result  in  distortion  of 
the  breast  contour  and  an  adverse  cosmetic 
result.  Axiliary  dissection  should  be  recognized 
as  primarily  a staging  procedure  and  the  extent 
of  this  dissection  should  be  limited  to  Level  I 
and  II  nodes.  Performance  of  a "complete" 
axiliary  dissection  is  undersirable  when  com- 
bined with  subsequent  radiation  therapy,  as 
this  will  result  in  an  unacceptably  high  inci- 
dence of  ipsilateral  arm  and  breast  edema. 
Unless  the  primary  tumor  is  located  high  in  the 
upper  outer  quadrant,  lumpectomy  and  axiliary 
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dissections  should  always  be  performed  through 
separate  incisions. 

Breast  conserving  surgery  will  yield  equiva- 
lent long  term  survival  to  mastectomy  in  most 
patients  with  Stage  I and  II  breast  cancer,  but 
not  all  women  with  breast  cancer  are  optimal 
candidates  for  breast  conserving  surgery,  both 
from  the  standpoint  of  local  control  and  optimal 
cosmesis.  However,  if  reasonable  selection  cri- 
teria are  applied,  equivalent  results  can  be 
obtained  whether  one  opts  for  mastectomy  or 
a breast  preserving  procedure  (Table  I). 

TABLE  t,  Indications  for  Mastectomy 
ABSOLUTE 

• Recurrent  disease  within  the  breast  after  lumpectomy 

• Multicentric  breast  cancer 

• Clinically  positive  axiliary  nodes 

• Presence  of  steroid  dependent  collagen  vascular 
disease 

• Large  breast  which  precludes  delivery  of  a tumoricidal 
radiation  dose 

• Pregnancy 

• Patient  who  is  not  motivated  to  preserve  her  breast 
tissue 

RELATIVE 

• Disproportion  between  tumor  volume  and  residual 
breast  tissue 

• Centrally  placed  lesions 

• Logistical  and/or  physiological  problems  which  pre- 
clude ease  of  delivery  of  radiation  therapy 

• Patients  who  live  in  an  area  remote  from  radiation 
therapy  facilities 

QUESTIONABLE 

• Age  less  than  35  years 

• Histology 

- Extensive  intraductal  pathology 

- Blood  vessel  or  lymphatic  invasion 

- Histologic  grade 

- Comedo-type  histology 

- Lymphocytic  infiltrate 

In-Situ  Carcinoma 

The  management  of  in-situ  breast  cancer  is 
one  of  the  most  controversial  issues  in  breast 
cancer  treatment  today.  Before  the  advent  of 
routine  screening  mammography,  the  incidence 
of  non-invasive  breast  cancer  was  less  than 
5%."  However,  with  the  current  widespread 
availability  of  mammography,  non-invasive 
breast  cancer  can  be  expected  to  comprise 
over  50%  of  mamtnographically  detected  le- 
sions.'2 

The  two  basic  histological  forms  of  carci- 
noma in-situ  are  lobularcarcinoma  in-situ  (LCIS), 
and  ductal  carcinoma  in-situ  (DCIS).  Most  ex- 
perts would  agree  that  LCIS  is  a marker  or  risk 
factor  for  the  subsequent  development  of  can- 


cer much  the  same  as  is  family  history  or 
nulliparity,  rather  than  an  actual  precursor  of 
invasive  disease.  As  a result,  in  most  cases,  LCIS 
should  be  followed  with  close  observation  as 
opposed  to  any  attempt  to  surgically  remove 
the  individual  lesions.13  If  surgical  intervention 
is  contemplated,  anything  less  than  bilateral 
total  mastectomy  is  not  indicated.  The  subse- 
quent incidence  of  invasive  cancer  in  the  pres- 
ence of  LCIS  approximates  20%. 13 

Unlike  LCIS,  most  would  agree  that  DCIS 
represents  an  actual  precursor  of  invasive  can- 
cer. However,  little  is  known  regarding  the 
natural  history  of  untreated  DCIS  since,  up  until 
the  very  recent  past,  this  entity  has  generally 
been  managed  by  mastectomy.  However,  a 
few  studies  with  long  term  follow-up  do  exist 
which  document  an  average  risk  of  the  subse- 
quent development  of  invasive  cancer,  follow- 
ing a diagnosis  of  DCIS,  ranging  from  30  to  50 
percent.14  Over  90%  of  subsequent  invasive 
cancers  following  DCIS  occur  in  the  same  quad- 
rant of  the  breast  as  the  original  in-situ  lesion 
and  are  almost  always  of  duct  cell  origin.  It  has 
been  clearly  shown  that  palpable  DCIS  carries 
a much  poorer  prognosis  than  do  the 
mammographically  detected  lesions  that  we 
commonly  see  today.  All  of  these  factors  lend 
support  to  the  hypothesis  that  DCIS  is  a precur- 
sor of  invasive  cancer  and,  if  left  unattended, 
will  likely  evolve  into  its  invasive  counterpart. 
DCIS  demonstrates  a propensity  to  be  multi- 
centric with  an  average  frequency  approaching 
60%,  while  bilaterality  is  detected  in  approxi- 
mately 15%  of  patients.14  All  of  these  factors 
have  important  ramifications  in  the  develop- 
ment of  a rational  treatment  plan. 

Because  of  the  concomitant  presence  of 
invasive  carcinomas,  mastectomy  has  long  been 
the  conventional  treatment  for  DCIS.  A compi- 
lation of  clinical  series  shows  that  the  overall 
local  recurrence  rate  after  mastectomy  for  in- 
situ  carcinoma  is  less  than  1%  and,  for  this 
reason  it  remains  the  standard  against  which  all 
other  treatment  modalities  must  be  evaluated. 
However,  since  many  patients  with  invasive 
breast  cancer  are  being  treated  with  limited 
excisions,  it  has  become  increasingly  more 
difficult  for  mastectomy  advocates  to  support 
removal  of  the  breast  as  routine  treatment  for 
non-invasive  disease. 

Two  studies  from  the  National  Surgical  Adju- 
vant Breast  Project  have  examined  patient  out- 
come data  for  DCIS.  In  the  NSABP  B-06  trial,  in 
which  patients  with  invasive  cancer  were  ran- 
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domized  to  either  total  mastectomy, 
lumpectomy,  or  lumpectomy  with  radiation, 
retrospective  pathologic  review  identified  78 
patients  who  had  DCIS  alone.  Not  unexpect- 
edly, none  of  the  patients  treated  with 
mastectomy  suffered  a local  recurrence,  while 
7%  treated  with  breast  conserving  surgery  and 
radiation,  and  23%  managed  by  local  excision 
alone  recurred  locally.15  This  report  clearly  dem- 
onstrated a significant  decrease  in  the  inci- 
dence of  local  recurrence  with  the  addition  of 
radiation  therapy.  One  potential  flaw  in  this 
study  is  that  the  majority  of  these  78  patients 
had  palpable  masses  which  are  acknowledged 
to  carry  a poorer  prognosis  than  the  non-pal- 
pable,  mammographically  detected  lesions 
which  comprise  most  of  the  "in-situ"  disease 
seen  today. 

NSABP-1 6 was  the  first  prospective,  random- 
ized trial  comparing  local  excision  with  and 
without  radiation  therapy  for  DCIS.  In  this  study 
of  81 8 women  with  DCIS,  a significant  decrease 
in  local  recurrence  was  noted  in  the  group 
treated  with  lumpectomy  and  radiation  (7%), 
compared  to  the  lumpectomy  alone  group 
(16%). 16  The  majority  of  the  recurrences  were 
seen  at  or  near  the  site  of  origin,  suggesting  that 
the  lesions  were  inadequately  excised  despite 
the  fact  that  histologically  proven  tumor  free 
margins  were  mandated  in  this  study.  One  flaw 
in  the  design  of  this  study,  however,  is  that  it  did 
not  compare  local  excision  with  or  without 
radiation  to  mastectomy.  Although  radiation 
therapy  reduced  the  incidence  of  local  recur- 
rences, it  did  not  eliminate  them  entirely  as 
would  have  been  expected  had  these  women 
been  treated  by  mastectomy. 

Based  upon  our  understanding  of  the  natural 
history  of  untreated  DCIS,  albeit  limited,  as  well 
as  the  results  of  the  aforementioned  studies, 
one  may  come  to  some  conclusions  regarding 
reasonable  treatment  recommendations.  Since 
it  can  be  anticipated  that  at  least  20%  of 
untreated  DCIS  will  evolve  into  invasive  carci- 
nomas, observation  alone  should  have  no  place 
in  our  treatment  armamentarium. 

In  the  individual  with  a small  mammographi- 
cally detected  lesion  with  histologically  clear 
margins,  no  evidence  of  multi-focality,  and  an 
otherwise  normal  mammogram,  wide  excision 
alone  may  suffice  as  long  as  the  patient  is  fully 
informed  of  the  limitations  of  this  approach  and 
can  make  themselves  available  for  regular  fol- 
low-up examinations.  Based  upon  the  NSAPB 


trials  the  addition  of  adjuvant  radiation  may  be 
expected  to  reduce  the  incidence  of  local  recur- 
rence in  up  to  two-thirds  of  cases. 

Mastectomy  is  clearly  the  most  effective 
option  available  to  assure  a local  recurrence 
rate  of  almost  zero  and  should  be  the  preferred 
treatment  for  those  individuals  who  are  antici- 
pated to  have  the  highest  risk  of  local  recur- 
rence. Risk  factors  that  have  been  demon- 
strated to  correlate  with  an  increased  risk  of 
local  failure  include  palpable  lesions,  diffuse 
extensive  intra-ductal  patterns,  multi-centricity, 
posivite  resection  margins,  and  comedo-type 
histology. 

It  is  important  to  recognize  that  treatment 
goals  for  DCIS  differ  significantly  from  that  of 
invasive  cancer.  Because  DCIS  is  by  definition 
not  a systemic  disease,  the  goal  of  any  pro- 
posed treatment  is  solely  local  control.  For  this 
reason,  it  is  inappropriate  to  extrapolate  from 
the  success  that  has  been  enjoyed  in  the  treat- 
ment of  invasive  cancer  with  wide  excision  plus 
radiation  and  apply  it  to  in-situ  lesions  since  the 
treatment  objectives  for  these  two  processes 
are  distincity  different.  Following  initial  exci- 
sion, if  residual  DCIS  exists  within  the  breast, 
radiation  will  reduce  the  possibility  of  local 
recurrence,  but  mastectomy  will  eliminate  it. 
The  results  of  the  NSABPB-24  chemo-preven- 
tion  trial  in  which  patients  at  high  risk  for  the 
development  of  breast  cancer,  are  randomized 
to  either  a five  year  course  of  tamoxifen  or 
placebo  will  provide  important  information  re- 
garding the  role  of  tamoxifen  in  decreasing  the 
incidence  of  local  recurrence  and  subsequent 
invasive  cancer  in  patients  with  DCIS. 

What  is  the  Role  of  Prophylactic  Mastectomy? 

Currently,  the  only  available  method  of  elimi- 
nating the  risk  of  breast  cancer  is  bilateral 
prophylactic  mastectomy.  In  years  past,  subcu- 
taneous mastectomy  had  been  widely  employed 
as  prophylaxis  for  breast  cancer.  This  operation 
is  carried  out  either  through  a periareolar  or  an 
inframammary  incision,  with  preservation  of 
the  nipple  areolar  complex.  By  definition  breast 
tissue  is  left  behind  and  consequently  the  litera- 
ture is  repleat  with  reports  of  the  development 
of  breast  cancer  following  bilateral  subcutane- 
ous mastectomy.17  For  this  reason,  subcutane- 
ous mastectomy  is  ineffective  as  a "risk  elimina- 
tion" procedure  and  has  been  appropriately 
abandoned  in  favor  of  bilateral  total  mastectomy 
as  prophylaxis  for  breast  cancer.18  Even  "total 
mastectomy"  may  be  a misnomer  since  it  is 
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unilely  that  breast  tissue  in  its  entirety  is  re- 
moved during  this  procedure  and  in  fact  there 
are  rare  cases  in  which  cancer  has  developed 
many  years  following  this  procedure. 

Prophylactic  mastectomy  carries  with  it  the 
potential  for  significant  psychological  ramifica- 
tions and  is  obviously  an  unacceptable  alterna- 
tive for  many  women.  However,  with  the  re- 
cent advances  in  reconstructive  surgery,  it  is 
possible  to  reconstruct  cosmetically  acceptable 
breasts  using  autologous  tissue,  making  surgi- 
cal prophylaxis  for  those  women  who  are  at 
extremely  high  risk  of  developing  breast  cancer 
a more  palatable  option. 

Since  elective  bilateral  mastectomy  is  such 
an  emotionally  charged  decision,  considerable 
controversy  exists  as  to  what  constitutes  a risk 
significant  enough  to  justify  surgical  interven- 
tion as  opposed  to  a program  of  scrupulous 
surveillance.  Certainly,  a strong  family  history, 
defined  as  two  or  more  first  degree  relatives 
with  premenopausal  breast  cancer,  is  recog- 
nized as  a significant  risk  factor.  Familial  predis- 
position alone  however,  should  not  be  con- 
fused with  the  recently  described  specific  ge- 
netic mutation  associated  with  the  early  devel- 
opment of  breast  cancer.  The  BRCA  1 breast 
cancer  gene  which  is  thought  to  be  inherited  by 
0.5%  of  all  women  is  associated  with  an  80% 
risk  of  developing  breast  cancer  by  the  age  of 
65  and  10%  risk  of  developing  ovarian  cancer 
by  the  age  of  60. 18  Testing  for  this  genetic 
mutation  will  be  made  available  to  the  general 
public  within  the  next  year  and  will  be  an 
extremely  important  tool  in  providing  women 
with  objective  data  regarding  their  risk  profile. 
Breast  biopsy  demonstrating  precancerous 
mastopathy  (e.g.  intraductal  papilloma  - 2 fold 
increase  in  risk,  or  atypical  hyperplasia  - five  fold 
increase)  also  represent  significant  risk  factors.19 

Prolonged  menstrual  history  with  menarche 
prior  to  the  age  of  1 2 or  menopause  occurring 
after  55  years  of  age  will  increase  the  relative 
risk  of  breast  cancer  up  to  two  fold.20  Delaying 
first  pregnancy  beyond  the  age  of  30  years 
confers  a twofold  increase  in  the  development 
of  breast  cancer,  while  the  nulliparous  state  is 
associated  with  a threefold  increase.21 

While  it  is  impossible  to  establish  absolute 
indications  for  prophylactic  mastectomy  since 
the  management  of  each  case  will  be  driven  by 
the  individual  patient's  tolerance  for  her  degree 
of  risk,  the  Society  of  Surgical  Oncology  has 
developed  a "position  paper"  to  aid  insurance 


companies  in  resolving  questions  of  reimburse- 
ment. These  guidelines  include  a premeno- 
pausal history  of  bilateral  breast  cancer  in  a first 
degree  relative.  Potential  histologic  indications 
for  surgical  prophylaxis  include  atypical 
hyperplasia  especially  if  it  is  multicentric  or 
bilateral. The  combination  of  atypical  hyperplasia 
and  family  history  will  increase  the  risk  to  8-10 
times  that  of  the  index  population.  Finally,  a 
patient  who  has  large,  nodular,  dense  breasts 
that  preclude  effective  evaluation  by  either 
mammography  or  physical  examination  and 
who  also  presents  with  either  significant  family 
history  or  a premalignant  mastopathy  may  be 
considered  as  a candidate  for  prophylactic 
mastectomy.22 

Certainly,  the  decision  to  remove  the  breast 
prophylactically  warrants  considerable  delib- 
eration, in  many  cases  the  patient  may  benefit 
from  consultation  with  a geneticist,  psychologi- 
cal counseling,  or  a second  surgical  opinion. 

Summary 

The  surgical  approach  to  primary  operable 
breast  cancer  has  changed  greatly  within  the 
past  millenium.  In  the  last  20  years  collaborative 
patient  trials  have  generated  a wealth  of  valu- 
able information  that  now  allows  us  the  oppor- 
tunity to  offer  women  a number  of  surgical 
otpions  where  before  there  was  only  one.  The 
long  awaited  results  of  the  chemoprevention 
trials  will  almost  certainly  change  our  surgical 
approach  even  further.  Many  questions  regard- 
ing the  management  of  breast  cancer  remain 
unanswered. 

The  Rural  Point  of  View  - 
Robert  Harry,  M.D.,  Kearney,  NE 

The  surgical  approach  to  breast  cancer  for 
physicians  in  rural  communities  may  differ  in 
some  respects  from  that  in  more  populated 
areas.  Although  the  principles  remain  the  same, 
the  lack  of  available  technology  sometimes 
alters  recommendations  for  treatment.  For  pa- 
tients considering  breast  conservation  therapy, 
the  availability  of  radiation  therapy  must  be 
weighted  in  the  decision.  The  high  incidence  of 
recurrence  in  lumpectomy  without  radiation, 
as  cited  by  Dr.  Edney,  eliminated  this  as  an 
option.  The  choice  for  the  patient  in  remote 
locations  then  becomes  mastectomy  verses  a 
long  daily  commute  or  temporary  relocation  for 
5 to  6 weeks.  This  is  an  individual  decision,  but 
the  options  must  be  thoroughly  understood. 
The  high  local  recurrence  rate  for  excision  of 
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DCIS  without  radiation  dictates  a similar  thor- 
ough discussion. 

Frozen  section,  although  used  much  less 
frequently  today,  can  be  of  benefit  in  certain 
situations.  This  option  is  not  available  in  all  rural 
settings.  However,  confirmation  of  a clinically 
positive  mass  as  carcinoma  can  be  accom- 
plished with  fine  needle  aspiration  biopsy.  The 
slide  can  be  transported  immediately  to  the 
pathologistand  the  result  available  within  hours. 
The  therapeutic  approach  previously  discussed 
with  the  patient  can  be  implemented  with  little 
delay. 

Many  family  physicians  with  limited  access 
to  surgeons,  biopsy  breast  lesions.  Two  ques- 
tions should  be  answered  before  undertaking 
the  procedure. 

1.  Do  I know  where  to  place  the  skin  inci- 
sion so  that  performance  of  a later 
+mastectomy  will  not  be  compromised? 
A poorly  placed  skin  incision  can  force 
alteration  of  the  mastectomy  incision 
that  can  jeopardize  skin  flaps. 

2.  Am  I capable  of  excising  grossly  suspi- 
cious lesions  with  a sufficient  margin  that 
re-excision  will  not  be  necessary  should 
the  patient  choose  lumpectomy? 

By  adequate  planning,  consultation  and  pa- 
tient dialogue  it  is  possible  to  provide  breast 
cancer  patients  in  rural  areas  care  that  is  com- 
parable to  urban  environments. 
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INTRODUCTION:  Breast  cancer  is  a 
serious  health  threat  that  has  re- 
ceived considerable  attention  in  the 
media  and  among  public  and  private  health 
authorities.  The  costs  of  breast  cancer  to  society 
in  terms  of  premature  mortality  and  morbidity 
are  well  documented.'  Mammography  is  rec- 
ognized as  an  important  strategy  for  early  de- 
tection of  breast  cancer  and  research  has 
brought  to  professional  attention  the  potential 
impact  of  screening  mammography  to  early 
detection  and  improved  outcomes.2  Neverthe- 
less, studies  also  suggest  that  physicians  often 
fail  to  take  advantage  of  opportunities  to  rec- 
ommend mammography  to  their  patients.3,4 

While  the  potential  of  primary  care  physi- 
cians to  deliver  preventive  services  such  as 
mammography  is  great,  logistical  problems  and 
other  priorities  of  a busy  practice  may  impede 
even  the  most  motivated  physicians.5,7  Many 
factors  have  been  associated  with  the  delivery 
of  preventive  services  and  have  been  reviewed 
by  Belcher  et  al.5  Factors  shown  to  influence  the 
degree  of  clinical  prevention  delivery  include 
features  of  the  medical  encounter,89  patient 
characteristics,10  physician  characteristics,9" 
and  environmental  factors. 11,12  There  are  also 
some  studies  looking  more  specifically  at  barri- 
ers to  the  provision  of  mammography.  Conry, 
et  al  found  that  physicians  were  less  likely  to 
order  a mammogram  if:  the  patient  presented 
for  a chronic  condition  as  opposed  to  an  annual 
exam  or  breast  related  complaint;  if  it  was  felt 
the  patient  would  not  comply  or  if  a previous 
mammogram  had  not  been  performed;  or  if  the 
physician  knew  the  mammogram  would  not  be 
covered  by  insurance.4  Bastani,  Marcus  and 
Hollatz-Brown  concluded  that  those  patients 
having  concern  regarding  cost,  radiation,  and 
fear  of  a cancer  being  found  were  less  likely  to 
obtain  a mammogram.13  The  most  common 
reason  cited  by  Lane,  Polednak,  and  Burg  was 
that  a physician  had  never  recommended  it.14 


Given  this  evidence,  it  is  not  surprising  that 
attention  has  increasingly  focused  on  the  "of- 
fice system"  and  the  way  the  pieces  (i.e.  the 
physician,  the  waiting  room,  etc.)  interact  to 
either  provide  support  or  create  barriers  to  a 
given  behavior.15,16  Recent  research  has  fo- 
cused on  developing  training  for  physicians  and 
in  developing  practice  tools  and  strategies  that 
would  "remind"  physicians  to  recommend 
mammography17  and  other  preventive  ser- 
vices.18 Nevertheless,  clear  solutions  continue 
to  elude  clinicians  and  researchers. 

The  goal  of  this  research  was  to  identify  and 
describe  Nebraska  family  physician's  systems 
and  strategies  for  breast  screening  and 
mammography.  We  were  also  interested  in 
their  explanations  for  underutilization  of 
mammography  in  Nebraska.  Key  questions  to 
be  answered  were:  How  do  family  physicians 
perceive  mammography  and  their  role  in  rec- 
ommending mammography?  What  are  the  per- 
ceptions of  physicians  regarding  factors  influ- 
encing their  decision  to  recommend 
mammography? 

METHODS 

This  exploratory  qualitative  field  study  used 
indepth  interviews19  which  consisted  of  a one 
to  two  hour  open-ended  narrative  interview. 
After  an  initial  series  of  biographical  questions, 
the  interview  advanced  into  four  "grand  tour" 
questions  designed  to  elicit  long,  indepth  re- 
sponses: "Would  you  take  me  through  an  expe- 
rience that  has  influenced  the  way  you  deal 
with  breast  screening  now?"  "Can  you  please 
spend  a few  minutes  telling  me  about  breast 
screening  in  your  practice?"  "Could  you  tell  me 
about  times  that  you  don't  follow  recommenda- 
tions for  screening  mammography?"  and  "Re- 
search suggests  that  mammography  is 

'Reprints  requests  to:  John  L.  Smith,  M.D.,  University  of  Nebraska 
Medical  Center,  Department  of  Family  Medicine,  600  S.  42nd 
Street.  Omaha,  NE  68198-3075. 
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underutilized  in  general  and  particularly  in 
Nebraska.  Why  do  you  think  this  is  so?"  The 
study  was  approved  by  the  University  of  Ne- 
braska Institutional  Review  Board  and  written 
informed  consent  was  obtained  before  each 
interview. 

After  three  pilot  interviews,  a purposeful 
sample20  of  10  family  physicians  was  drawn  to 
represent  practitioners  from  different  practice 
types  and  practice  locations  in  Nebraska.  Based 
on  preliminary  analysis  of  these  10  initial  inter- 
views, three  additional  physicians  were  selected 
to  confirm  or  disconfirm  emerging  hypotheses. 
Each  interview  was  audiotaped  and  transcribed 
and  then  analyzed  using  an  editing  approach 
widely  used  in  qualitative  research.21  This  ap- 
proach, described  in  detail  by  Crabtree  and 
Miller,22  required  each  member  of  the  research 
team  (an  academic  family  physician,  a medical 
anthropologist,  a social  worker,  and  a historian) 
to  individually  note  observations  they  felt  were 
meaningful.  All  members  of  the  team  then 
worked  together  with  each  transcript  as  a group 
to  identify  areas  of  agreement  and  disagree- 
ment from  which  consensus  themes  emerged. 
RESULTS 

The  1 3 physicians  interviewed  represented  both 
solo  and  group  practices,  with  three  practicing 
within  an  academic  setting  (Table  1 ).  Seven  prac- 


tices were  located  in  rural  towns  with  populations 
ranging  from  550  to  4000,  while  the  remaining  six 
were  within  the  metropolitan  Omaha  area  with  a 
population  of  335,000.  Three  of  the  physicians 
interviewed  were  female.  To  maintain  confidential- 
ity, a pseudonym  was  assigned  to  each  physician 
for  this  paper. 

All  13  physicians  interviewed  felt  that 
mammography  was  an  important  strategy  for  early 
detection  of  breast  cancer  and  recommended  the 
screeningtestfortheirpatients.  In  fact,  while  these 
physicians  felt  current  guidelines  and  recommen- 
dations had  some  utility,  they  indicated  that  risk 
assessment  and  personal  bias  should  take  prece- 
dence over  guidelines  so  they  were  generally  more 
aggressive  than  recent  guidelines.  This  was  clearly 
stated  by  Dr.  Fine,  a rural  physician  who  explained 
his  position  by  saying, 

"When  women  reach  the  age  of  35,  we  are  still 
recommending  a screening  mammogram.  I do 
inform  the  women  that  there  are  some  changes 
and  some  of  the  government  recommendations 
are  coming  out  saying  don't  screen  until  age  50. 1 
don't  feel  terribly  comfortable  with  that." 

Others,  like  Dr.  Ivey,  expressed  similar  reser- 
vations, 

"I  try  to  encourage  them  at  age  40  on.  Not  all 
agree  with  that  age  50  as  I understand.  I myself 


TABLE  1 . Demographic  characteristics  of  participants  and  their  office  stragety  for  screening  mammography. 


Pseudonym 

Population 

Type  Practice 

Gender 

Age 

Office  Strategy 

Dr.  Ames 

<4,000 

Rural  - Solo 

Male 

60's 

All  Comers* 

Dr.  Bush 

>300,000 

Urban  - Group 

Male 

40's 

Annual  Visit** 

Dr.  Cash 

>300,000 

Urban  - Group 

Female 

30's 

Annual  Visit 

Dr.  Dash 

<1,000 

Rural  - 2 Persons 

Female 

30's 

All  Comers 

Dr.  Eddy 

<1,000 

Rural  - 2 Persons 

Male 

30's 

All  Comers 

Dr.  Fine 

<3,000 

Rural  - Group 

Male 

30's 

All  Comers 

Dr.  Gust 

<1,500 

Rural  - Group 

Female 

30's 

All  Comers 

Dr.  Haas 

>300,000 

Urban  - 2 Persons 

Male 

50's 

Annual  Visit 

Dr.  Ivey 

>300,000 

Urban  - Group 

Male 

60's 

Annual  Visit 

Dr.  Jett 

>300,00 

Urban  - Group 

Male 

40's 

Annual  Visit 

Dr.  Kemp 

>300,000 

Urban -Group 

Male 

30's 

Annual  Visit 

Dr.  Lake 

<1,000 

Rural -Solo 

Male 

40's 

Annual  Visit 

Dr.  Mill 

<1,000 

Rural  - Solo 

Male 

50's 

All  Combers 

*AII  Comers  = Practices  that  attempt  to  screen  all  eligible  women  regardless  of  the  type  of  visit. 
“Annual  Visit  = Practices  who  identify  mammography  as  primarily  part  of  an  annual  visit. 
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think  that's  too  late.  I've  seen  far  too  many 
women  with  breast  cancer  under  50." 

Dr.  Ames  felt  that  screening  early  was  impor- 
tant for  prognosis, 

"If  you  pick  young  women,  premenopausal  age, 
if  they  are  picked  up  early,  then  their  survival 
chances  are  going  to  be  greatly  increased.  They 
are  much  more  likely  to  have  metastases  than 
elderly  and  so  I'm  not  sure  but  what  we  shouldn't 
be  doing  mammography  screening  at  younger 
age  and  on  a more  regular  basis  or  more 
frequent." 

Personal  or  memorable  experiences  with 
breast  cancer  were  often  cited  as  having  a 
direct  influence  on  the  physician's  thoughts 
about  the  recommendations,  and  among  some, 
even  their  office's  strategy  for  ensuring  women 
are  screened.  All  the  rural  physicians,  and  sev- 
eral of  the  urban  physicians,  identified  such  a 
memorable  experience  which  they  felt  influ- 
enced their  approach  to  breast  screening.  For 
example,  one  rural  physician,  Dr.  Gust,  related 
the  following  experience: 

"My  first  year  in  practice  I had  a lady  come  in 
who  had  been  kicked  by  a cow  in  the  breast.  I 
asked  her  to  watch  it  and  come  back  in  six 
months.  . . . She  actually  had  a carcinoma  and 
she  died  within  two  years.  But  that  really  im- 
pressed upon  me  that  any  lump  is  a lump  to  be 
reckoned  with  and  for  that  reason  I am  prob- 
ably more  aggressive  than  I used  to  be  about 
following  up  lumps  and  getting  mammograms." 

Although  each  of  these  physicians  expressed 
clear  support  for  mamography  as  a screening 
tool  and  an  important  part  of  an  annual  exam, 
as  each  articulated  his  or  her  office's  strategy 
towards  mammography,  it  became  apparent 
that  there  is  no  standard  agreed  upon  approach 
for  implementing  mammography  screening  into 
practice  in  Nebraska.  From  the  description,  it 
became  possible  to  classify  strategies  into  two 
broad  categories:  practices  that  attempt  to 
screen  all  eligible  women  regardless  of  the  type 
of  visit  and  practices  who  identify 
mammography  as  primarily  part  of  an  annual 
visit. 

Perhaps  exemplifying  the  extreme  of  those 
who  seek  to  screen  "all  comers"  was  Dr.  Fine. 
Dr.  Fine  was  extremely  aggressive  in  recom- 
mending mammography  to  his  patients.  Dr. 
Fine's  office  has  a stamp  they  put  on  the  chart 
with  a space  for  last  PAP,  mammogram,  and 
other  preventive  services.  Office  nurses  are 


required  to  ask  the  patients  when  they  had  their 
last  mammogram  and  this  information  is  docu- 
mented at  each  visit.  Dr.  Fine's  practice  still 
recommends  a screening  mammogram  at  age 
35  and  every  two  years  between  ages  40  and 
50. 

Dr.  Gust  also  focuses  on  "all  comers,"  but 
generally  orders  mammograms  when  women 
are  in  for  their  physical.  She  often  tries  to  check 
back  every  time  a women  comes  in  the  office  to 
establish  when  their  last  mammogram  was  per- 
formed, and  if  appropriate,  remind  them  it  is 
time  to  have  the  test.  Women  with  a previous 
mammogram  are  also  sent  a yearly  reminder 
from  the  hospital. 

Others,  such  as  Drs.  Ames,  Dash,  and  Eddy 
were  less  aggressive  than  Drs.  Fine  and  Gust, 
but  still  saw  the  need  to  monitor  patients  re- 
gardless of  the  visit.  For  example,  Dr.  Ames 
noted,  "I  may  just  see  them  for  a sore  throat,  but 
I may  also  flip  through  the  chart  and  say,  'By  the 
way,  you  know  it's  been  fourteen  months  since 
you  had  your  last  mammogram  and  you  should 
be  thinking  about  that.'" 

The  other  common  approach  among  the 
sample  was  concentrating  preventive  services 
like  mammography  as  part  of  the  annual  visit. 
This  is  the  approach  of  Dr.  Haas  who  noted  that 
with  each  visit  his  patients  have  for  a complete 
physical,  or  their  first  meeting,  they  discuss 
preventive  measures  which  include 
mammography.  Dr.  Haas  does  not  use  any 
reminder  system,  but  relies  on  the  basic  history 
and  physical.  Similarly,  Dr.  Lake  indicated  that 
he  tires  to  set  up  PAP  smears  once  per  year  on 
his  patients  and  that  is  the  time  when  breast 
screening  is  done  and  mammography  discussed. 
He  found  that  tying  mammography  to  the 
annual  visit  made  it  easier  to  remember. 

Several  of  the  physicians  interviewed  noted 
some  discomfort  with  bringing  up  breast  exams 
on  acute  visits  and  relied  on  the  annual  visit  for 
making  recommendations.  For  example,  Dr. 
Kemp  expressed  his  discomfort  by  saying, 

"If  the  person  is  in  for  something  else,  it  is  often 
very  awkward  to  ask  people,  you  know,  and 
say,  'Oh,  I know  your  little  toe's  hurting,  but 
would  you  mind  please  slipping  off  your  bra 
and  I'll  do  a breast  exam.'" 

A number  of  the  physicians  using  the  annual 
visit  to  catch  women  nevertheless  recognized 
that  this  strategy  might  not  be  completely  effec- 
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tive.  For  example,  Dr.  Cash  mentioned:  "Now, 
if  I don't  get  them  for  the  pap,  I may  miss  the 
mammo.  I tend  to  do  those  with  it.  I rarely  ask 
mammos  separately  of  other  health  issues,  um, 
because  as  far  as,  I rarely  ask  about  a mammo 
just  out  of  the  blue  when  they  are  in  for  a cold." 

While  discussing  why  they  felt  mammography 
rates  were  so  low  in  Nebraska,  these  physicians 
generally  cited  patient  factors  as  the  main  cul- 
prit. This  could  be  summed  up  in  a statement  by 
Dr.  Jett: 

"I  think  the  main  reasons  are  costs,  whether 
their  insurance  covers  it,  then  being  told  by 
friends  that  it's  painful.  That's  the  main  things 
people  don't  do  it  for,  or  there's  the  occasional 
patient  who's  afraid  of  what  it  does  find." 

Others  mentioned  factors  such  as  accessibil- 
ity and  patient  education  on  the  need  for  breast 
screening.  Regardless  of  their  office  approach, 
the  physicians  interviewed  felt  that  the  ultimate 
responsibility  to  have  a mamogram  lies  with  the 
patient  and  the  role  of  public  education  was 
constantly  reinforced.  Dr.  Haas  expressed  it  in 
this  way:  "The  patient  has  the  ultimate  respon- 
sibility. They  are  the  ones  that  are  responsible 
for  themselves.  Our  job  is  to  inform  them,  but 
there  is  no  way  we  can  force  them  to  participate 
in  any  type  of  screening."  A strong  advocate  of 
trying  to  reach  every  patient,  Dr.  Gust,  still  felt 
her  role  was  "to  try  to  help  them,  reminders  and 
stuff,  but  we  don't  actively,  you  know,  if  they  are 
not  going  to  follow-up,  we  are  not  going  to 
chase  them  down." 

DISCUSSION 

Results  from  this  study  suggest  Nebraska 
family  physicians  believe  in  the  efficacy  of 
mammography  and  feel  they  comply  with  guide- 
lines, or  if  not,  are  proponents  for  using 
mammography  earlier  than  newer  recommen- 
dations. The  feeling  that  newer  recommenda- 
tions were  inadequate  were  especially  appar- 
ent in  those  having  a specific  case  history  of  a 
woman  under  the  age  of  50  having  breast 
cancer.  These  physicians  generally  perceived 
that  underutilization  is  a result  of  patient  fac- 
tors; however,  they  do  recognize  that  lack  of 
education  plays  a role. 

There  was  no  apparent  standard  approach 
for  incorporating  mammography  into  clinical 
practice  with  each  practice  developing  their 
own  strategy.  Nevertheless,  the  approaches 
that  were  observed  fell  into  two  general  catego- 
ries of  those  which  sought  to  discuss 
mammography  (and  other  preventive  health 


issues)  regardless  of  the  type  of  visit  and  those 
which  focused  prevention  into  an  annual  or 
periodic  health  visit. 

At  this  point,  there  are  insufficient  data  to 
suggest  that  one  approach  or  the  other  is 
associated  with  higher  mammography  rates 
among  eligible  women,  which  constitutes  a 
major  limitation  to  this  exploratory  study.  Litera- 
ture suggesting  that  as  women  age  they  are  less 
likely  to  receive  an  annual  exam  might  lead  to 
a hypothesis  that  relying  on  the  annual  exam 
will  result  in  lower  rates  of  screening,  particu- 
larly in  women  over  the  age  of  50.  A follow-up 
study  is  now  underway  to  determine  the  distri- 
bution of  these  different  approaches  among 
Nebraska  family  physicians  and  to  examine 
which  strategy  has  better  results. 
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INTRODUCTION 

STATISTICS  which  describe  breast 
cancer  in  Nebraska  are  avail- 
able from  a variety  of  sources, 
but  rarely  have  they  all  been  gathered  together 
to  present  a comprehensive  portrait  of  how  the 
disease  affects  Nebraskans.  To  remedy  this,  this 
report  was  prepared  with  the  goals  of:  1)  de- 
scribing recent  (primarily  within  the  past  de- 
cade) statewide  trends  in  the  incidence  and 
mortality  of  the  disease,  2)  describing  recent 
trends  in  the  use  of  screening  mammography 
among  Nebraska  women  and  examining  how 
screening  has  affected  incidence,  mortality, 
and  the  stage  of  disease  at  diagnosis,  and  3) 
comparing  Nebraska  statistics  with  those  from 
the  rest  of  the  United  States.  Although  breast 
cancer  occurs  in  men  as  well  as  women,  it  is 
rarely  diagnosed  among  men,  and  for  this  rea- 
son the  data  presented  in  this  report  are  limited 
solely  to  women. 

METHODOLOGY 

The  data  presented  in  this  report  are  taken 
from  a variety  of  sources.  Incidence  and  staging 
data  for  breast  cancers  occurring  among  Ne- 
braska residents  come  from  the  Nebraska  Can- 
cer Registry  (NCR),1  while  comparable  national 
figures  are  taken  from  the  National  Cancer 
Institute's  Surveillance,  Epidemiology  and  End 
Results  (SEER)  program.2  Breast  cancer  mortal- 
ity statistics  for  Nebraska  are  available  from  the 
Bureau  of  Vital  Statistics  of  the  Nebraska  De- 
partment of  Health  (NDOH),u  while  similar 
data  for  the  entire  United  States  are  compiled 
by  the  National  Center  for  Health  Statistics.2 
Estimates  of  the  percentage  of  women  who 
have  had  a screening  mammogram  are  derived 
from  the  Behavioral  Risk  Factor  Survey  (BRFS), 
which  is  conducted  in  all  50  states,  and  thus 
yields  both  state  and  national  statistics.  Addi- 
tional data  pertaining  to  breast  cancer  screen- 
ing in  Nebraska  are  taken  from  the  NDOH's 
"Every  Woman  Matters"  breast  and  cervical 
cancer  screening  program.  A brief  description 
of  each  of  these  sources  of  data  is  provided. 


Incidence  and  stage  of  disease  at  diagnosis 

Since  its  establishment  by  state  statute  in 
1 986,  the  NCR  has  gathered  data  on  Nebraska 
residents  diagnosed  and  treated  for  invasive 
and  in  situ  tumors,  although  certain  types  of 
skin  cancer  are  not  included.  The  registry  col- 
lects data  from  every  hospital  in  Nebraska,  as 
well  as  from  some  out-of-state  facilities  and 
cancer  registries,  and  from  the  state's  pathology 
laboratories.  Registry  data  are  available  for  the 
years  1987  through  1993.  The  registry  is  oper- 
ated by  the  NDOH,  with  data  collection  handled 
under  contract  to  the  Nebraska  Methodist 
Hospital  of  Omaha. 

Estimates  of  comparable  national  statistics 
are  generated  by  the  National  Cancer  Institute's 
SEER  program.  The  SEER  program  compiles 
cancer  incidence  data  from  ten  population- 
based  cancer  registries  located  throughout  the 
nation.  These  registries  cover  approximately 
1 0%  of  the  population  of  the  United  States.  The 
SEER  program  began  collecting  cancer  inci- 
dence data  in  1973,  and  data  are  available 
through  the  end  of  1991. 

Mortality 

Nebraska-specific  breast  cancer  mortality  data 
are  obtained  from  death  certificates  on  file  at 
the  NDOH's  Bureau  of  Vital  Statistics.  Mortality 
data  are  available  for  every  deceased  Nebras- 
kan who  dies  from  breast  cancer  (or  any  other 
cause),  whether  death  occurs  in  Nebraska  or  in 
any  other  state.  Nebraska  mortality  data  are 
available  for  all  resident  deaths  occurring 
through  the  end  of  1994. 

Breast  cancer  mortality  data  for  the  entire 
United  States  are  compiled  by  the  National 
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Center  for  Health  Statistics  from  death  certifi- 
cates collected  in  all  50  states,  and  the  District 
of  Columbia.  National  breast  cancer  mortality 
statistics  are  currently  available  through  the  end 
of  1991. 

Screening 

Estimates  of  the  percentage  of  women  who 
have  had  a screening  mammogram  are  derived 
from  the  BRFS.  The  BRFS  is  a random  digit-dial 
telephone  survey  of  adults  (>=  1 8 years  of  age) 
concerning  a wide  variety  of  health  behaviors. 
The  survey  was  developed  and  is  periodically 
revised  by  the  Centers  for  Disease  Control  and 
Prevention,  and  is  conducted  annually  in  all  50 
states  and  the  District  of  Columbia.  Approxi- 
mately 1 ,800  Nebraska  residents  are  interviewed 
per  year  for  the  BRFS.  The  Nebraska  BRFS  is 
conducted  and  supported  by  the  NDOH's  Data 
Collection  Section.  National  and  state  data 
from  the  BRFS  are  available  for  the  years  1 987- 
1994. 

Additional  screening  data  are  taken  from  the 
NDOH's  "Every  Woman  Matters"  program. 
Founded  as  a result  of  the  Breast  and  Cervical 
Cancer  Mortality  Prevention  Act  of  1 990,  which 
was  passed  by  the  U.S.  Congress  and  signed 
into  law  by  President  Bush  in  1 991 , the  program 
was  designed  to  increase  the  number  of  women 
throughout  the  nation  who  are  screened  for 
breast  and  cervical  cancer  in  accordance  with 
current  screening  guidelines.  In  Nebraska,  the 
program  provides  screening  and  diagnostic 
services  to  women  of  low  and  moderate  in- 
come through  a network  of  physicians, 
mammography  units,  and  pathology  laborato- 
ries throughout  the  state.  Data  are  available  for 
program-sponsored  services  provided  through 
mid-1995. 

RESULTS 

Incidence  and  state  of  disease  at  diagnosis 

During  the  most  recent  five  years  for  which 
NCR  data  are  available  (1989-1993),  breast 
cancer  was  the  most  frequently-occurring  can- 
cer among  Nebraska  women,  accounting  for 
nearly  one-third  of  all  female  cancer  diagnoses. 
A total  of  5,840  cases  of  female  breast  cancer 
were  reported  to  the  registry  during  this  period: 
5,21 5 cases  (89%)  were  invasive  and  625  (1  1%) 
were  in  situ.  Age  breakdown  of  the  invasive 
cases  shows  that  slightly  more  than  half  (52%) 
were  diagnosed  among  women  50  to  74  years 
of  age;  women  75  and  older  accounted  for  29% 
of  the  cases  while  women  under  50  accounted 
for  1 9%.  Examination  of  the  data  by  county  did 


not  identify  any  regions  within  the  state  with 
exceptionally  high  or  low  incidence,  although 
the  Omaha  metropolitan  area  (specifically, 
Dodge,  Douglas,  and  Sarpy  Counties)  recorded 
incidence  rates  between  10%  and  20%  higher 
than  the  overall  state  figure.  Examination  of  the 
data  by  race  and  ethnicity  was  precluded  by  the 
relatively  small  size  of  the  state's  minority  popu- 
lations. However,  national  rates  from  the  SEER 
program  indicate  that,  among  women  40  and 
older,  breast  cancer  occurs  less  frequently 
among  African-American  women  than  among 
white  women;  among  women  under  40,  the 
opposite  is  true.2 

As  shown  in  figure  1,  the  incidence  of  breast 
cancer  among  Nebraska  women  during  the 
years  1987-1993  showed  no  consistent  trend 
either  upward  or  downward.  However,  the 
1993  incidence  rate  of  105.3  cases  (invasive 
only)  per  100,000  female  population  was  the 
highest  ever  recorded  in  the  NCR's  seven-year 
history.  During  the  period  for  which  both  state 
and  national  incidence  data  are  available  (1 987- 
1991),  Nebraska's  breast  cancer  incidence  rate 
was  lower  than  the  national  rate  in  every  single 
year.  Shortly  before  the  establishment  of  the 
NCR,  however,  data  from  the  SEER  program 
indicated  that  breast  cancer  incidence  had 
risen  sharply  throughout  the  United  States:  in 
fact,  the  national  incidence  rate  increased  by 
over  30%  between  1980  and  1987.  This  in- 
crease appears  to  have  been  due  in  large  part 
to  increases  in  early  diagnosis  resulting  from 
increases  in  the  use  of  mammography.4 

Data  collected  by  the  NCR  include  the  stage 
of  disease  at  diagnosis,  and  these  data  are 
presented  in  Figure  2.  These  data  show  that, 
from  1987  to  1993,  the  proportion  of  in  situ 
breast  cancer  diagnoses  increased  from  8%  of 
the  total  number  of  cases  to  13%,  which  is 
consistent  with  an  increase  in  breast  cancer 
screening.  The  number  of  in  situ  diagnoses 
went  from  96  in  1987  to  157  in  1993,  a 64% 
increase.  However,  the  proportion  of  localized 
invasive  cases  showed  no  trend  either  up  or 
down,  ranging  between  53-59%. 

Mortality 

In  1 993,  cancer  mortality  in  Nebraska  saw  a 
historic  change:  for  the  first  time  ever  in  the 
state's  history,  lung  cancer  surpassed  breast 
cancer  as  the  leading  cause  of  female  cancer 
deaths,  and  this  shift  was  maintained  (in  fact, 
lung  cancer  widened  its  lead  over  breast  can- 
cer) in  1994.  This  same  trend  occurred  at  the 
national  level  in  1987.  Both  state  and  national 
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FIGURE  1:  Breast  Cancer  Incidence  Rates  (Invasive  Cases  Only) 

Nebraska  and  U.S.,  1987-1993 


Rates  age-adjusted  to  1970  U.S.  population 


FIGURE  2:  Breast  Cancer  Cases  by  Stage  of  Disease  at  Diagnosis 


(excluding  unstaged  cases) 
Nebraska,  1987-1993 


Year  of  diagnosis 
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FIGURE  3:  Breast  Cancer  Mortality  Rates 

Nebraska  and  U.S.,  1985-1994 


Rates  age-adjusted  to  1970  U.S.  population 


FIGURE  4:  Mammography  Use  Among  Women 

50  years  of  Age  and  Older 
Nebraska,  1990-1994 


Year 
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data  demonstrate  that  this  change  occurred  not 
as  a result  of  a decline  in  breast  cancer  deaths 
(as  shown  in  Figure  3,  female  breast  cancer 
mortality  rates  have  remained  essentially  static 
throughout  the  past  decade),  but  rather  as  a 
result  of  steady  increases  in  lung  cancer  mortal- 
ity among  women. 

During  the  most  recent  five  years  for  which 
mortality  data  are  available  (1990-1 994),  1,421 
Nebraska  women  died  from  breast  cancer,  a 
figure  which  translates  into  about  one  of  every 
five  female  cancer  deaths.  Figure  3 shows  that, 
like  breast  cancer  incidence,  breast  cancer 
deaths  in  recent  years  have  occurred  at  lower 
rates  among  Nebraska  women  than  among 
American  women  as  a whole.  Over  90%  of  all 
Nebraska  resident  breast  cancer  deaths  during 
1 990-1 994  involved  a woman  50  years  of  age 
or  older.  Geographic  variability  of  breast  can- 
cer mortality  rates  within  the  state  show  no 
striking  patterns.  Breast  cancer  mortality  rates 
for  Nebraska's  minority  populations  are  difficult 
to  interpret,  due  to  small  numbers  of  breast 
cancer  deaths  and  minority  women.  However, 
recent  national  mortality  statistics  indicate  that, 
in  comparison  with  the  white  female  popula- 
tion, the  breast  cancer  death  rate  is  higher 
among  African-American  women  but  lower 
among  Native  American  women.2,5 

Screening 

In  two  previous  Nebraska  Medical  lournal 
articles,  data  from  Nebraska's  BRFS  that  de- 
scribe recent  trends  in  the  use  of  mammography 
were  presented.6,7  In  brief,  these  data  showed 
that  the  use  of  mammography  had  increased 
substantially:  among  Nebraska  women  50  years 
of  age  and  older,  the  percentage  who  reported 
that  they  had  had  a mammogram  within  the 
past  year  rose  from  24%  in  1988  to  43%  in 
1993.  During  the  same  period,  the  percentage 
who  reported  that  they  had  never  had  a 
mammogram  fell  from  50%  to  26%.  The  data 
also  showed  that  mammography  usage  in- 
creased with  increasing  income  and  education, 
was  higher  among  middle-aged  (50-64  years  of 
age)  versus  elderly  (65+)  women,  and  was 
higher  among  urban  (Omaha  and  Lincoln)  ver- 
sus rural  residents.  Comparison  of  state  and 
national  data  collected  in  1992  revealed  that 
Nebraska  ranked  next  to  last  among  the  48 
states  (and  the  District  of  Columbia)  then  con- 
ducting the  BRFS  in  terms  of  the  percentage  of 
women  50  and  older  who  had  had  a 
mammogram  with  the  past  year.8 


Data  collected  in  1994  by  the  Nebraska 
BRFS  have  recently  become  available.  These 
data  are  presented  in  Figure  4,  along  with 
findings  from  the  1 990-1 993  surveys.  The  data 
show  that  the  percentage  of  Nebraska  women 
50  and  older  who  reported  that  they  had  had  a 
mammogram  within  the  past  year  increased 
again  in  1994,  to  48%.  It  is  also  worth  noting 
that,  in  the  two  years  since  the  "Every  Woman 
Matters"  program  was  established  in  1992, 
Nebraska  has  recorded  two  of  its  largest  annual 
increases  in  the  percentage  of  women  50  and 
older  who  have  had  a mammogram  within  the 
past  year,  as  measured  by  the  BRFS. 

From  its  creation  in  mid-1992  through  the 
end  of  May  1995,  the  "Every  Woman  Matters" 
program  has  provided  over  4,000  screening 
mammograms  to  women  in  Nebraska,  and  they 
have  resulted  in  23  breast  cancer  diagnoses  (16 
invasive,  7 in  situ).  Although  the  program  spe- 
cifically targets  women  50  and  older,  women 
under  40  have  accounted  for  roughly  half  of  the 
screening  mammograms  it  has  provided  to 
date.  Nevertheless,  in  1994  alone,  the  program 
funded  nearly  600  screening  mammograms  for 
women  50  and  older  who  had  never  had  one 
before,  or  had  not  had  one  within  the  past  year. 

DISCUSSION 

Before  attempting  to  draw  conclusions  from 
the  data  presented  in  this  report,  some  discus- 
sion of  the  quality  of  the  data  is  appropriate. 
The  most  frequent  question  related  to  the  qual- 
ity of  the  data  from  the  NCR  concerns  its 
completeness,  i.e.,  does  the  registry  capture  all 
of  the  cases  that  actually  occur?  A recent 
comparison  of  the  number  of  new  cases  identi- 
fied by  the  registry  in  1992  with  the  expected 
number  of  new  cases  estimated  from  1992 
Iowa  incidence  rates  suggested  that  the  Ne- 
braska Cancer  Registry  captured  nearly  99%  of 
the  cases  that  had  actually  occurred  among 
Nebraskans  during  that  year.  This  represents  an 
increase  from  the  90%  estimated  for  1987,  the 
registry's  first  year  of  operation. 

Concerning  mortality  data,  most  discussion 
about  death  certificates  has  focused  on  the 
accuracy  of  the  underlying  and  contributing 
cause-of-death  information.  Validation  studies 
have  suggested  that  perhaps  1 0%  of  all  cancer 
deaths  are  attributed  to  some  other  cause  on 
death  certificates.9,10  However,  a study  of  nearly 
60,000  cancer  deaths  found  that,  for  breast 
cancer,  the  underlying  cause  of  death  listed  on 
the  death  certificate  agreed  with  the  original 
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hospital  diagnosis  nearly  99%  of  the  time.1 1 The 
same  study  also  found  that,  among  over  52,000 
cancer  cases  that  were  followed  through  to 
death,  nearly  96%  of  histologically-confirmed 
breast  cancer  diagnoses  were  in  agreement 
with  the  underlying  cause  of  death  listed  on  the 
death  certificate.11 

The  most  often-asked  question  regarding  the 
quality  of  the  data  gathered  by  the  BRFS  con- 
cerns its  validity,  i.e.,  how  well  does  it  measure 
what  it  claims  to  measure?  In  the  case  of 
mammography,  a recent  study  that  compared 
self-reported  mammography  usage  (as  estimated 
from  a telephone  survey)  with  a review  of 
mammography  unit  records  found  that  esti- 
mates from  self-reports  were  considerably  higher 
than  those  based  on  mammogram  counts.12 
However,  the  study  also  concluded  that  self- 
reports  were  accurate  for  determining  whether 
a woman  had  had  a mammogram,  though  were 
less  so  for  determining  when,  and  could  accu- 
rately measure  change  over  time.12  In  addition, 
the  estimates  of  mammography  use  derived 
from  Nebraska's  BRFS  are  highly  precise:  be- 
tween 1987  and  1994,  the  survey's  annual 
sample  size  for  women  50  and  older  ranged 
between  323  and  501,  which  means  that  the 
95%  confidence  intervals  for  any  of  the  single- 
year estimates  presented  in  Figure  4 are,  at 
most,  no  greater  than  +/*  4.9%. 

Data  quality  issues  aside,  probably  the  most 
intriguing  question  raised  by  these  data  is  this: 
if  mammography  usage  among  Nebraska 
women  has  been  increasing,  why  has  there  not 
been  a more  noticeable  effect  on  the  state's 
breast  cancer  incidence  and  mortality?  The 
growing  frequency  of  in  situ  diagnoses  remains 
the  strongest  evidence  in  support  of  the  in- 
crease in  breast  cancer  screening  in  Nebraska 
indicated  by  the  BRFS.  The  fact  that  the  number 
and  rate  of  breast  cancers  diagnosed  among 
Nebraska  women  in  1993  were  the  highest  in 
the  NCR's  seven-year  history  also  suggests  that 
the  recent  increases  in  the  number  of  women 
screened  may  have  finally  yielded  enough  new 
cases  to  drive  incidence  statistics  upward.  Fi- 
nally, data  from  the  SEER  program  indicate  that 
substantial  increases  in  breast  cancer  incidence 
occurred  at  the  national  level  just  prior  to  1 987, 
the  year  that  the  NCR  began  statewide  data 
collection. 

Concerning  the  effect  of  increased  screening 
on  breast  cancer  mortality,  consideration  of  the 
lag  time  between  diagnosis  and  death  is  crucial. 


Many  of  the  breast  cancer  deaths  recorded  in 
recent  years  reflect  diagnoses  made  many  years 
ago.  Clinical  trials  of  screening  mammography 
have  indicated  that  at  least  several  years  are 
needed  for  significant  decreases  in  breast  can- 
cer deaths  to  occur.  It  is  entirely  possible  that 
the  recent  increases  in  mammography  usage 
documented  by  the  Nebraska  BRFS  may  not  yet 
have  achieved  their  maximum  effect  on  breast 
cancer  mortality.  Conversely,  the  data  shown  in 
Figure  3 suggest  that  breast  cancer  mortality  in 
Nebraska  may  have  already  begun  to  decline: 
between  1 990  and  1 993,  both  the  number  and 
rate  of  breast  cancer  deaths  fell  by  over  1 0%, 
with  the  1993  figures  dropping  to  their  lowest 
level  in  a decade.  In  1994,  however,  breast 
cancer  mortality  in  Nebraska  rebounded  con- 
siderably, wiping  out  most  of  the  decrease 
experienced  during  1990-1993.  Nevertheless, 
the  fact  that  breast  cancer  mortality  declined  so 
markedly  suggests  that  an  overall  downward 
trend  may  have  already  started. 

In  spite  of  the  difficulty  in  showing  that  the 
apparent  increases  in  screening  mammography 
among  Nebraska  women  have  registered  any 
significant  effects  on  breast  cancer  incidence 
and  mortality,  the  authors  believe  that  breast 
cancer  screening,  particularly  for  women  50 
and  older,  is  still  highly  recommended.  In  fact, 
there  is  more  evidence  for  the  effectiveness  of 
screening  mammography  than  for  any  other 
cancer  screening  strategy.  Perhaps  the  most 
important  lesson  to  be  learned  from  the  data 
presented  in  this  report  is  that  we  should  not 
expect  dramatic  results  from  this  intervention 
too  soon,  but  may  instead  have  to  settle  for 
modest,  long-term  benefits. 

SUMMARY 

Data  from  the  Nebraska  Cancer  Registry 
indicate  that  the  State's  female  breast  cancer 
incidence  rate  did  not  increase  or  decrease 
significantly  during  the  period  1987-1993,  al- 
though the  percentage  of  in  situ  diagnoses 
increased  from  8%  to  13%.  Similarly,  breast 
cancer  mortality  among  Nebraska  women  has 
remained  relatively  constant  during  the  past 
decade  (1985-1994).  According  to  Nebraska's 
Behavioral  Risk  Factor  Survey,  screening 
mammography  rates  among  Nebraska  women 
have  shown  striking  increases  in  recent  years:  in 
1994,  nearly  half  (48%)  of  all  women  50  and 
older  reported  that  they  had  had  a mammogram 
within  the  past  year,  up  from  24%  in  1988. 
Nebraska's  breast  cancer  incidence,  mortality, 
and  screening  rates  remain  lower  than  U.S. 
rates. 
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ORIGINAL  ARTICLE 


Post  Mastectomy  Breast  Reconstruction  1995 
Recent  Advances 

JOHN  J.  EDNEY,  M.D. 


OVER  the  last  decade,  reconstruc- 
tion of  the  breast  after 
mastectomy  has  become  an 
integral  part  of  the  management  of  breast  can- 
cer patients.  In  1983  only  3 percent  of  women 
sought  breast  reconstruction  after  mastectomy. 
In  1 992  that  number  grew  to  at  least  25  percent. 
Several  factors  are  responsible  for  this  increase. 
Over  the  last  10  years,  many  new  techniques 
for  breast  reconstruction  have  been  developed 
and  refined.  These  procedures  are  now  widely 
available  with  highly  predictable  results.  Atti- 
tudes toward  reconstruction  after  mastectomy 
have  undergone  a major  change  over  the  last 
several  years.  Women  who  choose  reconstruc- 
tion after  mastectomy  in  order  to  restore  their 
body  image  receive  widespread  emotional  sup- 
port from  family,  friends  and  physicians.  Most 
commonly  women  are  internally  motivated  to 
have  this  procedure.  They  pursue  breast  recon- 
struction to  restore  a sense  of  wholeness  and  to 
restore  the  body  image  they  had  prior  to 
mastectomy.  Commonly,  they  do  not  seek  this 
procedure  in  order  to  please  their  mate  or  other 
people.  After  reconstructive  surgery,  many  pa- 
tients state  that  when  they  see  themselves  in 
the  mirror,  they  are  not  continually  reminded 
that  they  harbor  a potentially  life  threatening 
disease. 

Women  today  have  several  good  options  for 
breast  reconstruction.  They  can  choose  tech- 
niques utilizing  breast  implants  or  reconstruc- 
tion can  be  accomplished  utilizing  their  own 
body  tissue.  When  a breast  implant  is  used,  the 
reconstructive  procedure  is  commonly  done  in 
two  stages. 

During  the  first  state,  an  expandable  implant 
is  surgically  positioned  underneath  the  chest 
wall  muscle  remaining  after  the  mastectomy. 
This  expandable  device  has  an  injection  site 
underneath  the  skin  which  is  easily  accessible. 
Each  week,  the  patient  painlessly  undergoes  an 
injection  of  one  or  two  ounces  of  sterile  saline 
solution  in  order  to  gradually  expand  this  de- 
vice. As  it  gradually  expands,  it  stretches  the 


skin  and  the  chest  wall  muscle,  thus  creating  a 
pocket  which  will  ultimately  accept  a perma- 
nent implant.  After  two  or  three  months  of  the 
expansion  process,  an  outpatient  surgical  pro- 
cedure is  performed  to  remove  the  expandable 
device  and  place  the  permanent  implant.  The 
permanent  implant  can  be  either  filled  with 
saline  or  silicone.  The  FDA  has  recently  ruled 
that  silicone  filled  implants  have  not  been  found 
to  be  unsafe  and  should  remain  available  to 
women  seeking  breast  reconstruction  after 
mastectomy.  The  moratorium  on  silicone  breast 
implants  in  France  was  lifted  on  February  28, 
1995,  after  no  causal  relationship  could  be 
found  between  silicone  implants  and  auto  im- 
mune disease.  For  those  women  seeking  an 
alternative,  saline  filled  implants  are  available. 


FIGURE  1: 

Tissue  Expansion  and  Implant 


Ocassionally,  there  is  not  enough  skin  and 
muscle  to  adequately  cover  an  implant.  Skin 
and  muscle  can  be  transferred  from  the  back 
utilizing  the  Latissimus  Dorsi  Myocutaneous 
Flap  in  order  to  provide  enough  coverage  for 
placement  of  an  implant.  Refinements  in  tech- 
niques of  breast  reconstruction  utilizing  a 
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FIGURE  3:  Bilateral  Latissimus  Dorsi  Breast  Reconstruction 


FIGURE  4: 


FIGURE  5:  Post  OP  Bilateral  Mastectomy  and  Rectus 
Asolanins  mycolt  Dorsi  flap  review  and  nipple  recovery 


FIGURE  6:  Nipple  Recovery 


patient's  own  tissue,  "autologous  tissue  trans- 
fer", have  provided  several  more  good  options 
for  reconstructive  surgery.  Autologous  tissue  is 
most  commonly  utilized  by  transferring  skin 
and  fat  of  the  lower  abdomen  to  the  site  of  the 
mastectomy  defect  and  then  fashioning  a new 
breast  from  this  transferred  tissue  (Transverse 
Rectus  Abdominis  Myocutaneous  - "TRAM"  flap). 
This  allows  for  breast  reconstruction  without 
the  use  of  an  implant.  Autologous  tissue  transfer 
results  in  breasts  that  look  and  feel  more  natural 
than  most  patients  with  implant  surgery.  Not  all 
women,  however,  are  good  candidates  for  this 
type  of  procedure.  Women  who  are  markedly 
overweight  or  who  have  abdominal  scars  in 
areas  which  may  damage  the  blood  supply  to 
the  tissue  transferred,  are  not  good  candidates. 
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Heavy  smokers  are  required  to  stop  smoking 
for  three  months  before  this  procedure  can  be 
done.  Smoking  impairs  the  small  blood  vessels 
to  the  skin  and  fat  and  can  lead  to  loss  of  tissue 
in  these  patients.  Other  less  commonly  used 
sources  of  autologous  tissue  include  the  "saddle- 
bag" areas  and  the  buttocks. 

Patients  undergoing  breast  reconstruction 
with  an  implant  usually  have  shorter  hospital 
stays  and  shorter  recovery  periods.  The  proce- 
dure utilizing  the  patient's  own  tissue  are  more 
complex  and  have  longer  recovery  times  and 
hospitalization.  Nipple  reconstruction  is  offered 
as  a separate  procedure  usually  two  or  three 
months  after  the  breast  mound  has  been  recon- 
structed. This  is  an  outpatient  procedure,  nor- 
mally done  under  local  anesthesia. 

In  order  to  achieve  the  goal  of  breast  recon- 
struction, which  is  the  return  of  a normal  ap- 
pearance to  the  chest,  the  opposite  breast  often 
times  requires  alteration.  Women  who  have  a 
large  opposite  breast  often  require  a reduction 
on  that  side.  If  women  have  considerable  sag- 
ging on  the  opposite  breast,  a breast  lift  may  be 
required  in  order  to  achieve  the  best  match. 
Occasionally  women  require  some  enlarge- 
ment in  order  to  achieve  a balanced  appear- 
ance. Patient's  who  are  at  high  risk  for  cancer  of 
the  opposite  breast  are  considered  for  opposite 
breast  removal  and  appropriate  reconstruction. 

Ten  years  ago  women  were  expected  to  wait 
two  years  from  the  time  of  their  mastectomy 
before  reconstruction  would  be  done.  Now 
most  patients  consider  reconstruction  at  the 
time  of  their  mastectomy.  Immediate  recon- 
struction has  several  benefits.  The  usual  mourn- 
ing process  after  mastectomy  is  markedly  re- 
duced and  the  patient's  total  hospital  time  is 
markedly  decreased.  The  patient  is  not  re- 
quired to  take  additional  time  away  from  her 
family  or  work  in  order  to  return  to  the  hospital 
at  a later  date  for  breast  reconstruction. 

Manyofthe  potential  complications  of  breast 
reconstruction  can  be  minimized  if  the  patient 


is  treated  with  the  team  approach.  Prior  to 
performing  a mastectomy,  the  patient  is  evalu- 
ated by  all  members  of  the  Breast  Cancer 
Management  Team.  With  input  from  the  pri- 
mary care  physician,  the  surgical  oncologist, 
and  the  medical  oncologist,  the  radiation  man- 
agement and  reconstructive  plans  can  be  made. 
At  this  time,  recommendations  are  made  re- 
garding whether  or  not  a patient  is  a candidate 
for  immediate  or  delayed  reconstruction,  what 
type  of  reconstruction  would  be  most  appropri- 
ate, whether  the  opposite  breast  should  be 
considered  for  removal  and  reconstruction.  Fi- 
nally, the  placement  of  incisions  in  order  to 
allow  for  the  best  result  can  be  made.  This  type 
of  an  approach  offers  the  patient  the  benefit  of 
many  professional  opinions  and  ultimately  fewer 
complications. 

Reassurance  that  there  are  procedures  avail- 
able to  restore  a realistic  and  natural  breast 
shape  after  mastectomy  has  significant  impact 
on  the  emotional  status  and  social  adjustment 
after  mastectomy  for  many  women.  This  reas- 
surance also  has  a positive  impact  on  survival 
after  breast  cancer  is  diagnosed.  Over  the  last 
30  years,  the  only  real  advance  in  improving 
survivability  in  breast  cancer  is  earlier  detec- 
tion. Many  women  state  that  knowing  that  they 
can  undergo  partial  mastectomy  and  radiation 
or  mastectomy  with  reconstruction  reduces  the 
fear  of  losing  the  breast  and  motivates  them  to 
comply  with  yearly  screening  mammograms, 
which  encourages  earlier  detection  and  im- 
proves survival  rates. 

Thanks  to  the  numerous  advances  in  recon- 
structive techniques,  women  now  have  many 
choices  available  to  help  them  through  a very 
difficult  time  in  their  life.  Those  who  choose  to 
undergo  reconstruction  can  often  have  it  at  the 
time  of  their  mastectomy  or  at  any  later  date. 
These  advances  have  done  much  to  not  only 
improve  the  quality  of  life  for  women  facing 
breast  cancer,  but  also  have  a positive  impact 
on  improving  survivability  after  breast  cancer. 
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Timing  of  Breast  Cancer  Surgery  During  the 
Luteal  Menstrual  Phase  May  Improve  Prognosis 

HENRY  M.  LEMON,  M.D.  JORGE  F.  RODRIGUEZ-SIERRA,  PhD. 

Departments  Of  Internal  Medicine  Departments  of  Cell  Biology  and  Anatomy 
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DURING  the  past  6 years,  there 
has  been  debate  in  the  litera- 
ture about  the  value  of  timing 
of  breast  cancer  surgery  in  relation  to  the 
menstrual  cycle,  since  Hrusheshky  and  co-work- 
ers described  an  influence  of  estrogens  upon 
experimental  metastasis,  and  reported  fewer 
breast  cancer  recurrences  in  women  resected 
during  the  periovulatory  stage  of  the  cycle.1 2 
Larger  retrospective  studies  of  menstrual  timing 
have  failed  to  confirm  Hrusheshky's  original 
report  of  only  41  cases,  but  have  indicated 
instead  that  late  luteal  timing  of  surgery  im- 
proves recurrence-free  prognosis  after  10  years 
several-fold,  when  compared  to  procedures 
performed  in  the  follicular  phase.  Interpretation 
of  mammograms  in  menstruating  women  is 
more  difficult  than  post-menopause,  and  often 
several  biopsies  may  be  required  to  establish  a 
positive  diagnosis.  Nevertheless,  women  aged 
40-50  have  a better  life-time  prognosis  than 
younger  or  older  women.3  This  group  accounts 
for  40%  of  years  of  life  annually  lost  from  breast 
cancer,  although  only  about  15%  of  breast 
cancers  are  detected  pre-menopause.4 

Because  menstrual  surgical  timing  is  a simple 
method  of  improving  surgical  end-results,  we 
have  summarized  the  currently  available  re- 
ports, up  to  February  1 995  in  the  Index  Medicus. 
These  include  5,353  patients  in  whom  recur- 
rence-free survival  was  determined  after  5-15 
years,  whose  operations  were  performed  dur- 
ing the  follicular  or  luteal  cycle  phases.  Ovula- 
tion was  generally  thought  to  be  on  day  13  or 
1 4 after  the  onset  of  the  last  menstrual  period. 
Some  reports  included  day  0-2  along  with  the 
luteal  phase  which  at  times  persisted  until  day 
39. 

RESULTS: 

Most  node-negative  breast  cancer  patients 
today  have  an  excellent  prognosis  when 
mammography  has  detected  disease,  since  the 
tumors  are  often  less  than  2.0  cm  in  size.  They 
constitute  as  many  as  66-84%  of  cases  in  some 
large  series.  After  1 0 years  80%  of  patients  with 


neoplasms  smaller  than  2.0  cm  continue  to  be 
free  of  cancer,  so  that  there  is  little  room  for 
further  improvement  in  survival,  unlike  women 
with  larger  primaries. 

In  the  entire  series  of  20  reports  published 
thus  far,  there  was  an  overall  mean  5%  increase 
in  disease-free  survival  after  luteal  surgery  com- 
pared to  resections  during  the  follicular  phase 
p=.02  by  Wilcoxon  signed  ranks  test  (2-tailed). 
Many  reports  did  not  separate  node-negative 
from  node-positive  cases  in  calculating  progno- 
sis, and  are  listed  in  Table  1 . These  studies  found 
an  insignificant  change  in  survival  between 
luteal  or  follicular  timing  of  surgery.5'17  In  the 
largest  of  the  series  reported  in  Table  1 , 67%  of 
the  cases  were  node-positive,  suggesting  that 
many  had  not  been  detected  by  mammography 
which  has  not  as  yet  been  systematically  uti- 
lized in  Germany  for  screening  the  popula- 
tion.15 These  patients  all  received  3-6  cycles  of 
CMF  adjuvant  chemotherapy,  in  addition  to  41 
cases  given  radiotherapy,  or  Tamoxifen  in  41 
cases.  In  contrast,  the  most  recent  and  only 
prospective  study  of  menstrual  timing  reported 
from  Spain  included  84%  of  patients  with  nega- 
tive lymph  nodes.17 

The  remainder  of  the  cases  in  which  nodal 
involvement  was  specified  in  the  follow-up  of 
surgical  timing  are  shown  in  Table  2. 18-25  Many 
of  the  large  series  also  indicated  the  survival  of 
receptor-positive  versus  receptor-negative  cases. 
Only  5%  overall  improvement  in  survival  was 
seen  in  the  negative-node  cases,  while  the 
node-positive  cases  exhibited  a 31  %±  2%  (SE) 
mean  benefit  5-1 5 years  after  luteal  surgery.  As 
a result,  including  both  positive  and  negative 
lymph  node  cases  in  Table  2,  the  mean  overall 
benefit  was  + 1 5%  + 2%  (SE),  significant  at  p = 
.05  by  Wilcoxon  test. 


‘Reprints  request  and  correspondence  to:  Henry  M.  Lemon,  M.D., 
Department  of  Internal  Medicine,  University  of  Nebraska  Medical 
Center,  Omaha,  NE  68198-3330. 
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TABLE  1. 

Prognosis  after  luteal  versus  follicular  timing  of  breast  cancer  surgery:  lymph  node  status  unspecified 


Disease-Free  Survival  |S) 

Ref. 

No. 

pts. 

Luteal 

Follicular 

Diff. 

Duration 

(Years) 

P 

Remarks 

5 

217 

52 

62 

-10 

10 

n.s. 

6 

205 

65 

62 

+3 

10 

n.s. 

Overall  survival 

108 

73 

67 

+6 

10 

n.s. 

2 Hospitals 

7 

165 

78 

60-72 

+6-18 

2-10 

n.s. 

Hormone  assay  used  for 
ovulation  date 

8 

125 

55 

45 

+10 

12 

n.s. 

9 

225 

44 

54 

-10 

12 

n.s. 

10 

150 

(11*) 

65 

(100) 

35 

(0) 

+30 

(+100) 

6 

(5) 

.001 

1985-1990  patients; 
(needle  biopsy*  time 
most  important) 

11 

143 

50 

68 

-18 

10 

.03 

Overall  survival 

12 

132 

48 

53 

-5 

11 

n.s. 

13 

89 

56 

71-75 

-5-11 

6 

n.s. 

Serum  hormones  for 
date  of  ovulation 

14 

63 

34 

24 

+10 

8 

n.s. 

15 

462 

55 

56 

-1 

6 

n.s. 

33%  neg.  I.n. 

16 

382 

? 

? 

? 

? 

n.s. 

17 

223 

? 

? 

? 

4 

n.s. 

Prospective  study,  84% 
negative  I.n.,  97% 
adjuvant  chemotherapy 

2,689  cases;  Overall  benefit  +2%  n.s. 


TABLE  2. 

Prognosis  after  luteal  versus  follicular  timing  of  breast  cancer  surgery:  lymph  node  status  specified 


Disease-Free  Survival  (%j 

Ref. 

No. 

Luteal 

Follicular 

Diff. 

Duration 

P 

Remarks 

pts. 

(Years) 

18 

283 

71 

57 

+14 

10 

.02 

Surgery  on  d20-30  had  5x 

node  neg. 

75 

73 

+2 

10 

n.s. 

better  prognosis  as  Rx  on  d7- 

node  pos. 

62 

39 

+23 

10 

.02 

14. 

19 

249 

84 

54 

+30 

15 

.001 

1975-1985  pts;  best  results 

node  neg. 

89 

82 

+7 

15 

n.s. 

d30-32;  d6-8  surgery  6x 

node  pos. 

81-85 

30-39 

+46-51 

15 

.001 

worse. 

20 

385 

57 

56 

+1 

10 

n.s. 

Overall  survival 

91 

91 

0 

5 

n.s. 

Overall  survival 

node  pos. 

74 

76 

-2 

5 

n.s. 

21 

96 

72 

40 

+32 

10 

.002 

node  pos. 

80 

30 

+50 

10 

.009 

22 

84 

88 

52 

+36 

10 

.02 

Estrogen  receptor  pos. 

(These 

76 

33 

+43 

10 

.009 

Estrog.  receptor  neg. 

cases 

87 

60 

+27 

10 

.06 

Progest.  receptor  pos. 

from  21) 

76 

13 

+63 

10 

.001 

Progest  receptor  neg. 

23 

1175 

70 

63 

+7 

10 

.006 

Surgery  on  d28-35  gave  best 

node  neg. 

n.s. 

results,  d7-14  5x  worse 

node  pos. 

76 

63 

+13 

5 

.006 

prognosis. 

24 

210 

42 

32 

+10 

15 

.05 

Overall  survival  2x  better  if 

node  neg. 

84 

78 

+6 

15 

serum  prog,  over  1.5  ng/ml. 

25 

266 

? 

? 

? 

? 

2-step  surgery  gave  best 

node  neg. 

n.s. 

prognosis  p=.01 

.002 

Estrogen  receptor  pos. 

.01 

Estrogen  receptor  neg. 

.003 

Progesterone  receptor  pos. 

n.s. 

Progesterone  receptor  neg. 

2.664  cases;  overall  benefit 
Negative  Lymph  nodes 
Positive  Lymph  nodes 


+15%  .05 

+5  i 2 SE  n.s. 
+31%i4SE  .05 


2-tailed  Wilcoxon 
2-tailed  Wilcoxon 
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tive  receptors.  Many  of  these  reports  attained  a 
high  degree  of  statistical  significance.  If  con- 
firmed, this  would  suggest  that  survival  benefits 
was  greatest  for  women  with  the  poorest  prog- 
nosis. 

Today  more  women  are  receiving 
preoperative  needle  biopsies.  Two  reports  ob- 
served that  the  timing  of  needle  biopsy  was  the 
critical  prognostic  factor,  rather  than  the  date  of 
surgery  later.  Follicular-phase  needle  biopsy  in 
6 cases  resulted  in  recurrence  of  cancer  in  all 
within  2V2  years;  5 patients  biopsied  during  the 
luteal  phase  remained  free  of  disease  after  5 
years,  in  a series  where  the  overall  relapse-free 
survival  was  about  65%.10-25 

Four  reports  from  major  cancer  treatment 
centers  provided  prognosis  according  to  the 
estimated  day  of  the  menstrual  cycle  that  sur- 
gery was  performed.  Three  of  the  four  found  a 
5-6  fold  increase  in  risk  of  recurrence  or  death 
after  1 0 years  for  procedures  carried  out  during 
the  second  week  of  the  cycle,  when  ovarian 
estrogen  secretion  reached  its  peak.  The  nadir 
of  risk  in  all  three  reports  came  during  the  fourth 
week  or  later  in  the  cycle  when  estrogen  secre- 
tion was  least  and  progesterone  secretion  maxi- 
mal from  the  corpus  luteum. 18,19,23  The  fourth 
major  center  reported  the  smallest  number  of 
cases,  finding  some  increase  in  mortality  after 
follicular  surgery,  but  little  improvement  after 
luteal  surgery.6 

DISCUSSION: 

It  is  clear  that  there  are  two  conflicting  sets  of 
reports  concerning  the  value  of  menstrual  tim- 
ing of  breast  cancer  surgery.  Many  of  the  re- 
ports in  Table  1 lack  sufficient  numbers  of 
patients  for  statistical  significance,  and  do  not 
provide  data  on  node  involvement  in  relation  to 
survival,  or  estrogen  or  progesterone  receptor 
activity.  All  retrospective  series  also  suffer  from 
the  great  variability  in  the  duration  of  the  men- 
strual cycle,  which  require  an  objective  method 
of  determining  the  date  of  ovulation  for  accu- 
racy of  determining  the  luteal  phase.13,24 

In  the  largest  case  series  reported  from  the 
Milan  National  Cancer  Institute  in  Table  2 there 
was  only  a 7%  overall  survival  benefit  of  luteal 
surgery,  with  nearly  two  thirds  having  negative 
lymph  nodes.  This  improvement  in  survival  was 
significant  at  p=.006.  The  high  proportion  of 
patients  with  negative  lymph  nodes  in  this 
series,  almost  twice  that  of  the  largest  series  of 
cases  reported  in  Table  1,  suggests  that  earlier 


detection  procedures  were  better  in  Italy  than 
for  the  German  Breast  Cancer  Study  Group. 

Adjuvant  chemo-or  hormonal  therapy  with 
Tamoxifen  were  administered  to  the  great  ma- 
jority of  node-positive  cases,  and  also  in  some 
cases  to  node-negative  patients.17  Adjuvant 
chemotherapy  with  cytoxan,  methotrexate  and 
fluorouracil  increased  survival  by  29%  after  19 
years  in  node-positive  cases,  which  might  ob- 
scure the  differences  in  prognosis  originating 
from  menstrual  surgical  timing  for  some  time.26 
Tamoxifen  has  similar  potentialities  in  prolong- 
ing disease-free  survival  in  receptor-positive 
patients. 

The  most  prevalent  theory  as  to  a mecha- 
nism for  the  menstrual  effect  relates  to  the 
number  and  activity  of  lymphocytes  which  have 
been  classified  as  "natural  killer"  (NK)  cells. 
These  are  considered  as  first  line  of  immune 
defense  against  bacterial  infection  and  tumor 
metastasis,  owing  to  their  attraction  to  immuno- 
logically  "foreign"  antigens.  Their  numbers  and 
activity  are  suppressed  by  estrogen  therapy,27 
and  reach  a nadir  along  with  macrophage  activ- 
ity during  the  follicular  phase  of  the  menstrual 
cycle.28,29  Estrogens  stimulate  release  of  pro- 
teases like  Cathepsin  D and  plasminogen  acti- 
vators from  human  ER-positive  breast  cancer 
cells,30,31  thereby  promoting  metastasis  through 
plasmin-mediated  destruction  of  fibrin,  and  in- 
direct activation  of  collagenases.32  Estrogens 
also  stimulate  production  of  insulin-like  growth 
factors  (IGF)  by  breast  cancers,  increasing  pro- 
liferation rates  and  reducing  patient  survival 
rates.33,34 

Tamoxifen  blocks  these  estradiol-induced  ac- 
tivities and  increases  human  NK  activity  in  vitro 
and  in  vivo.26,34  Progesterone  acts  as  a physi- 
ologic antagonist  of  estradiol,  by  stimulating 
enzymes  in  cancer  tissue  that  reduce  estradiol  to 
the  far  less  potent  estrone,  and  by  reducing 
nuclear  and  cytoplasmic  ER  and  PR  concentra- 
tions. Progesterone  also  reduces  tumor  biosyn- 
thesis of  EGF  and  other  growth  factors. 3S 

Breast  cancers  are  infiltrated  by  lymphocytes 
(including  NK  cells)  in  19-24%  of  ER-positive 
and  ER-negative  tumors  respectively.  This  per- 
centage doubles  when  there  is  tumor  invasion 
of  lymphatics,  which  is  associated  with  marked 
follicular  lymph  node  hyperplasia  in  up  to  58% 
of  regional  lymph  nodes  in  breast  cancer.  Estro- 
gen receptor-negative  tumors  are  also  associ- 
ated with  the  development  of  delayed  type 
hypersensitivity  to  autologous  tumor  extracts, 
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indicating  that  the  more  undifferentiated  tu- 
mors with  worse  prognosis  are  likely  to  provoke 
an  immunological  host  response.32 

An  immediate  NK  cells  response  to  the  dis- 
semination of  tumor  cells  at  the  time  of  biopsy 
or  resection  could  probably  localize  and  de- 
stroy small  numbers  of  invading  cells,  as  ob- 
served by  Hrushesky  in  his  experimental  tumor 
model.12  Larger  inocula  would  have  less  chance 
of  destruction. 

These  observations  correlate  well  with  the 
clinical  data  in  Table  2 and  the  differences 
observed  in  1 0-year  survival  shown  in  Figures  1 
and  2.  The  marked  differences  in  prognosis 
after  needle  biopsy  in  the  luteal  and  follicular 
phases  suggests  that  these  small  tumor  cell 
disseminations  are  most  effectively  destroyed.10 
Improved  prognosis  after  luteal  surgery  occur- 
ring with  ER-positive  and  ER-negative  tumors22  25 
is  consistent  with  an  immunological  mecha- 
nism affecting  invasive  cancers  with  high  predi- 
lection of  distant  metastasis. 


Natural  killer  cell  activity  is  depressed  by  the 
presence  of  breast  cancers.36  Daily  oral  inges- 
tion of  a new  investigational  drug  with  minimal 
systemic  toxicity,  Linomide,  augments  NK  ac- 
tivity in  healthy  subjects.37  If  natural  killer  cells 
are  shown  to  be  important  in  improving  prog- 
nosis after  surgical  treatment  in  premenopausal 
women,  this  drug  may  possibly  augment  cell- 
mediated  anti-cancer  immunity  in  these  pa- 
tients as  well  as  postmenopause,  with  benefit 
for  all  women  with  breast  cancer. 

Prospective  randomized  clinical  trials  are 
needed  to  determine  the  full  extent  of  survival 
benefit  that  may  result  in  more  accurate  deter- 
mination of  ovulation  time  and  the  luteal  phase 
of  the  cycle,  and  whether  indeed  prognosis  is 
affected  by  host  immunologic  response.38  Mean- 
time we  urge  that  all  Nebraska  physicians  hence- 
forth record  the  data  of  onset  of  the  last  men- 
strual period  and/or  ovulation  of  all  young 
women  having  diagnostic  of  therapeutic  surgi- 
cal breast  procedures.  Annually  2,000  new 


FIGURE  1 & 2 

Breast  cancer  recurrence  rate  per  1000  months  observation  (bras),  and  percent  of  patients  dying  of  breast 
cancer  (open  and  solid  dots  + SD)  after  10  years  observtion,  according  to  day  of  menstrual  cycle  of  their 
operation.  Derived  with  permission  from  ref.  18  (MSK),  19  (Guy's),  6 (RM)  and  23  (Milan). 


Data  from  1912  cases 


Day  of  Menstrual  Cycle 
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cases  of  breast  cancer  are  reported  to  the 
Nebraska  Cancer  Registry,  with  about  300  pre- 
menopausal cases.  In  a few  years  a valuable 
data  bank  could  be  assembled  dealing  with  this 
topic  important  to  our  patients  welfare. 

SUMMARY 

A meta-analysis  has  been  performed  of  avail- 
able retrospective  reports  concerning  the  5-15 
year  disease-free  survival  of  5,353  premeno- 
pausal breast  cancer  patients  operated  on  ei- 
ther during  the  follicular  or  luteal  phases  of  the 
menstrual  cycle.  Patients  with  surgery  performed 
during  the  luteal  phase  (dl  4-23+)  had  an  overall 
mean  5%  benefit  compared  to  those  operated 
on  the  the  follicular  phase  determined  by  date 
of  onset  of  their  last  menstrual  period  p=0.02  by 
Wilcoxon  2-tailed  test. 

When  nodal  invasion  was  reported,  node- 
negative patients  had  a 5 + 2%  SEM  benefit. 
Patients  with  positive  nodes  had  a 34  + 3%  SEM 
increase  in  survival  (p  = .05),  including  both 
estrogen  and  progesterone-receptor  negative 
as  well  as  positive  neoplasms.  In  3 of  4 reports 
from  major  cancer  treatment  centers,  each 
containing  249-1  175  cases,  risk  of  recurrent 
cancer  and/or  death  increased  5 to  6-fold  after 
10  years  for  women  receiving  surgery  during 
d7-1 4 of  their  cycle,  compared  to  those  resected 
during  d2 1 -36.  Improvement  in  prognosis  was 
greatest  for  patients  with  the  highest  risk  of 
recurrence  due  to  node-invasive  disease  and 
receptor  dysfunction.  Several  cell-mediated 
immunologic  factors  inimical  to  metastasis  are 
maximal  in  the  luteal  phase  of  the  menstrual 
cycle,  including  natural  killer  cell  activity.  A new 
drug  which  augments  natural  killer  cell  activity 
may  extend  any  beneficial  survival  results  to 
post-menopausal  breast  cancer  patients  in  the 
future. 

We  conclude  that  accurate  menstrual  histo- 
ries should  be  included  in  the  medical  record 
from  now  on  for  all  premenopausal  women 
receiving  any  surgical  procedure  upon  the 
breast,  preferably  using  an  objective  method  of 
determining  the  date  of  last  ovulation.  Prospec- 
tive randomized  clinical  trials  are  necessary  to 
determine  the  full  extent  of  survival  benefits  of 
late  luteal  surgical  timing. 
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INCIDENCE 

ACCORDING  to  American  Cancer 
Society  estimates,  one  in  nine 
women  will  develop  breast  can- 
cer at  some  time  in  their  life.  In  the  United 
States,  1 82,000  new  cases  of  breast  cancer  are 
diagnosed  annually.  It  is  the  second  only  to  lung 
cancer  as  the  most  common  type  of  cancer 
occurring  in  women.'  In  Nebraska,  approxi- 
mately 1,200  new  cases  of  breast  cancer  are 
diagnosed  every  year  making  it  the  most  com- 
mon type  of  cancer  occurring  in  the  state's 
female  population.2 

The  incidence  rate  for  breast  cancer  has 
increased  significantly  since  1980.  The  recent 
increase  in  incidence  is  in  part  due  to  the 
increased  utilization  of  screening  mammo- 
graphy. In  Nebraska,  incidence  rates  are  lower 
than  the  national  average.  They  range,  how- 
ever, by  county  with  the  lowest  rate  in  York 
County  and  the  highest  in  Butler  county.  Dou- 
glas County's  rate,  which  includes  the  Omaha 
metropolitan  area,  is  20%  higher  than  the  na- 
tional rate  and  30%  greater  than  the  state  rate. 

A sub-population  of  concern  in  Nebraska  is 
African-American  women  whose  incidence  rate 
is  1 0%  greater  than  the  rate  for  Caucasians.  This 
difference  is  especially  notable  by  virtue  of  the 
fact  that  the  reverse  is  true  elsewhere  in  the 
United  States  were  Caucasian  rates  are  higher. 
The  incidence  of  breast  cancer  increases  dra- 
matically with  age.  Over  two-third's  of  breast 
cancer  cases  occur  over  the  age  of  50  with  1 5% 
occurring  between  the  ages  of  40  and  50. 

MORTALITY 

Breast  cancer  is  the  second  leading  cause  of 
cancer  death  among  women  in  the  United 
States.  One  in  thirty-three  women  will  die  from 
breast  cancer.  An  estimated  45,000  deaths 
occur  from  this  malignancy  annually  in  this 
country.  Among  Nebraska  women,  no  other 
type  of  cancer  has  claimed  more  lives. 

In  Nebraska,  the  mortality  rate  is  slightly 


below  the  national  average.  Nebraska  ranked 
28  out  of  all  50  states  in  breast  cancer  mortality. 
As  was  noted  with  incidence,  mortality  is  slightly 
higher  in  African-American  women  in  Nebraska. 

WARNING  SIGNS 

Breast  changes  (Table  I)  that  persist  such  as 
lump,  thickening,  swelling,  dimpling,  skin  irrita- 
tion, retraction  of  the  nipple,  nipple  discharge, 
pain,  or  tenderness  are  all  signs  that  may  be 
associated  with  breast  cancer.3  None,  how- 
ever, are  specific  for  breast  cancer.  In  fact,  over 
ninety  percent  of  biopsies  performed  for  a 
lump,  thickening  or  calcification  result  in  a 
benign  diagnosis.  Nipple  discharge,  unless 
bloody,  is  usually  associated  with  a benign 
process.  Bloody  discharge  is  more  frequently 
seen  with  papilloma  than  breast  cancer. 


RISK  FACTORS 

There  are  many  risk  factors  (Table  II)  associ- 
ated with  an  increased  incidence  of  breast 
cancer.  Gender  is  the  strongest  risk  factor  asso- 
ciated with  breast  cancer.  Ninety-nine  percent 
of  breast  cancer  cases  occur  in  women.  The  risk 
of  breast  cancer  increases  dramatically  with 
age  with  less  than  1 % of  cases  occurring  below 
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the  age  of  30,  approximately  1 0%  between  30- 
40,  1 5%  between  40-50,  and  75%  over  the  age 
of  50.  A palpable  mass  in  a 50-year  old  has  an 
eight  times  higher  risk  of  being  a cancer  than  in 
a 35-year  old. 

TABLE  II 

RISK  FACTORS 

Gender 

Age 

Family  or  personal  history  of  breast  carcinoma 

Caucasian  origin 

Early  age  menarche 

Late  age  of  1st  birth 

Low  parity 

Late  age  menopause 
Lobular  carcinoma  in  situ 
Atypical  epithelial  hyperplasia 


RISK  FACTORS 

Other  established  risk  factors  include  a fam- 
ily or  personal  history  of  breast  cancer.4  Women 
whose  mother  had  premenopausal  breast  can- 
cer have  a two  times  higher  rate  of  breast 
cancer.  Their  rate  is  three  times  higher  if  both 
their  mother  and  sister  had  premenopausal 
breast  cancer.  If  a patient  has  had  a personal 
history  of  breast  cancer,  the  risk  of  developing 
a second  cancer  in  the  contralateral  breast 
varies  in  the  literature  from  1 to  10%  per  year. 

A history  of  benign  breast  disease  (i.e.,  bi- 
opsy proven  atypical  epithelial  hyperplasia)  is 
associated  with  a higher  incidence  of  breast 
cancer.  Fibrocystic  breast  disease  is  not  itself 
associated  with  an  increased  risk  of  cancer. 
Caucasian  origin,  late  age  of  first  birth  (i.e., 
greater  than  30), 5 low  parity,  early  age  of  me- 
narche (i.e.,  before  age  12)  late  age  of  meno- 
pause (greater  than  age  55),  and  lobular  carci- 
noma in  situ  are  other  factors  which  correlate 
with  an  increased  risk  of  breast  carcinoma.  A 
diet  high  in  fat,  smoking,  and  oral  estrogen 
therapy  have  been  suggested  as  increasing  the 
risk  of  breast  cancer,  however,  these  remain 
controversial. 

EARLY  DETECTION  AND  PREVENTION 

Mammography,  breast  physical  examination, 
and  self  breast  examination  are  the  most  effec- 
tive methods  of  early  breast  cancer  detection. 
Screening  mammography  is  a safe,  low-dose 
examination  of  breast  tissue,  and  is  the  single 
most  effective  method  to  detect  breast  cancer 


in  its  earliest,  most  curable  stage.6  If  breast 
cancer  is  detected  while  it  is  localized  (less  than 
1.5  cm),  the  chance  for  5-year  survival  is  over 
90%. 

Screening  for  breast  cancer  with  the  use  of 
mammography  and  clinical  breast  examination 
has  been  documented  in  many  studies  to  sig- 
nificantly reduce  mortality  among  women  50 
and  older  (thirty  percent  reduction  at  ten  years: 
Health  Insurance  Project  of  New  York).  Other 
studies,  including  the  Breast  Cancer  Demon- 
stration Detection  Project,  extend  the  reduc- 
tion of  mortality  to  include  those  women  age 
40-49  years.  Screening  projects  in  Sweden  and 
Holland  have  confirmed  U.S.  studies  with  par- 
ticular emphasis  on  the  value  of  mammography.7 

The  American  Cancer  Society,  the  American 
College  of  Radiology  (ACR),  and  eleven  other 
medical  organizations  have  recommended  the 
following  breast  cancer  screening  guidelines 
(Table  III).  For  women  over  the  age  of  20,  self 
breast  examination  should  be  performed 
monthy  with  a baseline  mammogram  between 
the  ages  of  35  and  39.  Over  the  age  of  40, 
annual  clinical  breast  exam  should  be  per- 
formed with  mammography  every  one  to  two 
years  between  the  ages  of  40  and  49  and 
annually  after  the  age  of  50. 


TABLE  III  - SCREENING  GUIDLINES 


Over  Age  Twenty 

Age  40-49 

Age  50  & over 

Monthly  self 

Monthly  self 

Monthly  self 

breast  exam 

breast  exam 

breast  exam 

Baseline 

Annual 

Annual 

mammogram 

physical 

physical 

at  35-39 

exam 

exam 

Annual  or 

Annual 

biennial 

mammography 

mammography 

In  those  special  cases  of  hereditary  breast 
cancer,  which  account  for  only  8%  of  all  breast 
cancer  cases,  screening  is  recommended  to  be 
initiated  five  years  before  the  earliest  known 
case  of  breast  cancer.8  This  type  of  breast 
cancer  is  characterized  by  an  early  age  of  onset, 
excess  bilaterality,  and  an  autosomal  dominant 
inheritance.  It  should  be  suspected  when  two 
first  degree  relatives  (daughter,  mother,  grand- 
mother) have  had  premenopausal  breast  can- 
cer. 

Women  who  have  cosmetic  breast  augmen- 
tation should  follow  standard  guidelines.  They 
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should  be  aware  that  mammography  in  aug- 
mented breasts  requires  special  additional  views. 
These  Eklund  views,  which  involve  compres- 
sion and  retraction  of  the  implant,  insure  that  all 
areas  of  the  breast  and  the  implant  are  evalu- 
ated. They  should  be  informed  prior  to  augmen- 
tation that  mammography  is  less  sensitive  for 
the  detection  of  breast  cancer  after  implant 
placement.  They  should  have  a mammogram 
prior  to  implantation  to  exclude  a malignancy 
that  the  implant  may  obscure. 

For  those  women  who  have  had  lump- 
ectomies for  breast  carcinoma,  mammography 
should  be  performed  of  the  affected  breast 
every  six  months  for  three  years  and  of  the 
contralateral  breast  annually.  Mammography 
of  the  affected  breast  is  performed  more  fre- 
quently to  assess  post-operative  healing  and 
subtle  changes  which  may  suggest  recurrence. 
Mammography  of  the  axillary  tissue  post  modi- 
fied radical  mastectomy  is  not  recommended. 
It  is  believed  that  any  recurrence  in  these 
patients  will  be  palpable  before  it  is  detectable 
on  a mammogram.9 

BREAST  CANCER  IMAGING  - 
MAMMOGRAPHY  & ULTRASOUND 

Mammography  should  be  performed  at  an 
ACR  accredited  facility.  This  insures  proper 
quality  of  the  mammogram,  the  credentials  of 
the  technologist  and  the  physician  interpreting 
the  mammogram,  and  an  active  quality  assur- 
ance program.  Mammography  is  a simple  pro- 
cedure. A registered  technologist  positions  the 
breast.  Standard  views  obtained  are 
craniocaudal  and  mediolateral  oblique.  Addi- 
tional views  such  as  straight  lateral  or  focal 
compression  views  may  be  utilized  to  cone  in 
on  an  area  of  interest  seen  on  the  mammogram. 
Magnification  views  look  more  closely  at 
microcalcifications.  Prior  mammograms  are 
compared.  A report  of  mammographic  findings 
should  be  made  in  a timely  manner. 

Mammograms  performed  are  either  screen- 
ing or  diagnostic  (Table  IV).  Screening 
mammography  is  an  x-ray  examination  to  de- 
tect unsuspected  breast  cancer  at  an  early  stage 
in  asymptomatic  women.  Diagnostic  mammo- 
graphy is  an  x-ray  examination  to  evaluate 
abnormal  physical  findings  in  the  breasts  or 
abnormal  findings  on  a screening  mammogram 
(Figure  I & II).  Mammograms  performed  in  women 
with  dense  breast  tissue  have  a false  negative 
rate  of  1 0-1  5%.  In  these  women,  careful  corre- 
lation must  be  made  with  the  clinical  findings  to 
determine  if  further  workup  or  follow-up  is  needed. 


TABLE  IV  - INDICATIONS  FOR  MAMMOGRAPHY 
Screening  Diagnostic 


• Baseline 

• Routine 

• Fibrocystic  disease 

• Fibrogiandular  breast 

• Family  HX  Breast  CA 

• R/O  breast  tumor 

• Estrogen  replacement 

therapy 

• FHX  of  breast  biopsy 

• Breast  pathology 

• R/O  mammary  dysplasia 

• Breast  nodularity 


• Mastitis 

• Mastodynia 

• Breast  calcifications 

• Asymmetric  breast 

fullness 

• Breast  density 

• Breast  mass 

• Breast  lump 

• Breast  nodule 

• Breast  cyst 

• Nipple  discharge 

• Personal  HX  breast  CA 


FIGURE  1 

SUGGESTED  WORKUP  OF  A 
PALPABLE  BREAST  NODULE 

Patient  > 30 


Mammogram  and/or  Aspiration  (if  aspirate  bloody  or  does  not 
yield  fluid,  mammogram) 


»nt  abnormality 


Biopsy 
(stereotactic, 
open,  or  US  core) 


Short  term  physical 
exam  follow-up  (1  month) 
with  biopsy  if  lesion  persists 


Short-term  mammographic 
or  US  follow-up  to  document 
stability  (4-6  months) 


Aspiration 


No  fluid 

i 

Unilateral  mammogram 
or  ultrasound 


Unilateral 

mammogram 

Same  pathway 
as  above 


Unilateral 

ultrasound 


Same  pathway 
as  above 


FIGURE  II 

SUGGESTED  WORKUP  OF  A NONPALPABLE 
LESION  FOUND  ON  MAMMOGRAM 

Nodule 


Malignant 

characteristics 


i 


Benign  characteristics 
(probable  cyst) 


Biopsy 

(stereotactic  or 
open  biopsy  with 
wire  localization) 


No  further  workup 
necessary 


Biopsy 

(stereotactic,  open  biopsy 
with  wire  localization, 
or  US  core  biopsy) 


Calcifications 


Magnification  views 


Malignant 


Biopsy 

(stereotactic  or  open  biopsy 
with  wire  localization) 


Benign 


Standard  mammographic 
follow-up 
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TABLE  V-  RADIATION  RISK  EQUIVALENTS 
TO  MAMMOGRAPHY 
(one  in  a million  risk  of  fatality) 


Action 

Risk 

Breathing  Boston  or  New 
York  air  for  two  days 

Air  pollution 

Riding  a biclye  10  miles 

Accident 

Driving  a car  300  miles 

Accident 

Flying  1000  miles  by  jet 

Accident 

Eating  40  Tbl.  peanut  butter 

Aflatoxin  B-induced 
cancer 

Being  a man  aged  60  in 
the  next  20  minutes 

There  has  always  been  concern  regarding 
the  risk  of  radiation  exposure  to  the  breast 
during  mammography.  Modern  film  screen 
mammography  requires  approximately  a 0.2 
rad  exposure  to  the  breast.  This  suggests  the 
theoretical  risk  of  one  in  a million  of  inducing 
cancer  with  mammography  (Table  V).  Many  of 
the  risks  in  a daily  life  that  we  routinely  assume 
are  more  life  threatening  than  the  theoretical 
risk  of  radiogenic  breast  cancer  at  mammo- 
graphic  doses.  Mammography  is  generally  not 
recommended  below  the  age  of  20  due  to  the 
sensitivity  of  the  breast  tissue  during  puberty  to 
radiation. 

Ultrasound  is  another  imaging  modality  used 
to  evaluate  the  breasts.10  It  is  an  adjunct  to 
mammography,  but  not  a replacement.  Ultra- 
sound has  not  been  useful  as  a screening  tool. 
Ultrasound  works  by  sending  high  frequency 
sound  waves  into  the  breast.  It  is  painless  and 
harmless.  Ultrasound  can  be  utilized  to  deter- 
mine if  a nodule  detected  by  a mammogram  is 
a cyst.  Nodules  with  classic  cystic  characteris- 
tics on  ultrasound  usually  require  no  additional 
workup  unless  there  is  associated  tenderness. 
These  cysts  can  be  drained  with  ultrasound 
guidance  or  by  palpation.  If  an  abnormality 
seen  on  mammogram  is  not  cystic  or  cannot  be 
seen  on  ultrasound,  further  workup  or  close 
follow-up  is  necessary. 

A negative  mammogram  or  ultrasound  should 
not  preclude  a biopsy  if  a lesion  is  clinically 
suspicious  or  persists. 

MRI11  and  nuclear  scintigraphy  have  also 
been  suggested  as  modalities  to  evaluate  the 
breast.  Although  they  may  be  valuable  in  indi- 
vidual cases  (i.e.,  young  women  with  dense 
breasts),  due  to  cost  they  are  unlikely  to  gain 


wide  spread  acceptance  and  at  the  present 
time  are  undergoing  further  clinical  trails. 

BIOPSY  OPTIONS 

If  a suspicious  abnormality  is  detected  on  a 
mammogram  or  ultrasound,  several  biopsy 
options  are  available.  If  a lesion  is  palpable, 
open  surgical  biopsy  is  the  standard  treatment. 
If  the  lesion  is  visible  on  mammogram,  but  not 
palpable,  either  open  biopsy  with  wire  localiza- 
tion or  stereotactic  breast  biopsy  options  can 
be  offered.  Ultrasound  core  biopsy  can  be 
performed  if  a lesion  is  visible  on  ultrasound. 
Wire  localization  involves  placing  a small  needle 
in  the  breast  using  mammographic  guidance, 
following  the  administration  of  a local  anes- 
thetic. When  the  needle  is  in  a satisfactory 
position  on  mammogram,  a wire  is  placed 
through  the  needle  and  the  needle  is  removed. 
The  wire  serves  as  a guide  for  the  surgeon  to 
find  the  microcalcifications  or  nodule  being 
localized.  Specimen  radiography  is  recom- 
mended to  document  that  the  lesion  has  been 
removed. 

Stereotactic  breast  biopsy  is  a relatively  new 
method  to  biopsy  benign  or  malignant  lesions 
visible  on  mammography.12  The  first  core  biop- 
sies were  performed  in  the  late  1980's  in  Eu- 
rope. Since  then,  thousands  of  procedures  have 
been  performed  in  the  United  States  employ- 
ing the  various  prone  or  upright  units  that  are 
available.  Stereotactic  breast  biopsy  also  uses  a 
local  anesthetic.  After  the  location  of  the  lesion 
is  pinpointed  with  a stereoscopic  x-ray  device, 
an  automated  biopsy  gun  loaded  with  a 14 
gauge  hollow  needle  quickly  extracts  five  core 
specimens.  Pre-and  post-fire  images  document 
that  the  lesion  was  traversed.  Complications  of 
stereotactic  biopsy  are  similar  to  open  biopsy 
and  include  bleeding  and  infection. 


TABLE  VI 

Benefits  of  Stereotactic  Biopsy 

90%  accuracy 

Not  cosmetically  deforming 

Shorter  recovery  time 

Few  anesthetic  complications 

Cost 

Less  patient  anxiety 
Less  physician  liability 
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There  are  many  benefits  of  stereotactic  bi- 
opsy (Table  VI).  Stereotactic  biopsy  is  as  accu- 
rate as  open  surgical  biopsy  which  has  been 
documented  at  90%,  is  not  cosmetically  de- 
forming, has  a short  recovery  time,  and  there 
are  fewer  anesthetic  complications  since  local 
anesthesia  is  employed.  Also  there  is  a signifi- 
cant cost  savings  per  procedure  with  the  stan- 
dard procedure  costing  between  $500  and 
$90013  compared  to  approximately  $3,000  for 
open  surgical  biopsy  performed  in  the  operat- 
ing room.  Stereotactic  biopsy  of  a lesion  also 
reduces  the  anxiety  among  patients  waiting 
four  to  six  months  for  serial  follow-up  exams  in 
suspected  benign  lesions  and  also  reduces  physi- 
cian liability. 

The  disadvantages  of  the  procedure  include 
that  chest  wall  lesions  may  be  difficult  to  biopsy 
and  that  the  mammographic  abnormality  re- 
mains post  biopsy.  There  is  a small  percentage 
of  patients  who,  for  psychological  reasons,  would 
like  the  mammographic  abnormality  to  be  com- 
pletely excised.  Stereotactic  breast  biopsy  has 
been  proven  to  be  a valuable  complement  and 
reliable  alternative  to  open  incisional  biopsy. 

In  conclusion,  mammography  in  conjunc- 
tion with  monthly  self  breast  examination  and 
annual  physical  examination  are  the  most  reli- 
able means  for  the  early  detection  of  breast 
cancer.  The  1 988  Nebraska  BRFS  indicated  that 
while  most  women  surveyed  had  heard  of  a 
mammogram,  only  20  percent  had  ever  had 
one.14  The  most  frequently  described  reason  for 
not  having  a mammogram  was  that  their  physi- 
cian had  not  recommended  one.  Nebraska 
currently  has  the  lowest  rate  of  screening 
mammography  in  the  United  States.  With  both 
physician  and  patient  education,  and  the  re- 


cent passage  of  mandatory  insurance  coverage 
for  mammography,  it  is  hoped  that  this  valuable 
technology  will  have  more  wide-spread  utilization. 
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The  Impact  of  Breast  Cancer  on  Sexuality 
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THE  world  we  live  in  bombards  us  daily 
with  sexually  explicit  messages. 
Magazines  at  the  grocery  check 
out  lane  and  the  soap  operas  on  television  are 
good  examples  of  our  culturally  accepted  ideas 
of  beauty  and  sexual  activity.  The  media,  both  in 
print  and  films,  portray  the  perfect  female  body 
as  one  with  voluptuous,  firm  breasts,  shapely 
legs,  a narrow  waist  and  full,  bouncy  hair.  Popu- 
lar publications,  movies  and  television  empha- 
size the  importance  of  a good  figure  through 
scantily  dressed  performers  and  bedroom  scenes 
depicting  lovers  engaging  in  a wide  variety  of 
sexual  play. 

How  does  this  affect  a woman's  sense  of 
sexuality  when  she  is  diagnosed  with  breast 
cancer?  What  does  it  mean  to  lose  a breast 
when  so  much  emphasis  is  placed  on  physical 
beauty? 

Hershout  and  Pressman  (1993)  in  their  book 
Breast  Cancer:  The  Complete  Guide,  emphasize 
that,  since  women  themselves  consider  their 
breasts  to  be  a central  part  of  their  sexuality,  a 
diagnosis  of  breast  cancer  creates  a fear  of  the 
end  of  their  sexuality,  that  their  positive  self- 
image  and  sexual  experience  will  no  longer  be 
pleasurable. 

Another  interesting  aspect  surrounding  this 
sensitive  issue,  describe  a variety  of  sexual 
behaviors  which  can  all  be  affected  by  the 
disease  or  treatment.  Women  after  treatment 
for  breast  cancer  have  reported  sexual  prob- 
lems including  loss  of  desire  and  decrease  in 
frequency  or  pleasure  with  intercourse.  Accord- 
ing to  Anderson  and  Lamb  (1995).  It  is  difficult 
for  many  couples  to  talk  about  intercourse  or 
discuss  explicit  changes  that  may  take  place  as 
a result  of  a breast  cancer  diagnosis.  It  appears 
it  is  equally  as  difficult  for  the  medical  commu- 
nity to  talk  about  sexuality  issues  connected 
with  breast  cancer.  Hershout  and  Pressman 
(1993)  in  their  300  page  book  on  breast  cancer 
address  sexuality  and  sexual  functioning  in  less 
than  four  pages.  How  many  physicians  actually 
discuss  the  impact  on  a patient's  sexuality  and 
sexual  functioning  when  treating  breast  cancer? 


Sexuality  is  an  important  part  of  life  at  any 
age.  Feelings  about  our  sexuality  affect  our  self 
image,  our  attitude  and  our  relationships  with 
others.  The  American  Cancer  Society  publishes 
a booklet  entitled  Sexuality  and  Cancer  (1988). 
They  state  that  as  important  as  sexuality  is 
"patients  and  doctors  often  do  not  talk  about 
the  effects  of  cancer  treatment  on  sexuality."  (P.  1 ) 

Human  sexuality  is  a complex  concept  re- 
flecting who  people  are  and  how  they  live  their 
lives  (Fogel  & Lauver,  1990,  Kirchner,  1984). 
Kirchner  (1984)  described  sexual  self  concept, 
sexual  relationships,  and  sexual  functioning  as 
important  aspects  of  sexuality.  Body  image, 
sexual  desire  and  performance,  relationship 
dynamics,  role  dimensions,  and  fertility  status 
are  traditional  components  of  sexuality  (Fogel, 
Forker,  & Welch,  1990). 

Women  experience  these  changes  in  a vari- 
ety of  ways.  In  her  book  Fine  Black  Lines.  Lois 
Hjelmstad  wrote  the  following  poem; 

Goodbye,  beloved  breast 
I shall  never  forget  you  — 

Shall  I ever  come  to  the  end  of  grieving? 

When  first  you  developed  in  sweet  innocence 
I was  dismayed  — 

I was  afraid  of  emerging  sexuality  . . . 

But  you  became  beautiful 

My  lover  treasured  you 

My  children  nuzzled  you  and  were  nourished 

I cradled  you  in  my  hands  and  cherish  your  softness  . . . 

Now  a dark  menance  has  invaded  you 

And  somehow  I must  bear  our  parting  . . . 

Goodbye,  beloved  breast 
Goodbye,  beloved  part  of  me 
Goodbye,  symbol  of  my  femininity  . . . 

Reprinted  with  permission  Hjelmstad  c 1993  (P.  24) 

Another  woman  who  was  pregnant  when 
diagnosed  with  breast  cancer  was  told  that  her 
best  option  was  to  abort  her  baby  and  get 
treatment.  She  was  torn  between  life-saving 
therapy  and  life-ending  decisions.  She  sought  a 
second  opinion  which  allowed  her  to  get  treat- 
ment, carry  her  baby  to  term,  and  have  the 
joyous  experience  of  breast  feeding  her  child 
on  the  remaining  breast.  This  may  not  always  be 
the  best  answer,  however,  the  patient  needs  to 
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know  all  available  options  and  the  risks  involved 
with  each. 

Even  during  the  hospice  experience,  sexual- 
ity is  shared.  One  couple  who  were  together 
while  she  was  receiving  comfort  measures  dur- 
ing her  last  days  of  life,  were  brought  to  tears 
during  a discussion  of  a recent  sexuality  lecture. 
The  wife  shared  that  they  had  always  had  a 
"good"  sexual  relationship  but  as  her  energy 
declined  she  felt  disappointed  that  her  desire  for 
intercourse  had  also  diminished.  Her  husband 
was  moved  to  caress  her  and  was  able  to  tell  her 
how  cherished  she  was  and  how  unconcerned 
he  was  about  intercourse  at  this  stage  of  her  life. 

A woman  who  had  been  diagnosed  with 
breast  cancer  for  over  five  years  could  not 
remember  anyone  addressing  her  sexual  needs. 
Another  was  angry  after  chemotherapy  when 
her  vaginal  tissue  was  dry  and  friable  with 
resulting  painful  intercourse.  She  did  not  under- 
stand the  symptoms  associated  with  premature 
menopause  and  was  upset  about  the  associ- 
ated body  changes.  Yet  another  said  she  won- 
dered about  dating  and  when  to  talk  to  men 
about  her  anatomical  variation. 

Approaches  to  Incorporate  Into  Practice: 

The  stories  are  as  unique  and  special  as  each 
person  who  is  faced  with  breast  cancer.  What 
can  be  done  to  respond  to  patient  concerns? 
There  are  many  techniques  in  the  literature  such 
as  "unloading"  the  question  by  saying  some- 
thing like,  "Many  people  going  through  this 
express  concern  about  whether  to  look  at  the 
remaining  breast  or  how  your  partner  might 
react.  How  do  you  feel  about  that?"  It  is  also 
recommended  that  topics  of  discussion  go  from 
less  sensitive  to  more  sensitive  areas.  A question 
such  as  "Can  the  remaining  breast  be  stimulated 
in  sexual  activity?"  would  probably  be  reserved 
for  later  in  the  discussion. 

One  model  which  can  be  used  in  counselling 
couples  affected  by  breast  cancer  is  the  PL1SSIT 
model  (Annon,  1976).  The  mnemonic  stands 
for  permission,  limited  information,  specific  sug- 
gestions, and  intensive  therapy.  It  allows  practi- 
tioners to  provide  sexual  counselling  at  their 
level  of  comfort. 

Permission  indicates  the  necessity  of  specific 
reference  to  sexual  concerns.  The  topic  of 
intimate  physical  and  emotional  issues  typically 
must  be  mentioned  by  a health  care  provider  or 
the  subject  is  rarely  opened.  Inclusion  of  sexu- 
ality in  assessment  gives  value  to  these  issues. 


By  bringing  up  the  topic,  the  relevance  of  sexual 
questions  and  the  importance  of  the  subject  is 
supported.  This  discussion  if  facilitated  by  a 
caring  attitude  and  genuine  interest  in  their  well- 
being. Sometimes  patients  and  their  spouses 
don't  say  much  at  the  time  of  sexual  discussion. 
It  is  important  to  remember  that  communica- 
tion between  partners  or  "pillow  talk"  can  be 
influenced  even  when  little  is  said  in  the  actual 
interview. 

Limited  information  refers  to  the  provision  of 
relatively  basic  sexual  education.  This  might 
include  showing  pictures  of  surgery  or  recon- 
struction such  as  those  shown  in  the  book 
Straight  Talk  About  Breast  Cancer,  (Braddock, 
Edney,  Kercher,  & Clark,  1994).  Discussion  of 
phantom  feelings  in  the  area  of  the  affected 
breast  could  be  discussed.  The  reports  or  stories 
of  other  women  in  a general  way  could  also  be 
helpful.  Resources  from  Reach  to  Recovery  and 
the  American  Cancer  Society  (ACS)  could  be 
provided.  It  is  important  to  point  out  that  little  or 
no  information  would  be  preferable  to  false  or 
incorrect  statements.  In  other  words,  it  is  neces- 
sary sometimes  to  admit  ignorance  and  find  the 
answer  or  refer  the  question  to  someone  with  a 
special  interest  in  the  area. 

Specific  suggestions  is  exactly  what  it  is  stated 
to  be.  Couples  can  be  given  some  do's  and 
don'ts  of  sexual  activity  after  surgery  or  treat- 
ment. Recommendations  for  when  it  is  OK  to 
care  for  the  scar  could  lead  to  discussion  about 
continued  use  of  the  other  breast  for  sexual 
stimulation.  Vaginal  dryness  could  be  alleviated 
by  the  use  of  a vaginal  lubricant  in  suppository 
form  which  has  the  advantage  of  being  released 
over  an  extended  period  of  time.  The  booklet 
on  sexuality  from  the  ACS  ( 1 988)  has  numerous 
suggestions  for  ways  of  dealing  with  changes 
and  techniques  for  coital  activity.  There  are 
some  positions  which  require  less  energy,  oth- 
ers which  encourage  exploration  of  comfort- 
able positions.  While  this  publication  is  under 
revision  older  copies  could  be  used  for  demon- 
stration purposes. 

Intensive  therapy  says  to  know  your  own 
limits.  The  necessity  of  referral  to  an  appropriate 
therapist  cannot  be  overemphasized.  In  a soci- 
ety where  the  current  divorce  rate  is  50%,  it 
comes  as  not  surprise  that  many  couples  have 
needs  beyond  the  scope  of  most  health  care 
practitioners.  It  is  not  uncommon  to  see  already 
shaky  relationships  sever  completely  under  the 
strain  of  a cancer  diagnosis.  (McKenna,  Wellisch, 
Fawzy,  1995)  It  is  also  important  to  remember 
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couples  come  into  this  situation  with  a wide 
spectrum  of  past  experiences,  positive  and  nega- 
tive. The  assessment  of  a skilled  trained  pro- 
fessional may  be  needed  to  combat  ongoing 
concerns.  Certified  social  workers  and  psy- 
chologists are  good  resources  for  sexual  con- 
cerns. Certified  sexual  therapists  are  also  avail- 
able in  many  communities  for  complex  sexual 
problems. 

We  know  through  documented  studies 
focused  atthe  mind/body  connection,  (Pallak, 
1995;  Valente,  Saunders  and  Cohen,  1994; 
Spiegal  (1980);  Soebel,  1993)  that  health 
care  providers  and  systems  that  use  appropri- 
ate expertise  directed  at  both  medical  and 
emotional  distress  can  provide  superior  pa- 
tient care  and  reduce  medical  costs.  Those 
professionals  do  not  need  to  possess  all  the 
answers,  rather,  working  in  a team  approach 
with  other  health  care  professionals  and  the 
patient  and  partner  provides  a more  compre- 
hensive approach  to  treating  the  breast  can- 
cer from  a mind/body  connection. 

We  also  know  that  an  educational  model 
requiring  as  little  as  60-90  minutes  can  be 
incorporated  into  other  educational  material 
on  cancer  treatment,  and  has  received  much 
positive  feedback  from  patients  and  partners 
(Tombrink-Dierkhising,  1987).  Communica- 
tion is  the  key.  While  sometimes  it  takes  a 
little  extra  effort  to  talk  with  patients  about 
sexuality,  the  reward  is  in  improved  care  for 
these  special  women  and  their  partners.  In 
the  words  of  Mother  Teresa  of  Calcutta  (1993) 
"Just  begin". 
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IN  1992,  the  Nebraska  Depart- 
ment of  Health  became  one 
of  the  first  twelve  (12)  states  to 
receive  a comprehensive  Breast  and  Cervical 
Cancer  Detection  cooperative  agreement  from 
the  Centers  for  Disease  Control  and  Preven- 
tion. The  grant,  consisting  of  six  components: 
screening,  follow-up,  public  education,  profes- 
sional education,  surveillance,  and  quality  as- 
surance, is  intended  to  identify  and  reduce 
barriers  specific  to  Nebraska. 

Of  48  states  surveyed  by  the  Centers  for 
Disease  Control  in  1992,  Nebraska  ranked  sec- 
ond from  last  in  the  percentage  of  women  over 
50  who  had  received  a mammogram  in  the  last 
year.  Only  34.3%  of  women  over  50  reported 
having  received  a mammogram,  a figure  far 
from  the  U.S.  Public  Health  Service's  "Healthy 
People  2000"  goal  of  60%. 

Studies  throughout  public  health  literature 
indicate  that  women  are  most  likely  to  have  a 
mammogram  if  it  is  recommended  by  a physi- 
cian. 

To  emphasize  the  role  played  by  the  Physi- 
cian in  eliciting  breast  cancer  screening  behav- 
ior in  Nebraska  women,  the  Nebraska  Depart- 
ment of  Health  entered  into  an  agreement  for 
professional  communication  services  with  the 
Nebraska  Medical  Association.  The  collabora- 
tion yielded  a research  project  involving  quan- 
titative and  qualitative  methods  to  identify  and 
reduce  barriers  specific  to  women  age  50+  in 
Nebraska  to  obtain  mammograms  and  practice 
breast  cancer  early  detection. 

Women  age  50+  are  the  priority  population 
for  the  Breast  and  Cervical  Cancer  Early  Detec- 
tion Program,.  Every  Woman  Matters,  in  con- 
formance with  CDC  priority  guidelines.  This 
paper  summarizes  the  qualitative  aspect  of  the 
research. 

Introduction 

To  learn  of  barriers  to  mammography  spe- 


cific to  the  priority  population  (woman  age  50+ 
of  low  to  moderate  income)  a series  of  focus 
groups  was  conducted.  Focus  group  research 
was  chosen  to  obtain  a comprehensive  under- 
standing of  intrapersonal  influences  on  group 
processes  - as  they  relate  to  early  detection  of 
breast  cancer.  In  order  to  construct  messages 
which  would  have  the  strongest  effect,  in  other 
words  to  move  women  in  the  50+,  low-income 
target  group  to  begin  and/or  continue  early 
breast  cancer  detection  practices,  the  research- 
ers attempted  to  identify  words  and  symbols 
from  the  women's  own  vernacular. 

Objective 

The  study  objective  was  to  explore  the  con- 
tent and  impact  of  early  breast  cancer  detection 
messages,  in  particular,  those  directed  toward 
women  aged  50+.  The  groups  were  used  to 
obtain  exact  verbiage,  germane  to  this  popula- 
tion, in  order  that  it  be  used  to  develop  the  most 
effective  health  promotion  message.  In  general, 
the  verbiage  was  reflective  of  that  used  in  early 
breast  cancer  detection  programs  utilized  by 
public  education  programs  across  the  country. 

Selection  Process 

Individual  women  were  selected  for  the 
groups  by  Every  Woman  Matters  (EWM),  (Ne- 
braska Department  of  Health)  area  coordinators 
positioned  throughout  the  state.  The  research- 
ers did  not  include  groups  of  women  who  were 
focused  on  health  topics. 

Groups  of  women  in  existing  affiliations  for  a 
purpose  other  than  a health  related  endeavor 
were  contacted  as  a means  to  provide  a non- 
threatening atmosphere  for  discussion  and  to 
increase  the  likelihood  of  attendance.  Women 
who  belonged  to  rural  organizations  were  spe- 
cifically targeted. 

Not  all  groups  represented  existing  affilia- 
tions but  several  groups  were  generated  in  this 
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manner.  Groups  which  were  naturally  occur- 
ring included:  informal  Spanish  speaking 
women's  networks,  a convent  of  South  Ameri- 
can nuns,  and  a human  services  volunteer 
organization. 

Location 

There  were  22  groups  conducted  at  1 1 differ- 
ent sites  throughout  Nebraska  involving  women 
from  1 4 different  cities.  A total  of  265  women, 
90%  of  whom  were  age  50  and  over,  partici- 
pated in  the  groups.  The  sites  were  both  urban 
and  rural  and  included  the  following  cities; 

Location  # Women  #Minority  Women 


Albion 

13 

0 

Chadron 

15 

0 

Chappell 

16 

0 

Hastings  & Gr.  Irld. 

58 

1 

Loup  City 

14 

0 

Lincoln 

36 

23 

Norfolk 

15 

15 

Omaha 

60 

55 

Scottsbluff/Gh 

/Brigpt 

1 1 

2 

Stanton 

15 

0 

Winnebago 

12 

12 

TOTAL 

265 

108 

It  should  be  noted  that  a discussion  group 
was  scheduled  for  Ainsowrth  and  canceled  two 
times  due  to  adverse  weather  conditions.  Time 
limitations  did  not  allow  for  inclusion  of  this 
group.  The  groups  were  conducted  in  visible 
community  sites  which  were  familiar  to  the 
respondents.  Groups  were  held  in  the  local 
church,  hospital,  an  inner-city  health/commu- 
nity center,  Hispanic  centers,  YWCA,  restau- 
rants, county  fair  grounds  and  one  was  held  in 
a convent. 

Group  Size 

The  average  size  of  the  group  was  1 1,  the 
smallest  consisted  of  four,  while  the  group  with 
the  most  participants  was  1 6.  The  groups  were 
ethnically  diverse.  Five  of  the  groups  conducted 
involved  primarily  Hispanic,  Black  and  Native 
American  participants.  Three  of  the  groups 
were  conducted  in  Spanish. 

Composition 

As  noted  earlier  under  the  "Location"  section, 
the  researchers  made  efforts  to  provide  prima- 
rily minority  groups  and  to  include  minority 
women  in  all  groups.  There  were  a total  of  265 
women  who  participated  in  the  focused  discus- 
sions, over  one-third  of  them  representing  mi- 
nority groups.  Of  the  total,  24  women  were 
African  American,  55  were  Native  American 


and  29  were  Hispanic.  Group  composition  was 
disproportionate  to  the  Nebraska  population, 
however,  it  insured  that  special  needs  groups 
were  included. 

Logistics 

Individual  participants  were  extended  invita- 
tions in  writing  and  via  the  telephone.  Invited 
individuals  indicated  verbally  that  they  pre- 
ferred a telephone  invitation.  They  also  indi- 
cated that  they  were  reluctant  to  meet  during 
the  evening  hours  for  fears  regarding  personal 
safety. 

Themes/Observations 

It  should  be  noted  that  during  the  invitation 
process,  some  women  refused  to  participate 
because  they  felt  discussing  breast  cancer  might 
adversely  affect  their  health.  Therefore  they 
chose  to  protect  their  health  and  avoid  partici- 
pation. This  was  the  attitude  of  three  Hispanic 
women  and  appears  to  be  more  than  coinci- 
dence. 

In  many  cultures  physical  contact  of  any  kind 
with  strangers  is  considered  inappropriate.  In 
the  communication  literature,  focus  groups 
conducted  with  Asian/Pacific  Island  women 
reported  that  "touching  of  strangers  is  inappro- 
priate".1 

In  the  sections  Procedure  and  Technician 
and  Physician  Communication  below,  Nebraska 
women  report  being  uncomfortable  being 
touched  by  the  physician  and  the  technician 
during  the  procedure.  In  particular,  Native 
American  women  are  taught  that  their  bodies 
are  sacred.  To  touch  a Native  American  woman 
is  to  violate  her.2 

Certain  studies  report  that  women  tend  to  be 
mistrustful  of  physicians  and  the  mammogram3'4. 
As  indicated  in  the  section  Physician  Communi- 
cation below,  with  the  exception  of  the  relative 
youth  of  one  physician  and  communication 
barriers  with  foreign  physicians,  Nebraska 
women  indicated  they  had  a strong  reliance  on 
physicians  for  information  regarding  breast  can- 
cer. This  was  also  true  for  women  in  focus 
groups  conducted  for  African  Americans  by 
The  National  Caucus  and  Center  on  Black 
Aged,  Inc.5  The  literature  review  performed  in 
conjunction  with  the  AMC  Cancer  Research 
Center  indicates  that  lack  of  physician  advice  to 
have  a mammogram  is  the  major  barrier  to 
screening.6 

Thus,  the  intimate  nature  of  the  clinical  breast 
exam  and  the  process  of  mammography  may 
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produce  an  uncomfortable  situation  for  many 
women. 

In  the  1 994  series  of  focus  groups  conducted 
by  the  Vermont  Department  of  Health3  the 
majority  of  women  "cited  their  doctors  as  their 
primary  source  of  information,"  and  were  the 
greatest  sources  of  influence  on  the  womens' 
health  behaviors.  This  is  also  the  case  with  the 
Nebraska  groups. 

There  were  group  differences  between  the 
predominately  minority  groups  and  the  pre- 
dominantly Caucasian  groups.  They  are; 

• Hispanic  and  Native  American  partici- 
pants stated  concerns  regarding  mod- 
esty and  health  care  professionals'  re- 
spect for  their  bodies. 

• The  Hispanic  groups  focused  heavily 
upon  the  family  as  the  center  for 
healthcare  activity.  Family  support  for 
early  detection  behavior  would  provide 
impetus  for  Hispanic  women  to  obtain 
mammograms. 

• The  Native  American  groups  use  a health 
clinic  on  the  reservation  and  were  con- 
cerned that  they  were  unable  to  estab- 
lish a relationship  with  their  physician. 
The  physicians  rotate  through  the  clinic. 
In  addition,  these  women  found  it  diffi- 
cult to  understand  some  physicians  who 
were  not  native  English  speaking,  and 
therefore  were  confused  about  the  next 
steps  to  take  and  the  results  of  their 
mammograms.  There  were  many  com- 
mon issues  in  the  groups.  Those  which 
are  directly  pertinent  to  the  physician- 
patient  relationship  are  reported  here  in 
summary  form. 

FEAR 

Of  the  Procedure  This  was  a consistent, 
persistent  theme  in  nearly  all  groups.  In 
discussing  the  mammogram  itself,  women 
were  reluctant  to  recommend  it  to  others, 
because  they  felt  humiliated.  Some  did  not 
trust  the  procedure; 

• Person  who  does  procedure  needs  to  be 
sensitive 

• Pathologists  are  overworked 

• Need  a more  painless  machine 

• Mammograms  aren't  always  accurate/ 
aren't  read  right 

• Mammograms  can  produce  cancer 

• Certification  and  the  amount  of  radiation 
is  a concern 


• Machine  was  designed  by  men  ...  I had 
my  first  AND  my  last  one 

• Difficult  for  shorter  women 

• Embarrassing 

• Pleasantly  surprised 

• Does  the  radiation  hurt  you? 

• Can  it  cause  cancer? 

• What  about  the  pinching? 

• Not  something  you  want  to  do 

• Hard  to  get  nothing  (flat  chest)  into 
machine 

• Discomfort  level  depends  on  the  person 
giving  mammogram 

• Might  need  to  make  a connection 
between  mammogram  and  cancer 

• Fear  of  Pain 

Of  the  Outcome  Many  indicated  that  they 
were  afraid  to  find  out  the  results,  others 
reported  they  had  never  found  out  their 
results: 

• Misdiagnosis  can  be  disastrous 

• Waiting  to  hear  results  is  bad/don't  want 
to  hear  results/not  trust  results 

• People  make  mistakes  when  reading 
mammograms 

• Paper  reported  one  woman  had  the 
wrong  breast  removed  -scary 

• I don't  want  to  know  what  they  will  find 
out 

• Scared  of  results 

• Don't  like  waiting  for  the  outcome 

• Family  history  makes  mammogram  a 
necessity 

• Second  opinion  is  important  - don't  trust 
an  "okay"  result 

• Fear  of  what  will  be  found 

PROCEDURE  & TECHNOLOGIST 

• The  way  they  handle  you  is  rough 

• I've  got  to  hurt  before  I go  to  the  doctor 

• Embarrassing 

• Uncomfortable,  tight,  cold  scary 

• Both  paps  and  mammograms  are  really 
embarrassing  and  uncomfortable 

• Don't  like  people  touching  my  body 

• Pap  is  much  more  embarrassing 

• Breasts  shouldn't  be  squeezed 

• Cold/hard/hurts 

• Value  depends  on  technique  and  reading 

• "OUCH" 
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• Scares  me 

• Relieves  your  mind 

• Procedures  have  improved 

• Mammogram  is  better  than  cancer,  it 
focuses  on  prevention 

• Need  more  info  from  providers  re: 
procedures 

• Embarrassment  - lack  of  privacy  . . . must 
walk  down  long  hallways  in  short  gown 
. . . feel  exposed 

• Uneasiness  about  being  undressed 

PRESCRIBED  SCHEDULE  OF 

MAMMOGRAMS  - CONFUSION 

• Teach  people  when  to  go 

• I have  one  because  of  family  history  of 
cancer  . . . made  a family  agreement 

• Easy  to  put  off 

• Provide  a yearly  inservice  at  work 

• Put  it  in  women's  magazines 

• More  women  need  to  know  about  the 
program 

• Some  people  don't  know  what  the  tests 
are 

• Wish  someone  would  call  me  to  remind 
me  to  go. 

PHYSICIAN  COMMUNICATION 

• My  doctor  never  talks  to  me 

• Doctors  don't  have  time  to  volunteer 
information  but  will  answer  questions 

• My  doctor  explains  pap/mams  - 
send  reminders 

• My  doctor  is  a young  kid,  I ask  for  a copy 
of  my  labs 

• I call  the  office  back  for  labs  ...  Dr. 
doesn't  offer  info  about  paps/mams 

• Doctors  have  so  many  people  waiting 

• I write  things  down  so  I don't  forget  to  ask 

• Some  doctors  assume  you  know  all  you 
need  to  know 

• Doctors  are  in  a hurry/only  explain  if  they 
have  to 

• Have  doctor  or  provider  send  out  annual 
reminders  to  take  care  of  self 

• Doctors  only  interested  in  what's  wrong 
today 

• Wouldn't  ask  a doctor  anything,  like  the 
nurses  better 

• Never  see  the  same  doctor . . . always  feel 
like  a guinea  pig 


• Too  embarrassed  with  getting  tests  to 
talk  . . . just  want  to  get  out 

• A group  near  Ponca  discussed  doctors 
from  other  countries  having  poor  com- 
mand of  the  English  language  or  accents 
that  were  difficult  to  understand.  They 
could  not  communicate  with  them.  Older 
women  would  not  ask  Doctor  to  repeat 
the  findings  and  come  home  totally  con- 
fused. 

• Lack  of  choice  of  doctors  causes  lack  of 
comfort 

• Need  to  have  doctors  let  women  know 
the  results,  even  when  it's  okay 

• My  breast  gets  black  and  gristly  and  I'm 
scared,  but  my  doctor  won't  order  a 
mammogram  and  even  if  he  did  I can't 
afford  it.  (This  individual  was  contacted 
Ne.  Dept  of  Health  officials  for  follow-up 
subsequent  to  the  focus  group) 

• Hard  to  talk  with  doctor.  Good  woman 
Dr.  at  Winnebago,  but  too  far  to  go 

• You  should  find  a doctor  you  trust 

• Women  have  to  go  through  some  humili- 
ating tests  . . . male  doctors  don't  under- 
stand the  anxiety  and  embarrassment 

• Myth  about  Native  American  women 
having  low  incidence  of  breast  cancer  - 
some  doctors  have  told  women  not  to 
worry 

• Doctors  are  too  busy  to  discuss 

• Doctor  makes  appointment  only  if  I go  in 
for  pap  smear 

• If  you  don't  say  anything,  they  won't  say 
anything 

• Doctors  too  busy,  sometimes  don't  have 
the  time 

• They  need  to  be  reminded  to  remind  us 

• Doctors  vary  on  thoughts  regarding 
mammograms 

• Good  for  us  to  ask  doctor  rather  than 
leave  it  to  doctor 

• Doctors  don't  talk  about  risks 

• Medicine  has  improved  100% 

• Should  get  education  at  doctor's  office. 
Use  rubber  breasts  to  help  get  to  know 
about  breast  cancer. 

All  of  the  terms  and  phrases  used  by  the 
participants  were  congruent  with  promotional 
terminology  used  by  the  various  promotions  of 
early  detection  of  breast  cancer. 
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Conclusion 

Women  in  Nebraska  in  the  50+  age  group 
from  all  backgrounds  want  their  physicians  to 
advise  them  when  to  have  a mammogram, 
communicate  the  findings,  and  to  be  sensitive 
that  the  process  of  mammography  itself  is  per- 
sonally embarrassing. 

Recommendations 

Develop  a physician  communication  plan 

Physicians  are  the  most  trusted  communicators 
for  early  breast  cancer  detection.  If  the  physi- 
cian isn't  advising  them  to  have  a mammogram, 
giving  them  the  prescribed  schedule,  telling 
them  how  to  schedule  their  appointment,  and 
most  importantly  calling  the  women  to  give 
them  the  results  of  their  mammogram,  women 
do  not  believe  mammography  is  important. 

Several  women  who  had  received  a 
mammogram  had  not  been  contacted  with 
results  and  were  feeling  uncomfortable,  hoping 
they  were  alright  - but  still  fearful  of  calling  for 
results. 

The  communication  plan  should  include 

• Printed  materials  for  physicians  which 
cue  them  to  describe  all  critical  points  in 
the  detection  process. 

• Printed  materials  that  physicians  can  give 
to  women  with  the  recommended 
mammogram  schedule,  graduated  tumor 
sizes  and  how  they  are  detectable,  and 
the  800  number  they  can  call  to  be 
enrolled  in  the  Every  Woman  Matters 
program.  (Printed  materials  have  been 
developed  and  are  available  to  partici- 
pating providers  through  the  Every 
Woman  Matters  Hotline.  Call  800-532- 
2227  to  sign  up  or  order  your  material.) 

• Ongoing  education  to  keep  physicians 
current  with  the  state-of-art  in  breast 
cancer  detection  and  care. 

(This  issue  of  the  Nebraska  Medical  Jour- 
nal provides  CMEs  for  those  who  wish  to 
obtain  them.) 

Sensitize  healthcare  providers  to  the  mod- 
esty of  Hispanic  and  Native  American  Women. 

Several  of  the  minority  participants  advised  that 


physicians,  mammography  technologists,  nurses 
and  others  did  not  treat  them  with  dignity 
during  the  examination.  This  was  the  most 
significant  difference  presented  by  minority 
group  members.  Dignity  was  described  as  sen- 
sitivity to  their  need  for  modesty,  validating  and 
responding  to  such  concerns  was  deemed  im- 
portant to  these  participants. 

Clarify  the  entire  process  of  mammography 
to  reduce  the  fear.  Specifically,  every  aspect 
and  nuance  of  the  procedure  should  be  de- 
scribed. 

Develop  a geographically  consistent  pro- 
cess for  scheduling  mammograms  Women 
who  reside  in  eastern  Nebraska  are  not  able  to 
schedule  their  own  mammograms,  but  those  in 
the  west  can  do  so.  It  was  noted  that  women 
who  were  able  to  schedule  their  own 
mammogram  related  that  they  felt  empowered 
and  in  control  of  their  own  healthcare. 
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ORIGINAL  ARTICLE 

Breast  Cancer:  A Patient's  Perspective 

Written  By: 

SUSANNA  M.  KOCSIS 


ACQUISITION  of  tumor  registry  num- 
ber 910483  not  only  changed 
L my  life  but,  I am  Mark's  wife;  I am 
Sarah,  Kim  and  Jill's  mom;  I am  Chuck,  Joe  and 
Mike's  sister;  I am  Tom  and  Cheryl's  neighbor;  I 
am  Jim  and  Laura's  friend;  I am  the  room  mother 
at  school;  I am  Joan  and  Tony's  daughter  and 
they  can't  fix  it  and  make  it  better.  Even  though 
I have  lived  a healthy  lifestyle  by  walking  and 
running  daily,  playing  tennis  2-3  times  a week, 
have  a meatless  diet  and  have  never  smoked,  I 
was  diagnosed  with  breast  cancer  at  age  34. 

My  mother  had  breast  cancer  that  was  found 
through  mammography  four  years  earlier  in  an 
in-situ  stage.  The  possibility  of  modern  technol- 
ogy saving  her  life  gave  me  great  confidence 
and  reassurance  that  if  I too  were  to  develop 
breast  cancer,  it  would  most  certainly  be  discov- 
ered on  a mammogram.  Complying  with  the 
advice  of  my  mother's  surgeon  and  my  own 
"little  voice,"  I did  have  both  a screening  and 
diagnostic  mammogram  that  was  reported  as 
negative.  I felt  safe.  I felt  protected. 

Recalling  a familiar  grade  school  lesson; 
Christopher  Columbus  had  four  unsuccessful 
voyages  to  the  new  world.  Very  much  like 
Columbus,  who  sailed  West  to  go  East,  I trav- 
eled to  four  physicians  for  a diagnosis.  Without 
the  suggestion  or  benefit  of  a surgeon's  evalua- 
tion, biopsy,  or  even  ultrasound,  the  mass  in  my 
breast  was  continuously  diagnosed  as  fibrocystic 
disease.  After  changing  insurance  companies 
from  an  HMO  to  a PPO,  I was  able  to  go  to  the 
OB-GYN  who  delivered  my  children  and  with 
whom  I had  the  advantage  of  a doctor-patient 
relationship.  He  also  felt  the  mass  was  fibrocystic 
disease,  but  ordered  a reassuring  biopsy.  After 
20  months,  2 insurance  companies  and  a fifth 
doctor,  my  own  excisional  biopsy  revealed 
invasive  carcinoma. 

Just  as  Columbus  found  a new  world,  upon 
diagnosis  I also  found  a new  world  - one  filled 
with  anger  at  physicians  and  anger  at  the  mutiny 
of  my  own  body,  a world  filled  with  schedule 
changes.  A world  revolving  around  babysitting 
arrangements.  A world  of  hospital  stays.  A world 
of  throwing-up.  A world  of  watching  hair  fall  out 


strand  by  strand.  A world  filled  with  the  smell  of 
alcohol  and  drugs.  A new  world  of  emotions.  A 
world  of  writing  letters  of  remembrance  to  my 
three  very  young  daughters.  I found  a world  of 
physical  and  drug  related  side-effects  including 
a chemically  induced  menopause  at  34  years- 
old.  A world  where  youth  no  longer  offered  me 
the  comfort  of  immortality.  And  at  the  end  of  the 
day,  I had  just  enough  energy  left  to  crawl  to  the 
bed  in  my  new  world. 

A cancer  patient's  primary  fight  should  be 
with  the  cancer  - not  in  getting  a diagnosis.  My 
primary  care  physician  was  in  a gatekeeping 
role.  After  months  of  treatment  and  surgeries 
my  greatest  hurdle  was  to  get  over  the  hurt  and 
rage  I had  for  the  physicians  whom  I had  gone 
to  specifically  for  a diagnosis  of  a mass  I found 
during  a routine  breast  self-exam.  In  an  HMO 
setting,  how  was  I not  supposed  to  feel  like 
money  was  chosen  over  my  life?  How  was  I not 
supposed  to  understand  that  my  future  was  just 
part  of  a business  transaction? 

Early  detection  or  the  timeliness  of  the  diag- 
nosis may  not  only  save  your  patient's  life,  but 
affect  the  quality  of  her  life  as  well.  Since  most 
women  live  after  breast  cancer  treatment  and 
surgery,  we  need  to  look  beyond  survival.  I shall 
never  forget  the  look  of  disbelief  on  the  doctor's 
face  as  he  revealed  the  results  of  my  pathology 
report.  Nor  shall  I forget  the  instantaneous  loss 
of  control  in  my  life  after  the  word  cancer  was 
uttered.  Information  was  a way  to  retain  some 
control  in  a new  life  that  little  resembled  the  past 
one.  Making  information  available  to  patients 
and  their  families  is  an  important  component  in 
lives  where  new  decisions  have  to  be  made.  A 
friendly  resource  book  such  as  STRAIGHTTALK 
ABOUT  BREAST  CANCER  would  have  greatly 
uncomplicated  my  own  search  for  information. 
Upon  diagnosis,  my  two-year  old  daughter  and 
I went  to  a university  medical  library,  she  to 
color,  I to  absorb  every  written  word  about 
breast  cancer.  I found  the  science  aspect  of 
changing  cells  almost  intriguing.  However,  the 
fact  that  these  millions  of  transformed  cancer 
cells  had  repetitively  multiplied  and  doubled 
within  my  own  body  was  a difficult  thought  to 
escape. 
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I did  not  want  my  three  daughters  ages  2,  5 
and  8 to  spend  their  childhoods  residing  in 
lonely  hospital  corridors.  Nor  to  grow  accus- 
tomed to  eating  food  from  vending  machines  at 
midnight.  Most  importantly  I did  not  want  them 
to  remember  a frail  skeletal  human  being  whose 
dignity  was  replaced  with  medical  equipment. 
After  weathering  months  of  surgeries  and  che- 
motherapy, an  option  I learned  of  a year  after 
my  mastectomy  was  a reconstructive  surgery 
that  uses  a patient's  own  abdominal  tissue  to 
recreate  a breast.  (TRAM  Flap  reconstruction). 
I had  not  considered  reconstructive  surgery 
before,  believing  that  I was  not  in  need  of  a 
breast  that  had  betrayed  me.  Yet,  the  perfectly 
horizontal  scar  on  my  chest  was  a daily  re- 
minder of  cancer.  Following  the  decision  to 
have  this  impressive  and  almost  futuristic  sur- 
gery, I looked  forward  to  an  operation  that 
restored  not  only  my  body,  but  my  mind  as  well. 

Breast  cancer  affects  more  than  a breast.  The 
world  doesn't  stop  when  a patient  is  given  a 
cancer  diagnosis.  One-third  of  the  women  diag- 
nosed in  1995  will  have  children  still  living  at 
home.  My  own  children  still  had  schedules  of 
piano,  dance,  volleyball,  basketball,  softball, 
and  soccer.  Not  to  mention  school  and  work 
schedules.  To  illustrate  how  deeply  cancer  had 
penetrated  even  my  two-year  old's  world,  Jill's 
vocabulary  included  the  word  "chemo." 

An  important  view  for  my  children  to  see  was 
that  not  everyone  dies  of  cancer.  My  own 
mother  offered  an  active  survivor  perspective 
for  our  family.  Support  groups  also  supply  hope 
and  are  a bridge  from  the  newly  diagnosed  to 


those  who  have  lived  years  beyond  a cancer 
diagnosis.  They  play  a vital  role  as  does  the 
American  Cancer  Society's  Reach  to  Recovery 
program.  There  is  no  magic  cure.  We  don't  have 
tomorrow's  technology  today.  However,  physi- 
cians are  in  a catalyst  position  to  offer  women 
the  best  screening  tools  we  have  available: 
mammography,  breast  self  exam  and  the  clini- 
cal exam. 

There  are  also  helpful  complementary  can- 
cer therapies,  such  as  art,  music,  imagery,  writ- 
ing, and  holistic  medicine.  These  allow  patients 
to  fill  their  world  with  something  other  than 
cancer.  Art  as  therapy  was  significant  in  my  own 
recovery.  A degree  in  art  became  more  than 
recreational  after  my  cancer  diagnosis.  It  be- 
came functional.  Emotional  needs  are  equally 
as  great  as  physiological  in  dealing  with  cancer. 
The  life  a cancer  patient  survives  for  has  to  be 
made  worthwhile. 

Early  detection  is  the  best  defense.  It  takes  a 
team  to  get  an  individual  through  a few  rough 
innings.  Survivors  are  players  of  the  game  whose 
times  is  spent  stealing  bases  and  celebrating 
overtime  victories.  We  not  only  savor  every 
birthday,  but  every  day  offered  to  us.  It  be- 
comes our  goal  to  get  old. 

Above  all,  the  physician  remains  the  patient 
advocate.  Frequently,  I am  the  rule  rather  than 
the  exception.  Regardless  of  risk  insurance, 
factors  or  statistics  . . . hear  the  patient.  You  are 
the  lifeguard.  You  are  the  lifesaver. 
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BREAST  CANCER  IN  NEBRASKA 
CME  TEST 


Systemic  Adjuvant  Therapy 
for  Breast  Cancer,  pages  48-50 

1.  The  estimated  number  of  breast  cancer 
cases  in  the  USA  in  1995  is  approximately: 

A.  580,000 

B.  400,000 

C.  300,000 

D.  180,000 

E.  50,000 

2.  In  1995,  the  estimated  number  of  breast 
cancer  deaths  in  the  USA  is  approximately: 

A.  450,000 

B.  250,000 

C.  150,000 

D.  45,000 

E.  10,000 

3.  Systemic  adjuvant  chemotherapy  is  NOT 
recognized  as  an  important  curative  strat- 
egy in  patients  with  which  stage  of  breast 
cancer? 

A.  I 

B.  II 

C.  Ill 

D.  IV 

4.  The  median  survival  after  discovery  of  dis- 
tant disease  in  breast  cancer  in  the  USA  is 
how  many  years? 

A.  one 

B.  two 

C.  three 

D.  four 

E.  five 

5.  Of  the  following,  the  most  predictive  factor 
for  disease-free  outcome  in  breast  cancer 

is: 

A.  number  of  lymph  nodes  with  metastases 

B.  estrogen/progesterone  receptor  status 

C.  percentage  of  cells  in  S-phase 

D.  ploidy  of  tumor 

6.  Breast  cancer  patients  with  no  lymph  node 
metastases  at  the  time  of  diagnosis  have  a 
relapse  rate  at  10  years  of: 

A.  5% 

B.  10% 

C.  20% 

D.  40% 


7.  The  relapse  rate  at  10  years  for  breast  can- 
cer patients  with  more  than  four  tumor-posi- 
tive lymph  nodes  is: 

A.  85% 

B.  65% 

C.  35% 

D.  10% 

8.  The  factor  most  consistent  in  predicting  poor 
outcome  for  breast  cancer  patients  is: 

A.  low  S-phase 

B.  age  of  patient 

C.  stressful  life  events 

D.  absence  of  estrogen/progesterone 
receptors 

9.  Breast  cancer  tumors  overexpressing  Her/2 
neu  may  be  relatively  resistant  to: 

A.  cyclophosphamide 

B.  methotrexate 

C.  5-fluorouracil 

D.  doxorubicin 

10.  A meta-analysis  of  adjuvant  systemic 
therapy  for  breast  cancer  performed  before 
1985  showed: 

A.  adjuvant  therapy  increased  annual  odds 
of  recurrence 

B.  adjuvant  therapy  increased  annual  odds 
of  death 

C.  tamoxifen  decreased  annual  odds  of 
recurrence 

D.  tamoxifen  increased  annual  odds  of 
death 

11.  Women  with  breast  cancer  who  were 
younger  than  50  years  old  derived  the  great- 
est benefit  from  chemotherapy  with  reduc- 
tion of  recurrence  by  approximately: 

A.  10% 

B.  20% 

C.  30% 

D.  60% 

12.  Cardiac  toxicity  is  reported  in  what  percent- 
age of  breast  cancer  patients  treated  with 
anthracycline  adjuvant  therapy  if  the  dose 
does  not  exceed  400  mg/meter2? 

A.  <1% 

B.  10% 

C.  25% 

D.  50% 
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1 3.  Phase  II  trials  using  high-dose  chemotherapy 
with  hematopoietic  stem  cell  rescue  as  ad- 
ditional adjuvant  therapy  in  breast  cancer 
patients  at  great  risk  to  relapse  show  about 
what  percentage  remaining  disease-free 
after  median  follow-up  of  5 years? 

A.  70% 

B.  50% 

C.  20% 

D.  10% 

14.  Side  effects  of  tamoxifen  include  all  EX- 
CEPT: 

A.  nausea 

B.  constipation 

C.  weight  gain 

D.  arterial  clots 

E.  vomiting 

15.  Tamoxifen  increases  the  rate  of  uterine  can- 
cer. 

A.  true 

B.  false 

Treatment  options  in  the 
Surgical  Management  of  Breast  Cancer, 
pages  51-57 

16.  Researchers  suggesting  less  radical  forms 
of  breast  surgery  than  Halstead's  radical 
mastectomy  included  all  EXCEPT: 

A.  Ewing 

B.  Patey 

C.  Gell-Mann 

D.  Keynes 

E.  McWhirter 

1 7.  Contraindications  to  breast-conserving  treat- 
ment (lumpectomy  plus  radiation)  do  NOT 
include: 

A.  multicentric  ipsilateral  tumor 

B.  tumor  size  precludes  acceptable  cos- 
metic results  after  excision  with  a mini- 
mum of  1 cm-free  margin  (preferably  2 
cm) 

C.  4 cm  size  tumor  or  greater 

D.  patient  unable  to  comply  with  follow-up 
radiation  treatments 

18.  Absolute  contraindications  to  breast  con- 
serving therapy  do  NOT  include: 

A.  steroid-dependent  collagen-vascular 
disease 

B.  cancer  located  deeply  within  a very  large 
breast 


C.  pregnancy 

D.  age  less  than  30 

19.  Lobular  carcinoma  in-situ: 

A.  is  a risk  factor  for  subsequent  develop- 
ment of  breast  cancer 

B.  lumpectomy  is  indicated  if  surgery  is 
performed 

C.  unilateral  mastectomy  is  indicated  if 
surgery  is  performed 

D.  results  in  invasive  cancer  in  about  90% 
of  patients  so  diagnosed. 

20.  Which  is  NOT  true  of  breast  ductal  carcinoma 
in-situ? 

A.  can  be  safely  followed  without  excision 

B.  is  a true  precursor  of  invasive  cancer 

C.  results  in  cancer  in  30-50%  of  patients 
diagnosed 

D.  if  palpable,  carriers  a poorer  prognosis 
than  mammographically  detected  le- 
sions 

21 . Which  of  the  following  is  NOT  true  of  ductal 
carcinoma  in-situ  of  the  breast? 

A.  is  multi-centric  60%  of  the  time 

B.  is  bilateral  in  approximately  60%  of  pa- 
tients 

C.  7%  of  patients  treated  with  breast-con- 
serving surgery  and  radiation  recurred 
in  NSABP-06 

D.  23%  recurred  locally  after  local  excision 
alone  without  radiation 

22.  Risk  factors  in  breast  cancer  associated  with 
increased  risk  of  local  recurrence  following 
breast-conserving  therapy  include  all  EX- 
CEPT: 

A.  palpability  of  lesion 

B.  diffuse,  extensive  intraductal  patterns 

C.  multicentricity 

D.  comedo-type  histology 

E.  tubular-type  histology 

23.  Which  of  the  following  is  NOT  true  of  pro- 
phylactic mastectomy? 

A.  not  effective  if  performed  as  a subcuta- 
neous mastectomy 

B.  absolutely  preventive  for  later  develop- 
ment of  breast  cancer 

C.  more  acceptable  if  reconstructive  sur- 
gery is  offered 

D.  may  be  indicated  if  the  patient  has  2 or 
more  first  degree  relatives  with  pre- 
menopausal breast  cancer 
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24.  All  of  the  following  are  true  of  breast  cancer 
genes  EXCEPT: 

A.  BRCA  1 is  inherited  by  0.5%  of  all 
women 

B.  BRCA  1 is  associated  with  an  80%  risk 
of  developing  breast  cancer  by  age  85 

C.  BRCA  1 is  associated  with  a 1 0%  risk  of 
developing  ovarian  cancer  by  age  60 

D.  BRCA  1 and  2 can  be  tested  by  sam- 
pling peripheral  blood 

E.  BRCA  1 and  2 when  found  together  re- 
duce breast  cancer  risk 

Nebraska  Family  Physician  Approaches 
to  Mammograms,  pages  58-62 

25.  The  most  common  reason  women  failed  to 
obtain  a mammogram  in  a study  cited  by 
Love,  et  al  was: 

A.  concern  regarding  cost 

B.  fear  of  radiation 

C.  fear  of  cancer  being  discovered 

D.  physician  did  not  recommend  it 

26.  Women  are: 

A.  less  likely 

B.  more  likely 

to  have  an  annual  physical  examination  as 
they  age. 

27.  Breast  cancer  risk  increases  with  age. 

A.  true 

B.  false 

Breast  Cancer  in  Nebraska: 

Recent  Trends,  pages  63-69 

28.  In  1994,  the  percentage  of  Nebraska  women 
who  had  a mammogram  was  approximately: 

A.  95% 

B.  75% 

C.  45%. 

D.  35% 

E.  15%) 

29.  In  Nebraska,  breast  cancer  accounts  for 
approximately  what  percent  of  all  female 
cancer  diagnoses? 

A.  90%) 

B.  70%o 

C.  50%) 

D.  30% 

E.  10% 

30.  In  Nebraska,  approximately  what  percent  of 
all  female  breast  cancers  are  diagnosed  in 
women  50  and  older? 
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A. 

80%o 

B. 

60%o 

C. 

40%> 

D. 

20%o 

E. 

10%o 

Post  Mastectomy  Breast  Reconstruction: 
Recent  Advances,  pages  70-72 

31.  Breast  reconstruction  after  mastectomy  in 
the  years  1983-1992  rose  approximately: 

A.  80% 

B.  60%o 

C.  40%o 

D.  20%o 

E.  10%o 

32.  A patient's  motivation  for  breast  reconstruc- 
tion is  NOT  primarily  to: 

A.  please  herself 

B.  please  her  husband 

C.  restore  body  image 

D.  restore  a sense  of  wholeness 

Timing  of  Breast  Cancer  Surgery  During 
the  Luteal  Menstrual  Phase,  pages  73-78 

33.  Timing  of  breast  surgery  in  relation  to  the 
menstrual  cycle: 

A.  is  well  accepted 

B.  late  luteal  timing  of  surgery  improved 
recurrence-free  prognosis  after  1 0 years 
in  retrospective  studies 

C.  is  unaffected  by  the  uncertainty  of  nodal 
status 

D.  is  unaffected  by  needle  biopsy  versus 
surgery  effect  if  performed  in  other  than 
luteal  phase  metastasis 

34.  Natural  Killer  (NK)  cells: 

A.  have  enhanced  activity  by  estrogen 

B.  reach  a peak  during  the  follicular  phase 
of  the  menstrual  cycle 

C.  activity  is  increased  by  the  presence  of 
breast  cancer 

D.  is  considered  a first  line  of  defense 
against  tumor  metastasis 

Imaging  and  the  Early  Detection 
of  Breast  Cancer,  pages  79-83 

35.  Which  is  included  in  the  American  College 
of  Radiology  (ACR)  screening  guideline  rec- 
ommendations for  women  between  age  40 
and  49? 

A.  no  mammography 

B.  annual  mammography 

C.  annual  or  biennial  mammography 


36.  Biopsy  options  available  for  non-palpable 
nodules  visible  on  mammography  and  ultra- 
sound include  all  EXCEPT: 

A.  wire  localization  and  open  surgical  bi- 
opsy 

B.  stereotactic  breast  biopsy 

C.  ultrasound-guided  breast  biopsy 

D.  follow-up  with  magnetic  resonance  im- 
aging (MRI) 

The  Impact  of  Breast  Cancer 
on  Sexuality,  pages  84-86 

37.  Women  after  treatment  for  breast  cancer 
report: 

A.  loss  of  sexual  desire 

B.  increased  frequency  of  sexual  inter- 
course 

C.  more  pleasure  at  sexual  intercourse 

D.  welcoming  the  end  of  their  sexuality 

38.  Techniques  to  aid  in  the  counseling  of  breast 
cancer  patients  includes  all  EXCEPT: 

A.  unloading  the  question 

B.  start  at  less  sensitive  and  go  to  more 
sensitive  issues 

C.  allow  sufficient  time  to  discuss  sexuality 
issues 


D.  discussion  of  intimate  physical  and  emo- 
tional issues  supports  their  validity 

E.  avoid  more  sensitive  subjects 

Mammography  in  Nebraska: 
Physician-related  Barriers,  pages  87-91 

39.  In  focus  group  research  conducted  across 
the  State  of  Nebraska,  what  was  the  stron- 
gest influence  on  whether  or  not  women  aged 
50+  received  mammograms? 

A.  advice  from  friends 

B.  recommendation  from  the  woman's  phy- 
sician 

C.  when  a woman  felt  a lump  in  her  breast 

D.  public  service  announcements  on  radio/ 
television 

40.  Which  reason  for  being  uncomfortable  dur- 
ing the  mammogram  was  not  cited  by  women 
participating  in  focus  groups? 

A.  women  did  not  know  how  long  the  pro- 
cedure would  take 

B.  women  questioned  the  accuracy  of  the 
screening 

C.  women  felt  embarrassed  about  being  un- 
clothed 

D.  physical  discomfort  during  the  proce- 
dure. 
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ASK  A LAWYER 


NILESH  PATEL  & CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  If  a physician  or  other  health  care  pro- 
vider is  concerned  that  he/she  might 
have  been  infected  with  an  infectious 
disease  through  contact  with  a patient, 
can  the  health  care  provider  conduct  a 
test  of  the  patient's  body  fluid  to  deter- 
mine the  validity  of  that  fear? 

The  Nebraska  Legislature  has  recognized 
that  health  care  providers  are  at  risk  of  expo- 
sure to  the  blood  and  other  bodily  fluids  of 
patients.  However,  in  the  past  measures  to 
determine  whether  a patient  had  an  infec- 
tious disease  were  limited  to  "emergency 
medical  service"  providers.  See  Neb.  Rev. 
Stat.  § 71-510  (1990).  In  order  to  provide 
recourse  to  other  health  care  providers  who 
may  have  been  infected  by  a patient  with  an 
infectious  disease,  the  Legislature  passed 
LB819  (1994). 

That  bill,  nowNeb.  Rev.  Stat.  $ 71-514.03 
(1994),  provides  that  " [ i ] f a health  care  pro- 
vider has  a significant  exposure  to  the  blood 
or  body  fluid  of  a patient  as  determined"  by 
their  health  care  facility,  they  may  take  the 
following  steps: 

a.  first,  the  health  care  provider  can  ask 
the  patient  to  submit  to  a diagnostic 
test  of  his/her  bodily  fluid  for  the  pres- 
ence of  an  infectious  disease.  How- 
ever, the  patient  must  also  be  informed 
that  he  has  a right  to  refuse  consent; 

b.  if  the  patient  is  unconscious  or  other- 
wise unable  to  grant  consent,  consent 
may  be  obtained  from  the  patient's 
next  of  kin  or  legal  guardian. 

2.  How  can  the  health  care  provider  obtain 
a sample  of  the  patient's  blood  or  other 
bodily  fluid  if  the  patient  refuses  to  grant 
consent,  or  if  the  next  of  kin  or  legal 
guardian  refuses  to  grant  consent? 

a.  If  consent  is  not  granted  and  a sample 
of  the  patient's  blood  or  other  bodily 
fluid  is  available,  the  health  care  pro- 
vider may  test  the  sample  for  the  pres- 
ence of  an  infectious  disease; 

b.  If  consent  is  not  granted  and  there  is 
no  available  sample  of  the  patient's 


blood  or  other  bodily  fluid,  the  health 
care  provider  may  petition  the  district 
court  for  an  order  mandating  that  the 
test  be  performed. 

3.  Are  there  any  other  steps  that  a health 
care  provider  must  take  if  a sample  of 
the  patient's  blood  or  bodily  fluid  is 
tested  without  consent? 

a.  The  health  care  provider  must  notify 
the  patient  or  the  patient's  next  of  kin 
or  legal  guardian  that  a sample  is  be- 
ing tested; 

b.  The  health  care  provider  must  dis- 
close the  purpose  of  the  test  and  the 
test  results; 

c.  If  the  human  immunodeficiency  virus 
test  result  is  positive,  the  health  care 
provider  must  refer  the  patient  to 
posttest  counseling. 

4.  Under  this  statute,  what  can  the  patient's 

blood  or  bodily  fluid  be  tested  for? 

Neb.  Rev.  Stat.  § 71-514.02  (1994)  de- 
fines infectious  disease  or  condition  as  hepa- 
titis B,  meningococcal  meningitis,  active  pul- 
monary tuberculosis,  human  immunodefi- 
ciency virus,  and  other  diseases  that  may  be 
specified  by  the  Department  of  Health. 

5.  What  does  "significant  exposure"  mean 
under  this  statute? 

Neb.  Rev.  Stat.  § 71-514.02  (1994)  de- 
fines "significant  exposure"  as  "specific  eye, 
mouth,  other  mucous  membrane,  nonintact 
skin,  or  parenteral  contact  with  blood  or  other 
materials  known  to  transmit  infectious  dis- 
eases that  results  from  providing  care." 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Nilesh  Patel,  a law  student  at  the  University  of  Nebraska  Law 
School  and  Charles  M.  Pallesen  Jr.,  both  of  the  Cline  Williams  Law 
Firm.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

APRIL  26,  1996  — Infectious  Diseases  Symposium  - 
Boys  Town  Institute  Auditorium  - St.  Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26, 1996 — Family  Medicine  Update -Okoboji, 
Iowa. 

JUNE  12-15,  1996  — American  Association  of  Clinical 
Anatomists  - Creighton  University,  Omaha,  NE 

If  you  have  any  questions,  please  contact : Sally  C.  O'Neill, 
Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  6 813 1. 


CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

MARCH  16,  1996  — Team  Approach  to  Outpatient 
Management  of  Congestive  Heart  Failure,  Creighton 
University  Cardiac  Center,  Omaha,  NE.  2 credit 
hours  Category  1 . 

MARCH  20,  1 996  — Distinguished  Visiting  Professor, 
Obsessive  Compulsive  Disorder,  Michael  Jenike, 
M.D.,  Saintjoseph  Center  for  Mental  Health,  Omaha, 
NE.  2 credit  hours  Category  1. 

APRIL  24,  1 996 — Distinguished  Lecture  Series,  David 
P.  Westfall,  Ph.D.,  University  of  Nevada,  Reno,  NV. 
Saint  Joseph  Hospital,  Omaha,  NE.  1 credit  hour 
Category  1. 

APRIL  26,  1996  — 16th  Annual:  Infectious  Diseases 
Symposium,  Boys  Town  National  Research  Hospital 
Auditorium,  Omaha,  NE.  7 credit  hours  Category  1 . 

MAY  1,  1996  — Distinguished  Lecture  Series  - Stuart 
Rich,  M.D.,  University  of  Illinois,  Section  of  Cardiol- 
ogy, Chicago,  IL.  Boys  Town  National  Research 
Hospital  Auditorium,  Omaha,  NE.  1 credit 

hour  Category  1 . 

MAY  4,  1 996  — Multidisciplinary  Approach  to  Caring 
for  the  Cancer  Patient,  Omaha  Marriott  Hotel, 
Omaha,  NE.  4 credit  hours  Category  1. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology, 
Creighton  University,  Omaha,  NE.  36  credit  hours 
Category  1. 

May  24-26,  1996  — 1996  Primary  Care  Update, 
Village  East  Resort,  Okoboji,  I A.  13  Credit  hours 
Category  1 . 

MAY  31  & JUNE  1,  1996 — Second  Annual:  Neurology 
Update  for  Primary  Care,  Omaha  Marriott  Hotel, 
Omaha,  NE.  8 credit  hours  Category  1. 


JUNE  5,  1 996  — Ethical  Dilemmas  in  Long  Term  Care, 
New  World  Inn,  Columbus,  NE.  Credit  hours  TBA. 

JUNE  12-14,  1996  — 13th  Annual  Scientific  Session: 
American  Association  of  Clinical  Anatomists  (AACA), 
Creighton  University,  Omaha,  NE.  1 5 credit 

hours  Category  1 . 

JUNE  15 — Postgraduate  Course:  Endoscopic  Surgical 
Anatomy  of  the  Neck  and  Trunk,  Boys  Town  Na- 
tional Research  Hospital  Auditorium,  Omaha,  NE.  7 
credit  hours  Category  1. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


MAYO  FOUNDATION 

APRIL  1-3,  1996  — Management  Strategies  in  Com- 
plex Congenital  Heart  Disease,  The  Pointe  Hilton  at 
Squaw  Peak,  Phoenix,  Arizona.  13.5  Category  1 
hours,  Registration  fee:  $395. 

APRIL  26-27,  1996  — Advances  in  Polycystic  Ovary 
Disease,  Mayo  Foundation,  Rochester,  Minnesota. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1996  — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  coop- 
eration with  Mayo  Clinic  and  the  Department  of 
Medicine,  Royal  College  of  Surgeons  irr  Ireland 
Medical  School.  Program  Site:  Dublin,  Ireland. 

AUGUST  8-10,  1996  — Third  Annual  Symposium  on 
Biomedical,  Biopharmaceutical,  and  Clinical  Appli- 
cations of  Capillary  Electrophoresis.  Program  Site: 
Leighton  Auditorium,  Siebens  Building,  Mayo  Clinic, 
Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Disease, 
presented  in  cooperation  with  Mayo  Clinic  and  the 
North  American  Chapter  of  the  International  Union 
of  Angiology.  Program  Site:  Phillips  Hall,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  1 4-16,  1 996 — 1 996  International  Meeting 
on  ANCA  and  ANCA-Related  Diseases,  The  7th 
International  ANCA  Workshop.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester,  Min- 
nesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21, 1996 — Annual  Session,  Omaha  Marriott 
Hotel. 

SEPTEMBER  26-28,  1996  — Fall  Session,  Cornhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska  Cen- 
ter of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

THURSDAY-SATURDAY,  MARCH  1 4-1 6, 1 996— "Clini- 
cal and  Management  Trends  Affecting  Pulmonary 
Medicine",  19th  Annual  Meeting  of  the  National 
Association  for  Medical  Direction  of  Respiratory 
Care,  Ritz-Carlton,  Pentagon  City,  Arlington,  Vir- 
ginia. Target  Audience:  Physicians  and  non-physi- 
cians interested  in  medical  director  and  related 
issues.  Fee:  $190. 

11  DAYS,  MARCH  18-29,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Nebraska. 
Target  Audience:  Family  Physicians,  Physician  Assis- 
tants. Fee:  $1250  - two  week  session,  $900  - one 
week  session,  $1400  - split  sessions. 

FRIDAY,  MARCH  29,  1006  — 4th  Annual  Harold 
Gifford  Jr.  Ophthalmology  Symposium,  University 
of  Nebraska  Medical  Center,  Eppley  Science  Hall, 
Target  Audience:  Opthalmologist.  Fee:  $75 

FRIDAY  EVENING  APRIL  12,  1996  — Antibiotic  Resis- 
tance and  ENT/Otitis  Media  Infections,  Hyatt  Re- 
gency Hotel,  Chicago,  Illinois.  Target  Audience: 
Pediatricians.  Fee:  No  Charge. 

SATURDAY,  APRIL  13,  1996  — Economic  Realities: 
Medical  Care  for  the  COPD  Patient  in  1996,  The 
Ritz-Carlton,  St.  Louis,  Missouri,  Target  Audience: 
Pulmonologists,  Critical  Care  Medicine  and  Inter- 
nists. Fee:  $100 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice  Re- 
view: Skills  for  the  2 1 st  Century,  Center  for  Continu- 
ing Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Physician  Assistants. 
Fee:  $1250  - two  week  session,  $900  - one  week 
session,  $1400  - split  sessions. 

FRIDAY-SATURDAY  MORNING,  JUNE  7-8,  1996  — 
Fourth  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Red  Lion  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  Practice,  Internists,  Obste- 
tricians and  Gynecologists,  Emergency  Physicians, 
Physician  Assistants.  Fee  $150. 

WEDNESDAY-FRIDAY,  JUNE  12-14,  1996  — "Partners 
for  Heart  Disease  Prevention:  A Call  for  Action", 


Tenth  Region  VII  Cardiovascular  Disease  Risk  Re- 
duction Conference,  Clarion  Hotel  Carlisle,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care  Physi- 
cians, Cardiologists,  Nurses,  Health  Educators,  Di- 
etitians, Health  Departments,  Home  Economists. 
Fee:  $65  before  5/1/96,  $80  after. 

FRIDAY,  AUGUST  23,  1 996  — Rural  Health  Opportu- 
nities Fair,  University  of  Nebraska  Medical  Center, 
Outpatient  Care  Center,  Target  Audience:  Commu- 
nities Recruiting  Physicians.  Fee:  $300  per  booth. 

MONDAY-SATURDAY,  SEPT.  23-28,  1996  — Emer- 
gency Medicine  1 996:  Skills  and  Knowledge  for  the 
Practicing  Physician,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audience: 
Emergency  Physicians/others  providing  care  in  the 
ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1 996—  9TH 
Annual  Internal  Medicine  Update,  University  of 
Nebraska  at  Lincoln  Student  Union,  Lincoln,  Ne- 
braska (In  conjunction  with  Nebraska  football  game). 
Target  Audience:  Primary  Care  Physicians.  Fee:  $60. 

FRIDAY,  OCTOBER  11,  1 996  — 4th  Annual  College  of 
Medicine  Alumni  Day,  University  of  Nebraska  Medi- 
cal Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  Charge. 

THURSDAY-SUNDAY,  DECEMBER  5-7,  1996  — Ob- 
stetrics and  Gynecology  Conference,  Bally's  Las 
Vegas,  Nevada.  Target  Audience:  Primary  Care 
Physicians.  Fee:  $325. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  Provider, 
Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — Pro- 
vider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape,  CD- 
ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  600  South  42nd 
Street,  Omaha,  NE  68198-5651.  Call  (402)  559-4152  or  use  our  toll 
free  MD  Advantage  Number  and  ask  for  Continuing  Education 
(800)  642-1095  Nationwide,  FAX  Number  (402)  559-5915,  or  e- 
mail  CONTEDUC  @ UNMC.EDU. 
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NEW  MEMBERS 


BRUCE  BARON,  D.O. 

Dr.  Baron  was  born  in  New  York  City  and 
attended  Allegheny  College  in  Meadville,  PA.  Dr. 
Baron  was  a 1987  graduate  of  the  University  of 
Osteopathic  Medicine  and  Health  Sciences  in  Des 
Moines,  Iowa  and  took  a general  surgery  internship 
and  diagnostic  radiology  residency  at  Allegheny 
General  Hospital  in  Pittsburgh,  Pennsylvania,  and  a 
fellowship  in  neuroradiology  at  Cleveland  Clinic, 
Cleveland,  Ohio.  Dr.  Baron  is  a neuroradiologist  in 
Omaha  and  his  office  address  is  Suite  1,  Profes- 
sional Plaza,  6801  N.  72nd  St.,  Omaha,  NE  68122. 

JOHN  T.  BATTER,  M.D. 

Dr.  Batter  was  born  in  Omaha  and  attended 
Creighton  University.  Dr.  Batter  was  a 1987  gradu- 
ate of  Creighton  University  School  of  Medicine  and 
took  surgical  residencies  at  Creighton  and  Medical 
College  of  Wisconsin.  Dr.  Batter  is  a thoracic  sur- 
geon in  Omaha  and  his  office  address  is  4242 
Farnam  Street,  Suite  270,  Omaha,  NE  68131. 

MEHMET  S.  COPUR,  M.D. 

Dr.  Copur  was  born  in  Erzurum,  Turkey  and 
attended  Gulveren  College  in  Turkey.  Dr.  Coupur 
was  a 1982  graduate  of  Hacettepe  University  Fac- 
ulty of  Medicine  in  Ankaval,  Turkey  and  took  an 
internal  medicine  internship  at  Hacetteppe  Univer- 
sity, residency  at  Chicago  Medical  School  and  his 
medical  oncology  fellowship  at  Chicago  Medical 
School.  Dr.  Copur  is  a medical  oncologist  in  Grand 
Island  and  his  office  address  is  21 1 6 W.  Faidley  Ave., 
Grand  Island,  NE  68803. 

PETER  M.  DAHER,  M.D. 

Dr.  Daher  was  born  in  Castries,  St.  Lucia  and 
attended  St.  Lucia  College.  Dr.  Daher  was  a 1988 
graduate  of  Spartan  Health  Science  University  in  El 
Paso,  Texas  and  took  his  internship  at  Centurion 
Hospital  in  Tampa,  Florida  and  a family  practice 
residency  at  St.  Joseph  Hospital  in  Omaha.  Dr. 
Daher  is  a family  practitioner  in  Omaha  and  his 
office  address  is  3047  S.  72nd  St.,  Omaha,  NE 
68124. 

HENRY  J.  DETHLEFS,  IV,  M.D. 

Dr.  Dethlefs  was  born  in  Frankfurt,  Germany  and 
attended  Creighton  University.  Dr.  Dethlefs  was  a 
1992  graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  took  a family  practice  intern- 
ship at  St.  Francis  Family  Practice  Center  in  Wichita, 
Kansas.  Dr.  Dethlefs  is  a family  practitioner  in 
Omaha  and  his  office  address  is  2918  S.  24th  St., 
Omaha,  NE  68108. 


GEORGE  T.  EMODI,  M.D. 

Dr.  Emodi  was  born  at  Midwest  City,  Oklahoma 
and  attended  the  University  of  Nebraska  - Omaha. 
Dr.  Emodi  was  a 1 990  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  an 
orthopaedic  internship  at  the  University  of  Iowa 
Hospital  and  Clinics  in  Iowa  City,  Iowa.  Dr.  Emodi 
is  an  orthopaedic  surgeon  in  Omaha  and  his  office 
address  is  6751  N.  72nd  St.,  #104,  Omaha,  NE 
68122. 

RAYMOND  A.  HANSEN,  M.D. 

Dr.  Hansen  was  born  in  Teaneck,  New  Jersey  in 
1938  and  attended  Trinity  College  in  Connecticut. 
Dr.  Hansen  was  a 1963  graduate  of  Hahneman 
University  Medical  School  and  took  his  internship  at 
Madigan  Medical  Center  and  Fitzsimons  Medical 
Center.  Dr.  Hansen  is  a radiologist  in  York  and  his 
office  address  is  2222  Lincoln  Avenue,  York,  NE 
68467. 

FRANK  J.  MEZZACAPPA,  M.D. 

Dr.  Mezzacappa  was  born  in  Staten  Island,  New 
York  and  attended  Creighton  University.  Dr. 
Mezzacappa  was  a 1988  graduate  of  Creighton 
University  School  of  Medicine  and  took  an  internal 
medicine  internship,  residency  and  fellowship  in 
pulmonology  at  Creighton  University  School  of 
Medicine.  Dr.  Mezzacappa  is  a pulmonologist  in 
Omaha  and  his  office  address  is  7710  Mercy  Rd., 
Suite  307,  Omaha,  NE  68124. 

GREGORY  P.  O'DONNELL,  M.D. 

Dr.  O'Donnell  was  born  in  Omaha  and  attended 
Creighton  University.  Dr.  O'Donnell  was  a 1992 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  family  practice  internship 
and  residency  at  Baptist  Medical  Center  in  Kansas 
City,  Missouri.  Dr.  O'Donnell  is  a family  practitioner 
in  Lavista  and  his  office  address  is  8074  S.  84th  St., 
Lavista,  NE  681  28. 

BHALCHANDRA  PATEL,  M.D. 

Dr.  Patel  was  born  in  Gujarat,  India  in  1944  and 
attended  Gujarat  University  in  Ahmedabad,  India. 
Dr.  Patel  was  a 1 973  graduate  of  Gujarat  University 
Medical  School  and  took  residencies  in  accident 
and  emergency  coverage,  orthopedics,  general  sur- 
gery and  urology.  Dr.  Patel  is  a general  surgeon/ 
family  practitioner  in  Schuyler  and  his  office  address 
is  108  W.  17th  St.,  Schuyler,  NE  68661. 
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NEW  MEMBERS 


ARUN  SHARMA,  M.D. 

Dr.  Sharma  was  born  in  India  and  attended  Delhi 
University  in  Delhi,  India.  Dr.  Sharma  was  a 1979 
graduate  of  the  University  College  of  Medical  Sci- 
ence in  New  Delhi,  India  and  took  his  internship  at 
Creighton  University  School  of  Medicine,  and  resi- 
dencies at  Our  Lady's  Hospital  and  Regional  Hospi- 
tal, both  in  Ireland,  and  additional  internship  and 
residency  at  the  University  College  of  Medical 
Sciences  in  New  Delhi.  Dr.  Sharma  is  a psychiatrist 
in  Omaha  and  his  office  address  is  6910  Pacific  St., 
#214,  Omaha,  NE  68124. 


NICK  STEINAUER,  M.D. 

Dr.  Steinauer  was  born  in  Omaha  in  1962  and 
attended  the  University  of  Nebraska  - Omaha.  Dr. 
Steinauer  was  a 1 991  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  an  OB- 
GYN  residency  at  St.  Joseph  Hospital  in  Houston, 
Texas.  Dr.  Steinauer  is  an  OB-GYN  in  Omaha  and 
his  office  address  is  4239  Farnam  St.,  Suite  734, 
Omaha,  NE  681  3 1 . 
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"BREAST  CANCER  IN  NEBRASKA" 

CME  REGISTRATION,  ANSWER  SHEET  AND  EVALUATION 

To  receive  CME  credit,  please  provide  all  the  information  requested  below,  including  your 
evaluation  of  this  CME  offering.  Return  this  form  and  your  $10.00  check  to: 

Nebraska  Medical  Association 
233  South  13th,  Suite  1512 
Lincoln,  NE  68508-2091 

To  receive  CME  credit  for  this  self-study  package,  you  must  correctly  answer  28  questions 
(70%).  Your  answers  must  be  received  by  NMA  by  June  30,  1996. 

PLEASE  PRINT 

Name  

Address  

City State Zip  Code 

Clinic  Name City  


TEST  ANSWER  SHEET 
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EVALUATION 


1.  Of  the  articles  you  read,  did  you  find  them  to  be: 


Interesting 

1 2 

Informative 

1 2 

Knowledgeable  author 
1 2 

Well-researched 

1 2 


Not  Interesting 
4 5 

Not  Informative 
4 5 

Not  knowledgeable 
4 5 

Not  well-researched 
4 5 


Helpful  to  my  practice 

1 2 3 


Not  helpful 
4 5 
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(Continued  on  back) 


2.  Would  the  information  you  learned  in  the  Journal  articles  in  this  special  issue  cause  you 
to  change  your  practice  in  regard  to  screening  for  breast  cancer? 

yes no unsure not  applicable  for  my  practice 


3.  Regarding  follow-up  with  patients  to  whom  you  recommend  mammography,  after  read- 
ing the  articles,  to  insure  compliance  are  you: 

more  likely  to  follow  up  remain  the  same 

less  likely  to  follow  up  not  applicable  to  my  practice 


4.  Did  this  CME  offering  meet  the  stated  learning  objectives? 
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8.  If  the  NMA  were  to  repeat  this  type  of  educational  offering  on  another  topic,  I would  be 
likely  to: 

Participate  Not  Participate 

1 2 3 4 5 


9.  Please  indicare  your  specialty: 

FP/GP  Internal  Medicine 

OB/GYN  Other  specify 

Gen  Surg  PA 


10.  If  you  PREFER  this  method  to  obtain  CME  credits,  what  topics  would  you  like  to  see 
covered? 
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M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Ovorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D , Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1 100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall,  M .D. 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly,  M.D. 


SURGERY 

James  V.  Reiss,  M.D. 

11-96 


LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402-484-7600 

1500  S.  48TH  ST„  SUITE  709 
LINCOLN.  NE  68506 

1 -800-MEO-LINC 
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The 

□ 

/J*  HEART  iiii 

■_■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

jy  — If — If — 

UeniGr  of  Nebraska 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-96 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift, 

M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

2115  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)  462-8990 

If  No  Answer  Call 

(308)384-3199 

6-96 

eye. 


{ surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood,  M.D 
Max  W.  Linder,  M D. 
Gregory  E.  Sutton,  M.D 
Vincent  J.  Sutton.  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Crete,  Nebraska 
Seward,  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh.  Nebraska 
Marysville,  Kansas 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidrick,  M.D.,  F.A.C.O.G. 

Yvonne  K.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

1 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PATIENTS  WELCOME  ' 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

KyongT.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

ChristopherC.  Caudill,  M.D. 

Joseph  R.Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

KamranGhalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

mrd 

402-475-2803 
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1 Lincoln  Orihopacdk  (inner 

Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  & Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

john  C.  Yeakley,  M.D. 

Board  Certified 
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1000  South  13th  Street  • P.O.  Box  2636  Lincoln,  Nebraska  68542 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street  • Suite  100*  Lincoln,  NE  6851 0 11-96 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
■ CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


D°- Sc 


Neurological  & Psychiatric 
Specialists,  Inc. 

770  North  Cotner  Boulevard,  Suite  404 
Lincoln,  Nebraska  68505 
(402)  464-2600  FAX:  (402)  464-3655 


ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders,  Neurodevelopmental 
Disorders,  And  Disorders.  In  Children,  That  Effect  The  Brain,  Spine  and  Muscles. 
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Neurological  Surgery 

1500  S.  48th  Street,  Suite  511 

Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 
Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-191 9 FAX  (402)  483-0357 

8-96 


pathology 

medical 

services 

pc. 


SAMUEL  E.  BOON.  M.D 
JOHN  H CASEY.  M D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A.  DYNEK.  M D 
GEORGE E GAMMEL.  MD 
PATRICK  A KEELAN.  M D 
STEFFAN  R LACEY.  M.D 
CHRISTOPHER  T MASADA.  M D 
SCOTT M NOEL.  M.D 
MATTHIAS  I OKOYE.  M.D 
JOHN  F PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  M D 
AINA  I SILENIEKS.  M D 
DANIEL  J.  TILL.  M D 
LARRY  D TOALSON.  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


o PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

10-96 


Jtrairie  surgical 

ASSOCIATES  P.C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-96 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D..  FACOG 
James  J.  Maly.  M.D..  FACOG 
Gregory  J.  Hattan,  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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rT  TE°l°gy 

Adult  & Pediatric 

i v^'enteiv 

Urology 

Hal  K.  Mardis,  m.D.,  F.A.C.S.  fl.  Michael  Kroeger,  M.D.,  F.AX.S. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 

• Satellite  Clinics 

Papillion,  NE 

• Immanuel 

3-96 
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GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS, M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8S50 

Appointments 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  681 14 

8-96 


Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 

10-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 

11-96 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


I FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 


John  W.  Pemberton,  M.D. 


John  T.  Ramsell,  M.D. 


Donald  L.  Arkfeld.  M.D 


Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson,  M.D. 


Michael  L.  Goldstein.  M.D. 

Since  1886 


8111  Dodge  St. 
Omaha.  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St 
Omaha,  NE 
68107-2500 
(402)390-8111 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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MidwestChildrens  Chest  Physicians  P.C.  is  affiliated  with 
MidwestAllergy  & Astima  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M ROSS  THOMAS.  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R MURPHY,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  68144 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  68124 
MAAC  402-397-7400 
MCCP402-397-7979 

COLUMBUS 

2363 1 8th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

41 5 East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

1213GarfieldAvenue 
Harlan,  IA  51 537 
712-755-5161 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 

11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-96 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  °F“  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


C.A  MCWHORTER, 

M.D. 

(1918-1988) 

H.W.  McFADDEN,  JR., 

M.D. 

M.  SIMONS. 

M.D. 

B.Y.  R0FFMAN, 

M.D. 

R.K.  K0ERBER, 

M.D. 

CA  WEBSTER. 

M.D. 

R.E  BOWEN, 

M.D. 

W.R.  MARKUS, 

M.D. 

7441  “0“  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OG  ALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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HUGH  S.  LEVIN,  M.D 
JOSEPH  A.  JARZOBSKI,  M.D 
TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P.  TIERNEY,  M.D. 
SHIRLEY  LANDEN  HUERTER.  M.D 
MICHAEL  H.  PETERS,  M.D. 

D.  RANDALL  PRITZA,  M.D. 


V 


398-5880 

7710  MERCY  ROAD.  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-71 00,  72 1 W.  7th, 
Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028,  ID#C149MT. 

FAMILY  MEDICAL  ASSOCIATES,  P.C.,  MANCHES- 
TER, IOWA:  Established  practice.  Join  4 BC  FP  physi- 
cians, 3 PAs  located  next  door  to  prosperous  county 


hospital.  Excellent  consultant  support  from  Cedar  Rap- 
ids, Dubuque  and  University  of  Iowa.  BC  GS  in  town. 
Terms  negotiable  based  on  quality  & experience  of 
applicant.  Call  Ried  Boom,  M.D.,  319-927-2629. 

FAMILY  PRACTICE  PHYSICIAN:  Excellent  opportu- 
nity for  BC/BE  family  practitioner  to  join  successful,  well 
established  health  care  clinic  in  Lincoln,  NE.  Competi- 
tive compensation,  bonus  plan,  and  benefits  including 
malpractice  and  relocation  allowance.  Call  Dr.  David 
Grinbergs  at  1-800-334-1919  or  FAX  C.V.  to  402-333- 
8556. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Executive  Vice  President 

8502  West  Center  Road.  P.O  Box  241255,  Omaha.  NE  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marzia  Jones,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey.  President 

P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Brain  Injury  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J Cinque,  M.D  , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha.  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S Nyman,  Ph  D . Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd..  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Robert  N.  Troia,  M.D.,  President 
233  So.  13th  St..  Ste.  1512,  Lincoln.  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street.  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So.  13th  St.,  Ste  1512,  Lincoln.  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi . Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes.  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M Howell,  M.D..  FACEP.  Secretary-Treasurer 
11739  Mayberry  Plaza.  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose.  M.D.,  President 

233  S.  13th  Street.  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln.  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton,  M.D  , M.S.P.H  , Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD.  CN 

811  Rockhurst  Drive,  Lincoln.  NE  68510 


Nebraska  Health  Care  Association 

Patricia  Snyder.  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln.  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln.  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O  Box  24253.  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Tracy  R.  Osborne,  M.D.,  President 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich.  Executive  Director 
1430  South  St.,  #202,  Lincoln.  NE  68502-2446 
Nebraska  Oncology  Society 
Julie  M Vose.  M.D  , President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D  . Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Robert  Wergin,  M.D  . President 
4601  F Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P  , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D  , President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Patricia  E.  Thorpe,  M.D  , President 
233  S.  13th  Ste  . 1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D  . President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L Weaver.  M.D  , President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So  13th  St..  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M Horrocks,  M D . President 
233  So  13th  St..  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Debra  K Potratz,  CMA,  President 
814  Sweetwood  Drive,  Grand  Island,  NE  68803 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln.  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M D . Secretary-Treasurer 
720  N.  87th  St.,  Omaha.  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D  , President 
4740  A St..  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St..  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler.  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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A fax  for  medical  offices 
without  patience. 


The  RICOH FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


SOQOO  now  on  the  purchase  of  the  RICOH 
wClVW  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


«*  w 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


County 

NEBRASK^?£-r~S4° 1995 


Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
are  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Technology  with  a personal  touch 

The  caring,  experienced  professionals  at  Madonna  Rehabilitation 
Hospital's  Assistive  Technology  Center  assess  how  computer  access, 
seating  and  mobility,  environmental  control  and  communication  can 
improve  your  patient's  ability  to  be  independent.  Team  members  include: 

• a speech  language  pathologist 

• physical  therapist 

• occupational  therapist 

• psychologist 

• rehab  engineer 

• vocational  rehab  specialist 

Children  and  adults  with  spinal  cord  or  head  injuries,  developmental 
delays,  strokes,  neuromuscular  and  degenerative  diseases  and  other 
disabilities  can  benefit  from  the  training,  technical  support,  resources  and 
education  at  the  Assistive  Technology  Center.  For  more  information,  call 
Tracie  Spoeneman,  MS,  CCC-SLP,  at  402-483-9459. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 

* VAST  INVENTORY 

* KNOWLEDGEABLE  STAFF 
*QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 


PEGLER 
# SYSCO 

MEDICAL  SUPPLY 

1700  CENTER  PARK  ROAD  LINCOLN,  NE  6*512 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R Gelber,  M.D.,  233  S.  13th  St. 
#1512,  Lincoln,  NE  68508  The  manuscript  should  be  typewritten, 
double-spaced,  on  8V2  x 11  in  paper,  with  generous  margins  on  each 
page  Number  all  pages  in  the  right  upper  corner  with  the  author's 
surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers 

Tables  and  illustrations  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8V2  x 11  in  paper  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
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Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
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pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion Payment  will  be  made  only  upon  publication  of  the  cartoons. 
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SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
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benefits  and  30  days  of  vacation  with  pay 
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with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEIHODET 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


A Healthier  Future 


As  doctors,  we  hold  passion  for  our  work 
and  strive  for  attention  to  detail  with 
refined  medical  solutions. 

As  businessmen  and  women,  we 
seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
workplace. 

As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 

emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska,  Illinois  and 
Minnesota 

• St.  Paul  malpractice  insurance 
i • Competitive  bonus,  benefit  and 

■■■■■■»  A compensation  packages. 

•■■•■■■a A 

:aJ\  acute  care,  inc. 

msssS?  V ~ 
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800-729-7813  or  send  CV  to  P.O.  Box  515, 
Ankeny,  Iowa  50021. 
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PREMIUM  HOLIDAY 

March  was  a "premium  holiday"  month  for  physi- 
cians insured  under  the  NMA/Blue  Cross  Blue 
Shield  Croup  Health  Insurance  Plan  as  of  Septem- 
ber 30,  1995. 

The  Association  has  a Settlement/Participation 
Agreement  with  the  company  which  provides  for 
this  benefit  following  a highly  successful  financial 
year  such  as  that  experienced  in  1995.  This  is  the 
second  year  that  favorable  claims  experience  has 
resulted  in  a premium  holiday  month. 

NMA  members,  their  families,  and  office  staffs 
are  eligible  to  participate  in  the  NMA  insurance 
plans.  Association  members  not  currently  covered 
by  the  plan  are  encouraged  to  obtain  information 
by  contacting  Brenda  Robb  at  Blue  Cross/Blue 
Shield  in  Omaha  at  (402)  392-4184  or  toll  free  1 -800- 
642-8014.  In  Lincoln  contact  Ken  Dustin  at  Blue 
Cross/Blue  Shield  at  (402)  477-2821. 
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CENTER 

at  the  University 

of  Nebraska  Medical  Center 

The  Motility  Center  at  the  University  of  Nebraska  Medical  Center  is  one 
of  the  region’s  most  comprehensive  diagnostic  arsenals  available  to  physicians. 

Through  a thorough,  multidisciplinary  assessment  and  use  of 
procedures  — such  as  a complete  range  of  manometric  techniques,  24  hour  pH 
and  motility  studies,  as  well  as  sophisticated  nuclear  medicine  and  radiologic 
techniques  — Motility  Center  staff  can  help  you  pinpoint  the  diagnosis  of: 

• dysphagia 

• gastroesophageal  reflux 

• non-cardiac  chest  pain 

• gastroparesis 

• pseudo-obstruction 

• irritable  bowel  syndrome 

• constipation 

• incontinence 

The  results  of  your  patient’s  procedures  and  evaluations  will  be  sent  to  you 
detailing  diagnosis  and  recommendations  for  management  and/or  follow-up  care. 

For  consultation  or  referral,  call  the  Motility  Center  staff  directly  at  (402) 
559-4582.  Or,  call  the  MDAdvantage  line  at  1-800-642-1095  and  ask  to  speak 
with  the  center’s  director. 


University 
of  Nebraska 
Medical  Center 


600  S.  42nd  Street 
Omaha,  NE  68198-2000 


1996  ANNUAL  SESSION 


Medicine  Today  - A Case  for  Aligned  Incentives 

Unsure  about  the  driving  force  behind  managed  care?  Need  insight  on 
how  to  examine  your  practice  to  ensure  financial  success?  Dr.  Barela  will 
look  at  today's  managed  care  market  using  the  principles  of  aligned 
incentives  to  answer  these  questions. 

Thomas  D.  Barela,  M.D.,  Ph.D. 

Phoenix,  Arizona 


Six  Habits  of  Successful  Physicians  & 
Preventing  Physician  Errors 

Does  it  seem  like  there's  never  enough  time  in  the  day?  Concerned  that 
the  pace  of  your  day  could  lead  to  problems  with  proficiency?  Doctor 
Zaslove  will  discuss  practical  methods  of  managing  professional  time  and 
specific  tactics  for  error  prevention. 


Saturday,  April  20, 1996 
Marriott  Hotel,  Omaha,  Nebraska 


Marshall  O.  Zaslove,  M.D. 
Napa,  California 


Strengthening  Families 


For  more  than  three  decades, 
professionals  have  turned  to 
T.  Berry  Brazelton,  M.D.,  for 
advice  and  consultation  on 
child  care  and  development 
issues.  Long  recognized  as  one 
of  the  leaders  in  the  clinical 
pediatrics  field,  Dr.  Brazelton 
has  shared  his  research  findings 
and  practical  knowledge  with 
a diverse  audience. 

T.  Berry  Brazelton,  M.D. 

National  Seminar  Series 

May  15, 1996 

Cornhusker  Hotel  & Conference  Center 

Keynote  Speaker: 

"Touchpoints  in  Development:  A Model  for  Early 
Intervention,"  by  T.  Berry  Brazelton,  M.D. 

Professor  of  Pediatrics,  Emeritus,  Harvard  Medical  School 
and  Children's  Hospital,  Boston. 


Other  Topics: 

• "The  Difficult  Child," 

by  Stanley  Turecki,  M.D.,  of  New  York,  NY 

• "Helping  Children  Cope  with  Stressful  Life  Events," 

by  Maria  Trozzi,  M.Ed.,  of  Boston,  MA 

• "Raising  Non-Violent  Kids  in  a Violent  World," 

by  Steven  Parker,  M.D.,  of  Boston,  MA 


Dr.  Brazelton  and  faculty  will  provide  a question-and-answer  panel 
at  the  end  of  the  morning  and  afternoon  sessions. 

Registration: 

Fee:  $125.  This  offering  has  been 
approved  for  continuing 
education  credit.  To  preregister, 
contact  Anne  Kruse  at 
Lincoln  General  Hospital, 

(402)  473-5647. 


m 


LINCOLN  GENERAL 

HOSPITAL 

Mental  Health  Services 
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THE  NEBRASKA  MEDICAL  ASSOCIATION 
128th  ANNUAL  SESSION 


Plan  to  Attend 

THE  INAUGURAL  BANQUET 

All  physicians  and  spouses  are  cordially  invited  to  attend  the 
installation  of  Christopher  C.  Caudill,  M.D.  as  President  of 

the  Nebraska  Medical  Association  and  recognition  of  Linda  u „ 

Schafer  as  President  of  the  Nebraska  Medical  Association 
Alliance.  Entertainment  by  the  Gentlemen's  Chorderly  com- 
pletes the  evening's  festivities. 

5:30  p.m.  — Presidents'  Reception  (cash  bar) 

6:30  p.m.  — Inaugural  Ceremony 

7:00  p.m.  — Dinner 

Saturday  Evening,  April  20, 1996 

Marriott  Hotel,  Omaha,  Nebraska 


NMA  NEWS  NOTE 

OPTOMETRIC  AND  MALPRACTICE  CAP 
INCREASE  BILLS  DEAD  FOR  THIS  YEAR 

The  optometrists  were  unable  to  find  a senator  to 
make  LB  1060  a priority  bill  this  year.  Their  proposal 
to  treat  glaucoma  therefore  will  not  be  considered 
this  year.  The  NMA  worked  with  the  Nebraska 
Academy  of  Ophthalmology  to  discourage  sena- 
tors from  prioritizing  the  bill. 

Proponents  of  raising  the  cap  on  malpractice 
recoveries  from  $1.25  to  S2  million  also  failed  to 
find  a priority  sponsor  for  LB  569.  We  anticipate  that 
both  LB  1 060  and  LB  569  will  be  re-introduced  next 
year. 


Medical  Director/Associate  Director 
for  Clinical  Services 

The  Medical  Director/Associate  Director  for  Clinical 
Services  has  primary  responsibility  for  healthcare  delivery 
of  the  highest  professional  and  ethical  standards  possible. 
Responsible  for  building  a team  approach  to  patient  care 
integrating  the  services  of  the  primary  healthcare  provid- 
ers, with  those  of  the  contract  medical  specialists,  the 
nursing  staff,  the  full-service  medical  laboratory  and  the 
radiology  department.  Works  with  the  director,  medical 
staff,  and  others  to  develop  overall  goals  and  program 
objectives  for  the  University  Health  Center.  Provides 
direct  clinic  patient  care  for  approximately  60%  of  the  time. 

M.D./D.O.  degree  and  an  unrestricted  Nebraska  license  to 
practice  medicine  (or  ability  to  obtain  such  licensure).  Board 
certification  in  a specialty  relevant  to  an  ambulatory  care 
setting  serving  primarily  young  adults.  Experience  in 
delivering  primary  care  in  non-hospital  settings  important. 
Three  years  healthcare  management  experience  preferred. 
Salary  is  negotiable  and  commensurate  with  experience. 
12-month  full-time  position.  Beginning  August  1,  1996  or 
as  negotiated. 

Send  letter  of  application,  resume,  and  the  names, 
addresses  and  telephone  numbers  of  three  professional 
references  by  April  26,  1996  to: 

Dr.  Peg  L.  Blake,  Assistant  Vice  Chancellor  for  Student 

Affairs  and  Director  of  University  Health  Center 

209  University  Health  Center 

University  of  Nebraska-Lincoln 

15th  & U Streets 

Lincoln,  NE  68588-0618 
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Organized  Medical  Staff  Section 


▼ 


Representation, 
Education  and 
Networking 


Twenty  Seventh  Assembly  Meeting 
June  20-June  24,  1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 
June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  "Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 
evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 
afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

"The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.” 

For  more  information,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


PRESIDENT'S  PAGE 


Celebration  Time  — Reprise 


DAVID  L.  BACON,  M.D. 


It  has  now  been  a year  since  I first  wrote 
to  you  regarding  our  medical  association,  its 
plans,  activities,  goals  and  problems.  It  has 
been  an  eventful  year,  to  say  the  least.  Most 
of  the  results,  I think,  have  been  satisfactory. 
It  has  been  an  exceptional  pleasure  to  have 
the  opportunity  to  serve  you  as  your  Presi- 
dent. It  is  rare  to  have  the  opportunity  to  see 
if  one  can  make  a difference  and  perhaps 
improve  the  status  of  one's  profession.  One 
of  the  great  joys  of  this  year  has  been  all  of 
the  friends  that  I have  made  and  all  of  the 
unique  experiences,  everything  from  stand- 
ing on  the  veranda  of  the  Scottsbluff  Coun- 
try Club  on  a warm  autumn  evening  watch- 
ing the  sun  set  over  Mitchell  Pass  and  watch- 
ing the  lights  of  the  North  Platte  Valley 
gradually  twinkle  into  view  to  the  sheer 
terror  of  nearly  being  forced  off  the  Inter- 
state by  a semi  pulling  an  out  of  control  pup 
on  an  icy  highway. 

The  office  of  our  Association  is  a remark- 
able institution.  The  ladies  who  do  the  staff 
work  in  the  office  are  most  efficient,  profi- 
cient and  helpful.  The  executive  group  in  the 
office  also  does  an  exceptional  job.  During 
this  last  year  Kelly  Madcharo  has  been  el- 
evated to  the  executive  group  and  with  her 
special  training  has  been  a real  asset  to  our 
office.  Jim  Ruigh  has  continued  to  do  a very 
good  job  as  the  Assistant  Executive  Direc- 
tor. Bill  Schellpeper  has  continued  to  serve 
us  admirably  as  the  Executive  Director.  On 
his  annual  evaluation,  one  of  the  members 
of  the  Board  of  Directors  wrote,  "He  is  the 
glue  which  holds  our  organization  together." 
This  is  literally  true.  With  his  long  experi- 
ence with  our  organization,  his  interper- 
sonal and  administrative  skills,  he  truly  is  the 
glue  of  our  organization. 

One  of  the  jobs  of  the  President  of  the 
NMA  is  to  have  a liaison  with  the  executive 
officers  of  the  Alliance.  This  has  been  a great 
experience.  The  Alliance  has  been  most  for- 
tunate to  have  Carmen  Kleager  as  its  Presi- 


David  L.  Bacon,  M.D. 


dent  and  with  her  skill  at  administration  and 
persuasion,  the  Alliance  has  made  great 
strides  this  year.  It  has  been  a pleasure  to 
help  as  the  Alliance  and  our  Ad  Hoc  Com- 
mittee on  Violence  and  Neglect,  chaired  by 
Dr.  Jack  Lewis,  labored  in  the  area  of  domes- 
tic violence.  The  information  which  you  have 
obtained  through  Alliance  members,  as  well 
as  the  handbook,  the  billboards  which  have 
been  placed  across  the  State,  and  the  work- 
ing relationship  with  the  domestic  violence 
coalition  has  made  this  a very  successful 
effort. 

In  the  area  of  legislation  and  legislative 
affairs,  the  Association  has  represented  the 
profession  very  well  this  past  year.  We  have 
had  a number  of  difficult  issues,  but  the 
chair  of  our  Commission  on  Legislation  and 
Governmental  Affairs  has  coordinated  our 
work  very  well.  Dr.  Allen  Dvorak  is  to  be 
congratulated  on  the  success  that  the  Asso- 
ciation has  had.  Assisting  him  in  a most  able 
manner  has  been  Dr.  Fred  Paustian.  As  your 
President  for  the  year  1994  to  1995,  Dr. 
Paustian  was  intimately  involved  in  LB-414. 
When  I became  the  President,  I asked  him  if 
he  would  continue  to  be  the  point  man  on 
the  lobbying  regarding  this  issue.  He  has 
been  able  to  coordinate  the  focused  work- 


April  1996 


Nebraska  Medical  Journal  103 


ing  group  and,  with  the  assistance  of  our 
lobbyists,  has  been  able  to  develop  a com- 
promise on  this  bill  which  will  provide  the 
quality  of  care  which  we  expect  from  the 
nurse  practitioners  and  the  physicians  who 
forge  working  relationships  with  them.  I 
would  be  remiss  if  I did  not  mention  our 
lobbying  efforts.  The  lobbyists  from  Cline 
Williams,  who  regularly  work  for  us,  have 
done  a very  good  job  in  helping  us  stay 
abreast  of  the  issues  and  helping  us  repre- 
sent the  concerns  of  the  profession  to  the 
legislators.  Dave  Buntain  is  the  attorney  who 
works  with  us  most  as  a lobbyist.  He  has 
been  most  ably  assisted  by  Charles  Pallesen 
and  Mary  Campbell.  On  important  issues 
lobbyists  for  the  specialty  groups  have  also 
been  effective  in  working  with  the  Associa- 
tion as  a whole  and  for  their  special  interest 
groups.  Mr.  Bill  Mueller,  the  lobbyist  for  the 
ophthalmologists,  has  helped  our  Associa- 
tion with  various  issues  and  the  lobbyist  for 
the  AAFP,  Mr.  Bruce  Cutshall,  has  also  been 
of  great  assistance.  The  relationship  of  these 
fine  people  to  the  Legislature  has  made  it 
very  easy  for  us  to  gain  access  to  present  our 
views  to  various  legislators  and  to  legislative 
committees.  When  the  Alliance  held  their 
annual  legislative  breakfast  this  year,  25  leg- 
islators came  to  the  legislative  breakfast  to 
talk  with  those  from  the  Association  and  the 
Alliance  who  were  acting  as  hosts.  I am  told 
that  this  is  an  unusual  success  in  getting 
such  a large  group  of  legislators  to  one 
breakfast,  particularly  when  it  was  in  compe- 
tition with  two  other  groups  holding  similar 
type  meetings  at  the  same  time. 

Other  successes  which  we  have  had  in- 
clude an  excellent  record  with  our  health 
insurance  policy.  It  appears  that  we  will 
have  one,  and  perhaps  two,  premium  holi- 
days this  year  as  a result  of  the  favorable 
actuarial  experience.  This  continues  to  be  a 
real  benefit  for  our  Association  members. 

Managed  care  has  continued  to  make 
inroads  into  the  profession  and  there  is  now 
developing  the  framework  of  a physician  led 
network  across  the  state.  The  Association  is 
proud  to  have  been  able  to  provide  a forum 
by  which  these  groups  can  get  together  to 
discuss  the  issues  and  make  plans  for  further 
relationships.  Should  this  come  closer  to 
reality,  however,  because  of  our  tax  exempt 
status,  the  Association  will  have  to  stand  at 
arms  length  from  the  actual  contracting. 


In  the  area  of  data  and  medical  informa- 
tion, there  will  be  a proposal  presented  to 
the  House  of  Delegates  for  the  develop- 
ment of  a statewide  physician  controlled 
and  managed  information  service.  This  ap- 
pears to  be  a practical  reality  and  an  eco- 
nomic possibility.  I look  forward  to  the 
Association's  debate  on  this  issue  with  great 
interest. 

Nebraska  has  a deficiency  regarding  the 
care  of  impaired  physicians  and  physician 
advocacy  programs.  The  Committee  on  Phy- 
sician Advocacy  has  met  and  is  pursuing  the 
results  of  the  study  of  the  Federation  of 
State  Medical  Boards  document  regarding 
physician  advocacy.  It  is  my  fervent  hope 
that  we  will  be  able  to  proceed  further  and 
develop  a much  improved  treatment  plan 
for  impaired  physicians  and  medical  advo- 
cacy program  as  this  is  further  developed. 
Dr.  Cal  Davis  is  leading  this  effort. 

Another  area  which  we  have  addressed 
this  year  and  are  developing  is  a committee 
which  is  concerned  with  the  public  health 
and  environmental  impact.  The  Radiation 
Safety  Committee  is  being  increased  in  scope 
and  will  deal  not  only  with  problems  con- 
cerning radiation  and  its  impact  on  our  en- 
vironment, but  also  other  environmental  is- 
sues including  water  purity,  solid  waste  dis- 
posal, petroleum  waste,  and  other  chemical 
contaminations  of  our  environment.  It  is  our 
hope  that  this  particular  committee  will  be 
able  to  reach  consensus  positions  so  that  we 
are  able  to  publicly  address  these  issues  in 
the  various  formats  that  may  be  presented. 

The  Commission  on  Association  Affairs, 
most  ably  led  by  Dr.  J.  T.  Johnson,  is  consid- 
ering an  ambitious  agenda  to  more  fully 
involve  medical  students  and  house  officers 
in  the  programs  of  the  Association.  These 
issues  will  be  discussed  at  the  annual  meet- 
ing and  it  is  anticipated  that  the  medical 
school  coordinating  committees  will  discuss 
this  further  with  the  faculty  representatives. 

The  Every  Woman  Matters  program,  which 
is  administered  by  the  Association  in  con- 
junction with  the  health  department,  is  a 
success  and  Dr.  Braddock  has  most  ably  led 
the  effort  in  this  area. 

As  you  are  no  doubt  aware,  a bill  was 
introduced  which  sunsets  for  departments 
of  state  government  and  one  committee,  all 
having  to  do  with  health  and  human  ser- 
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vices.  It  then  proposes  to  reorganize  under 
a giant  department  with  three  bureaus,  one 
bureau  dealing  with  standards,  one  bureau 
dealing  with  service  delivery  and  one  bu- 
reau dealing  with  the  finances  of  the  ser- 
vices. This  represents  a real  challenge.  Your 
Association  has  in  place  a task  force  made 
up  of  nearly  30  physicians  with  representa- 
tion of  fields  of  medicine,  medical  educa- 
tion and  research  to  begin  to  interact  with 
the  task  force  leading  this  particular  legisla- 
tive overhaul.  It  is  our  hope  that  this  task 
force  will  be  able  to  assist  the  members  of 
state  government  in  the  reorientation  of 
health  and  human  services  delivery  so  that 
vital  services  can  be  delivered  as  efficiently 
as  possible  and  those  items  which  we  are 
concerned  about  regarding  quality  of  health 
care  delivery  and  standards  of  discipline  are 
carried  out  in  a careful,  efficient,  consistent 
and  productive  manner. 

As  always,  when  one  is  finishing  a term  of 
office,  one  looks  at  problems  that  are  fore- 
seen in  the  future  and  activities  which  we 
need  to  be  concerned  with.  The  great  con- 
cern which  I have  at  the  present  time  is  for 
the  integrity  of  the  profession.  There  are 
many  forces  loose  in  our  society  which  want 
to  do  away  with  the  profession  of  medicine 
and  turn  it  into  an  hourly  workplace  job. 
These  particular  forces  would  like  to  divide 
physicians  on  a variety  of  formats,  medical 
school  backgrounds,  medical  society  affilia- 
tions, and  geographic  location.  In  the  time 
of  Hippocrates,  when  the  Hippocratic  oath 
was  formulated,  the  same  types  of  issues 
prevailed  and  it  is  no  accident  that  the 
Hippocratic  oath  deals  in  large  measure  with 
the  association  of  physicians  with  each  other 
and  in  the  integrity  of  the  profession.  The 
collegiality  of  physicians,  one  with  another, 
was  emphasized,  the  education  of  physi- 
cians was  promoted,  and  the  ethical  posture 
of  physicians  in  the  care  of  patients  was 
demanded.  As  we  continue  our  work  in  our 
Association,  I think  that  we  must  be  aware 
that  the  Association  is  the  sole  guardian  of 
the  integrity  of  the  profession.  No  other 
organization  is  concerned  with  the  integrity 
of  the  entire  profession  of  medicine.  In  or- 
der to  refresh  your  memories,  I would  like  to 
close  with  the  Hippocratic  oath  as  my  fare- 
well salute  to  you,  the  members  of  our  Asso- 
ciation. 


Oath  of  Hippocrates 

I swear  by  Apollo,  the  physician,  by 
Aesculapius,  by  Hyceia,  by  Panacea,  and  by 
all  the  gods  and  goddesses,  calling  them  to 
witness  that  according  to  my  ability  and  judge- 
ment I will  in  every  particular  keep  this,  my 
oath  and  covenant,  to  regard  him  who  teaches 
this  art  equally  with  my  parents,  to  share  my 
substance,  and,  if  he  be  in  need,  to  relieve  his 
necessities;  to  regard  his  offspring  equally 
with  my  brethren;  and  to  teach  his  art  if  they 
shall  wish  to  learn  it,  without  fee  or  stipula- 
tion; to  impart  a knowledge  by  precept,  by 
lecture,  and  by  every  other  mode  of  instruc- 
tion to  my  sons,  to  the  sons  of  my  teacher, 
and  to  pupils  who  are  bound  by  stipulation 
and  oath,  according  to  the  law  of  medicine, 
but  to  no  other. 

I will  use  that  regimen  which,  according  to 
my  ability  and  judgement,  shall  be  for  the 
welfare  of  the  sick,  and  I will  refrain  from  that 
which  shall  be  baneful  and  injurious.  If  any 
shall  ask  of  me  a drug  to  produce  death,  I will 
not  give  it,  nor  will  I suggest  such  counsel,  in 
like  manner  I will  not  give  to  a woman  a 
destructive  pessary. 

With  purity  and  holiness  will  I watch  closely 
my  life  and  my  art.  I will  not  cut  a person  who 
is  suffering  from  a stone,  but  will  give  way  to 
those  who  are  practitioners  in  this  work.  Into 
whatever  houses  I shall  enter,  I will  go  to  aid 
the  sick,  abstaining  from  every  voluntary  act 
of  injustice  and  corruption,  and  from  lascivi- 
ousness with  women  or  men  . . . free  or 
slaves. 

Whatever  in  the  life  of  men  I shall  see  or 
hear,  in  my  practice  or  without  my  practice, 
which  should  not  be  made  public,  this  will  I 
hold  in  silence,  believing  that  such  things 
should  not  be  spoken. 

While  I keep  this,  my  oath,  inviolate  and 
unbroken,  may  it  be  granted  to  me  to  enjoy 
life  and  my  art,  forever  honored  by  all  men; 
but  should  I by  transgression  violate  it,  be 
mine  the  reverse. 


April  1996 


Nebraska  Medical  Journal  105 


GUEST  EDITORIAL 


Commodity  Trading  and  PC 


RONALD  L.  ASHER,  M.D. 


I bet  you  think  this  editorial  is  about  Hilary, 
but  I chose  the  title  just  to  get  your  attention. 
My  reference  to  commodities  is  that  patients 
are  not  a commodity  to  be  bought  and  sold 
for  a designated  amount  of  dollars  per  life  by 
HMOs  or  insurance  companies.  The  value  of 
each  patient  is  tallied  by  accountants,  law- 
yers, and  CEOs  down  to  a tenth  of  a cent. 

Doctors  are  becoming  commodities  also. 
An  accountable  health  agency  decides  how 
many  and  what  kind  of  doctors  are  needed  in 
each  area  and  also  decide  how  much  and 
how  often  the  doctors  can  provide  services. 
In  some  group  practices  one  MD  is  inter- 
changeable with  another.  As  groups  become 
larger,  efficiency  demands  total  interchange- 
ability.  The  ultimate  result  is  the  development 
of  the  generic  physician  - the  ultimate  PC  - the 
physician  clone. 

Some  of  the  changes  described  above  may 
be  inevitable.  But  how  can  one  avoid  being 
just  a cog  in  a large  machine?  There  is  the 
Hippocratic  Oath  and  certainly  the  Golden 
Rule  is  a very  good  guideline.  But  for  those  of 


us  who  are  a least  bit  whimsical,  I suggest  the 
"Seven  Deadly  Virtues"  from  Camelot.  Mordred 
noted  that  he  had  not  been  cursed  without 
courage,  purity,  humility,  diligence,  charity, 
honesty,  and  fidelity.  The  benefits  of  these 
virtues  are  easy  to  see,  except  perhaps  to 
Mordred.  Courage  suggests  the  strength  to 
do  what  is  right  for  the  patient  and  purity 
provides  the  knowledge.  Humility  puts  us  on 
an  equal  basis  with  our  patients  and  col- 
leagues. Diligence  is  needed  to  face  the  de- 
mands of  practice  and  continuous  learning. 
Charity  goes  beyond  providing  free  medical 
care  to  the  indigent.  Rather  it  suggests  a 
willingness  to  give  of  ourselves  not  only  to  our 
patients  but  to  our  family  and  ourselves.  Hon- 
esty implies  a willingness  to  look  at  our 
strengths  and  weaknesses,  our  motives  and 
our  motivation.  Fidelity  requires  us  to  be  faith- 
ful to  our  ideals. 

Certainly  the  study  of  outcomes  and  the 
development  of  algorithms  is  worth  while  but 
let  us  not  forget  our  humanity  and  why  we 
became  physicians.  One  final  thought  - Non 
llligitimi  carborundum. 
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ORIGINAL  ARTICLE 


"Serotonin  Syndrome  and  Fluvoxamine: 

A Case  Study" 

J.  BOMAN  BASTANI,  M.D.,  F.A.P.A.  MATTHEW  M.  TROESTER  ASHESH  J.  BASTANI  B.S. 

Chairman,  Dept,  of  Psychiatry  University  of  Kansas  Research  Associate,  LincPsych 

Bryan  Memorial  Hospital  Research  Assistant  Lincoln,  Nebraska 

1550  So.  70th  Street,  Lincoln,  NE  68506 


SUMMARY: 

OBJECTIVE:  To  report  a serotonin  syndrome 
reaction  in  a patient  taking  fluvoxamine  to 
replace  an  earlier  SSRI  agent. 

CASE  REPORT:  A female  patient  with  Obses- 
sive Compulsive  Disorder  on  paroxetine  after 
resurgence  in  her  obsessive  ruminations  was 
started  on  fluvoxamine  50  mg  daily.  One  week 
later  she  became  suicidal  and  was  hospitalized. 
The  fluvoxamine  was  increased  to  50  mg  morn- 
ing and  100  mg  bedtime  and  the  paroxetine 
was  discontinued.  Over  the  next  few  days  she 
began  to  have  trouble  with  her  concentration. 
A low  grade  fever  set  in  after  she  experienced 
auditory  hallucinations.  Fluvoxamine  was  dis- 
continued and  she  had  an  uneventful  recovery 
after  twenty-four  hours. 

DISCUSSION:  Fluvoxamine  is  a recently  ap- 
proved serotonin  selective  reuptake  inhibitor 
(SSRI)  with  few  side  effect  profiles.  It  is  effective 
in  the  treatment  of  Depressive  Disorder  and 
Obsessive  Compulsive  Disorder  and  is  used  to 
potentiate  or  replace  other  anti-OCD  drugs 
including  already  available  serotonin  specific 
reuptake  inhibitors  (SSRI).  We  wish  to  draw 
attention  to  the  potential  for  serotonin  syn- 
drome in  patients  on  fluvoxamine  who  may 
have  previously  been  on  other  SSRIs. 

Introduction:  Fluvoxamine  is  a serotonin 
selective  reuptake  inhibitor  (SSRI)  and  is  indi- 
cated in  the  treatment  of  Depression  and  Ob- 
sessive Compulsive  Disorder  (OCD).  It  has 
recently  been  approved  for  use  in  the  United 
States.  Fluvoxamine  is  an  effective  and  well 
tolerated  antidepressant  that  is  becoming  es- 
tablished as  an  alternative  to  the  older  agents 
for  the  treatment  of  OCD  (Wilde  et  al.,  1993) 
We  are  presenting  the  following  report  of  a 
serotonin  syndrome  reaction  as  a side  effect  of 
fluvoxamine  in  a patient  earlier  on  paroxetine. 
This  case  report  brings  to  awareness  the  poten- 
tial problem  posed  when  fluvoxamine  is  used  to 
replace  another  SSRI. 


Case  Report:  Mrs.  C.,  an  adult  single  female 
was  diagnosed  in  November  1994  as  suffering 
from  OCD.  Situational  events  in  her  life  resulted 
in  feelings  of  despondency  and  hopelessness 
and  she  was  started  on  paroxetine  in  late  De- 
cember 1994.  Her  condition  was  stabilized  on 
paroxetine  30  mg  daily.  In  late  March,  she  was 
hospitalized  for  overdosage  for  four  days  due 
to  breakthrough  of  her  obsessive  ruminations. 
She  was  started  on  fluvoxamine  50  mg  daily  and 
paroxetine  30  mg  daily  when  discharged  from 
the  hospital.  She  was  seen  in  the  office  for  a 
followup  visit  when  her  fluvoxamine  was  in- 
creased to  100  mg  daily.  The  paroxetine  was 
tapered  and  discontinued  by  April  7,  1 995.  She 
was  re-hospitalized  on  April  6,  1995  as  she 
became  depressed  and  suicidal.  The 
fluvoxamine  was  increased  to  50  mg  morning 
and  1 00  mg  bedtime  on  April  9,  1 995.  Progres- 
sive anxiety  and  restlessness  were  seen  two 
days  later.  Trifluoperazine  6 mg  daily  was  added 
since  a short  course  helped  her  previous  anxi- 
ety attacks  in  early  December  1 994.  Symptom- 
atic relief  to  trifluoperazine  was  not  promptly 
noted  as  in  the  past  and  increasing  motor 
restlessness  became  apparent.  She  was  dis- 
tractible  and  had  difficulty  concentrating  over 
the  subsequent  three  days.  She  began  com- 
plaining of  tremors  and  muscle  twitching  in  her 
upper  extremities.  She  displayed  increasing 
anxiety  with  sleep  disturbance  and  confusion 
such  that  she  required  close  monitoring.  A low 
grade  fever  began  on  the  evening  of  April  1 5th 
and  she  began  hearing  sounds  of  child-like 
laughter  early  the  next  morning  of  her  two  year 
old  son  running  outside  her  hospital  room.  She 
repeatedly  asked  the  nurse  to  check  her  son's 
whereabouts.  The  same  morning  she  informed 
the  nurse  her  son  had  wet  her  bed  and  insisted 
they  change  the  bedsheets  even  though  they 
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were  dry.  The  intensity  of  these  hallucina- 
tions progressed  to  involve  her  parents  and 
daughter.  She  requested  to  leave  the  hospital 
because  her  son  was  crying  for  help. 

With  the  onset  of  the  hallucinations,  intrave- 
nous physostigmine  4 mg  was  administered  on 
a tentative  basis  to  rule  out  potential  anticholin- 
ergic toxicity.  With  no  symptomatic  relief,  on- 
going restlessness,  and  difficulty  concentrating, 
the  fluvoxamine  and  trifluoperazine  were  dis- 
continued the  same  morning.  Laboratory  stud- 
ies carried  out  were  blood  chemistry  and  com- 
plete blood  count  which  were  within  normal 
limits. 

Neurological  consultation  was  initiated  and 
she  underwent  a lumbar  puncture.  The  lumbar 
puncture  findings  were  in  the  normal  range. 
Other  studies  carried  out  were  a computerized 
axial  tomogram  of  her  head,  an  electroen- 
cephalogram, and  lab  studies  including  a sec- 
ond blood  chemistry  profile  and  blood  count, 
serum  protein  electrophoresis,  serum  cortisol, 
thyroid  profile,  and  an  autoantibody  panel;  all 
of  which  were  normal.  Her  creatine  phosphoki- 
nase  (CPK)  level  remained  normal.  After  the 
discontinuation  of  her  medication,  her  agita- 
tion was  symptomatically  treated  with  intrave- 
nous diazepam.  She  recovered  over  twenty- 
four  hours,  requiring  60  mg  of  diazepam  intra- 
venously. 

The  next  day  she  was  unable  to  recall  details 
of  the  previous  day,  including  the  lumber  punc- 
ture. She  disbelieved  the  events  recounted  by 
her  parents,  peers  and  the  hospital  staff.  She 
was  discharged  on  clonazepam  0.5  mg  t.i.d. 
She  continues  to  have  no  recall  of  the  period  for 
which  she  was  amnesiac  in  the  hospital. 

Discussion;  Serotonin  syndrome  is  charac- 
terized by  a variety  of  symptoms  including 
confusion,  restlessness,  anxiety,  myoclonus, 
ataxia,  hyperflexia,  tremor,  shivering,  diaphore- 
sis, hyperpyrexia  and  seizures  (Sternbach  H, 
1991).  It  is  attributed  to  enhanced  post-synaptic 
5HT1A  receptor  transmission  (Yamada  et  al., 
1988). 

We  believe  the  patient's  symptoms  coincide 
with  a serotonin  syndrome  reaction.  We  con- 
sidered the  possibility  of  neuroleptic  malignant 
syndrome  due  to  her  being  on  trifluoperazine 
but  she  had  been  on  a short  course  four  months 
ago  without  serious  adverse  results  and  her 
present  CPK  levels  remained  normal  on  repeat 
studies. 


We  do  not  believe  her  symptoms  to  be 
consistent  with  anticholinergic  toxicity  in  view 
of  the  lack  of  reversal  of  symptoms  in  response 
to  intravenous  phyostigmine.  Further,  the  time 
between  the  administration  of  paroxetine  (tl /2 
2 1 /0  hr)  and  fluvoxamine  (tl  /2  1 9-22  hrs)  would 
not  have  allowed  for  such  a buildup  to  toxicity; 
the  relative  half-lives  are  too  short  to  permit  that 
kind  of  toxicity  (PDR).  Wilde  et.  al.  reported  that 
trials  in  healthy  human  volunteers  confirmed 
the  results  of  invitro  and  invivo  studies  in  ani- 
mals which  suggested  the  fluvoxamine  is  un- 
likely to  cause  anticholinergic  effects. 

We  considered  the  possibility  that  the 
patient's  symptoms  were  related  to  withdrawal 
from  paroxetine.  On  review  of  case  reports  in 
the  recent  press  on  physical  symptoms  associ- 
ated with  paroxetine  discontinuation,  the  symp- 
toms reported:  severe  fatigue,  nausea,  dizzi- 
ness, emesis,  tremulousness,  and  headaches 
are  not  the  same  nor  nearly  as  severe  as  those 
observed  in  the  pastient  (Debattista,  et  al). 

On  review  of  the  literature,  there  have  been 
serotonin  syndrome  reactions  reported  in  asso- 
ciation with  fluvoxamine  and  combinations  of 
other  drugs.  Ohmem  et  al.  reported  a serotnin 
syndrome  reaction  induced  by  fluvoxamine 
when  given  with  lithium  and  Graber  et  al. 
reported  a similar  reaction  with  mono-oxidase 
inhibitor  (MAOI)  and  sertraline.  However,  no 
serotonin  syndrome  was  reported  to 
fluvoxamine  alone. 

Serotonin  syndrome-like  symptoms  were 
observed  in  an  OCD  patient  following  an  inap- 
propriate increase  in  the  fluvoxamine  dosage  as 
noted  by  Lenzi  et  al.,  1993.  In  this  case  the 
patient  increased  his  dosage  without  consult- 
ing his  physician  from  50  mg  to  250  mg  in  one 
day.  Soon  after  he  suffered  from  a sense  of 
unreality,  blurred  vision,  tremors,  trunk  move- 
ments, tonic/clonic  seizures,  and  shallow  breath- 
ing which  subsided.  These  symptoms  are  con- 
sistent with  acute  toxicity  of  fluvoxamine 
(Silverstein,  1995)  and  not  with  serotonin  syn- 
drome. Unlike  the  case  reported  by  Lenzi  where 
the  fluvoxamine  dosage  was  increased  rapidly, 
the  symptom  complex  in  the  patient  described 
by  the  present  authors  manifested  serotonin 
syndrome  when  fluvoxamine  was  given  in  in- 
cremental increase  in  her  dosage  over  two 
weeks. 

In  1992  Tourjman  and  Fontain  observed 
confusion  in  an  elderly  patient  whose 
fluvoxamine  was  increased  to  300  mg/day  over 
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two  weeks.  The  patient  was  confused  and 
disoriented  like  Mrs.  C;  however,  the  patient 
did  not  exhibit  other  symptoms  consistent  with 
serotonin  syndrome  such  as  hyperpyrexia  and 
tremor.  In  an  open  label  study  of  fluvoxamine 
among  adolescent  inpatients  with  OCD  or  de- 
pression as  reported  by  Apter  et  al.,  two  pa- 
tients developed  dilirium  and  hallucinations 
similar  to  Mrs.  C's.  However,  these  patients 
were  physically  debilitated  and  suffered  from 
anorexia-bulimia  whereas  Mrs.  C.  was  in  good 
physical  health. 

Fluvoxamine  was  first  reviewed  in  1986  by 
Benefield  and  Ward  and  the  serotonergic  pro- 
file and  tolerability  profile  of  fluvoxamine  sug- 
gest that  it  may  be  more  beneficial  to  patients 
suffereing  from  OCD  than  previously  available 
anti-OCD  agents  (Perse,  et  al.).  With  the  in- 
creasing establishment  of  this  drug  as  the  pri- 
mary treatment  of  choice  for  OCD,  the  authors 
want  to  point  out  a potential  adverse  reaction 
to  this  drug.  This  case  suggests  the  potential  for 
a serotonin  syndrome  reaction  in  patients  on 
fluvoxamine  who  may  have  previously  been  on 
other  SSRIs.  We  recommend  early  recognition 
of  the  symptoms  of  the  serotonin  syndrome. 
Prompt  discontinuation  of  fluvoxamine  resulted 
in  a reversal  of  the  symptoms  of  the  serotonin 
syndrome.  The  authors  look  forward  to  future 
reports  in  literature. 
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DURING  the  past  6 years,  there 
has  been  debate  in  the  litera- 
ture about  the  value  of  timing 
of  breast  cancer  surgery  in  relation  to  the 
menstrual  cycle,  since  Hrusheshky  and  co-work- 
ers described  an  influence  of  estrogens  upon 
experimental  metastasis,  and  reported  fewer 
breast  cancer  recurrences  in  women  resected 
during  the  periovulatory  stage  of  the  cycle.’-2 
Larger  retrospective  studies  of  menstrual  timing 
have  failed  to  confirm  Hrusheshky's  original 
report  of  only  41  cases,  but  have  indicated 
instead  that  late  luteal  timing  of  surgery  im- 
proves recurrence-free  prognosis  after  1 0 years 
several-fold,  when  compared  to  procedures 
performed  in  the  follicular  phase.  Interpretation 
of  mammograms  in  menstruating  women  is 
more  difficult  than  post-menopause,  and  often 
several  biopsies  may  be  required  to  establish  a 
positive  diagnosis.  Nevertheless,  women  aged 
40-50  have  a better  life-time  prognosis  than 
younger  or  older  women.3  This  group  accounts 
for  40%  of  years  of  life  annually  lost  from  breast 
cancer,  although  only  about  15%  of  breast 
cancers  are  detected  pre-menopause.4 

Because  menstrual  surgical  timing  is  a simple 
method  of  improving  surgical  end-results,  we 
have  summarized  the  currently  available  re- 
ports, up  to  February  1 995  in  the  Index  Medicus. 
These  include  5,353  patients  in  whom  recur- 
rence-free survival  was  determined  after  5-15 
years,  whose  operations  were  performed  dur- 
ing the  follicular  or  luteal  cycle  phases.  Ovula- 
tion was  generally  thought  to  be  on  day  13  or 
1 4 after  the  onset  of  the  last  menstrual  period. 
Some  reports  included  day  0-2  along  with  the 
luteal  phase  which  at  times  persisted  until  day  39. 

RESULTS: 

Most  node-negative  breast  cancer  patients 
today  have  an  excellent  prognosis  when 
mammography  has  detected  disease,  since  the 
tumors  are  often  less  than  2.0  cm  in  size.  They 
constitute  as  many  as  66-84%  of  cases  in  some 
large  series.  After  1 0 years  80%  of  patients  with 
neoplasms  smaller  than  2.0  cm  continue  to  be 
free  of  cancer,  so  that  there  is  little  room  for 


further  improvement  in  survival,  unlike  women 
with  larger  primaries. 

In  the  entire  series  of  20  reports  published 
thus  far,  there  was  an  overall  mean  5%  increase 
in  disease-free  survival  after  luteal  surgery  com- 
pared to  resections  during  the  follicular  phase 
p=.02  by  Wilcoxon  signed  ranks  test  (2-tailed). 
Many  reports  did  not  separate  node-negative 
from  node-positive  cases  in  calculating  progno- 
sis, and  are  listed  in  Table  1 . These  studies  found 
an  insignificant  change  in  survival  between 
luteal  or  follicular  timing  of  surgery.517  In  the 
largest  of  the  series  reported  in  Table  1 , 67%  of 
the  cases  were  node-positive,  suggesting  that 
many  had  not  been  detected  by  mammography 
which  has  not  as  yet  been  systematically  uti- 
lized in  Germany  for  screening  the  popula- 
tion.15 These  patients  all  received  3-6  cycles  of 
CMF  adjuvant  chemotherapy,  in  addition  to  41 
cases  given  radiotherapy,  or  Tamoxifen  in  41 
cases.  In  contrast,  the  most  recent  and  only 
prospective  study  of  menstrual  timing  reported 
from  Spain  included  84%  of  patients  with  nega- 
tive lymph  nodes.17 

The  remainder  of  the  cases  in  which  nodal 
involvement  was  specified  in  the  follow-up  of 
surgical  timing  are  shown  in  Table  2.18_25  Many 
of  the  large  series  also  indicated  the  survival  of 
receptor-positive  versus  receptor-negative  cases. 
Only  5%  overall  improvement  in  survival  was 
seen  in  the  negative-node  cases,  while  the 
node-positive  cases  exhibited  a 31%  + 3%  (SE) 
mean  benefit  5-1 5 years  after  luteal  surgery.  As 
a result,  including  both  positive  and  negative 
lymph  node  cases  in  Table  2,  the  mean  overall 
benefit  was  + 1 5%  ± 2%  (SE),  significant  at  p = 
.05  by  Wilcoxon  test. 

Patients  with  less  favorable  prognosis  due  to 
loss  of  estrogen  and/or  progesterone  receptor 
function,  which  include  nearly  three-quarters  of 
those  in  this  age  group  also  had  improved  prog- 
nosis after  luteal  surgery,  possibly  even  better 
than  the  rest  with  nodal  involvement  and  posi- 
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TABLE  1. 

Prognosis  after  luteal  versus  follicular  timing  of  breast  cancer  surgery:  lymph  node  status  unspecified 


Disease-Free  Survival  (%) 

Ref. 

No. 

pts. 

Luteal 

Follicular 

Diff. 

Duration 

(Years) 

P 

Remarks 

5 

217 

52 

62 

-10 

10 

n.s. 

6 

205 

65 

62 

+3 

10 

n.s. 

Overall  survival 

108 

73 

67 

+6 

10 

n.s. 

2 Hospitals 

7 

165 

78 

60-72 

+6-18 

2-10 

n.s. 

Hormone  assay  used  for 
ovulation  date 

8 

125 

55 

45 

+10 

12 

n.s. 

9 

225 

44 

54 

-10 

12 

n.s. 

10 

150 

(IT) 

65 

(100) 

35 

(0) 

+30 

(+100) 

6 

(5) 

.001 

1985-1990  patients; 
(needle  biopsy*  time 
most  important) 

11 

143 

50 

68 

-18 

10 

.03 

Overall  survival 

12 

132 

48 

53 

-5 

11 

n.s. 

13 

89 

56 

71-75 

-5-11 

6 

n.s. 

Serum  hormones  for 
date  of  ovulation 

14 

63 

34 

24 

+10 

8 

n.s. 

15 

462 

55 

56 

-1 

6 

n.s. 

33%  neg.  I.n. 

16 

382 

? 

? 

? 

? 

n.s. 

17 

223 

? 

? 

? 

4 

n.s. 

Prospective  study,  84% 
negative  I.n.,  97% 
adjuvant  chemotherapy 

2,689  cases;  Overall  benefit  +2%  n.s. 


TABLE  2. 

Prognosis  after  luteal  versus  follicular  timing  of  breast  cancer  surgery:  lymph  node  status  specified 


Disease-Free  Survival  {%) 

Ref. 

No. 

Luteal 

Follicular 

Diff. 

Duration 

P 

Remarks 

pts. 

(Years) 

18 

283 

71 

57 

+14 

10 

.02 

Surgery  on  d20-30  had  5x 

node  neg. 

75 

73 

+2 

10 

n.s. 

better  prognosis  as  Rx  on  d7- 

node  pos. 

62 

39 

+23 

10 

.02 

14. 

19 

249 

84 

54 

+30 

15 

.001 

1975-1985  pts;  best  results 

node  neg. 

89 

82 

+7 

15 

n.s. 

d30-32;  d6-8  surgery  6x 

node  pos. 

81-85 

30-39 

+46-51 

15 

.001 

worse. 

20 

385 

57 

56 

+1 

10 

n.s. 

Overall  survival 

91 

91 

0 

5 

n.s. 

Overall  survival 

node  pos. 

74 

76 

-2 

5 

n.s. 

21 

96 

72 

40 

+32 

10 

.002 

node  pos. 

80 

30 

+50 

10 

.009 

22 

84 

88 

52 

+36 

10 

.02 

Estrogen  receptor  pos. 
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tive  receptors.  Many  of  these  reports  attained  a 
high  degree  of  statistical  significance.  If  con- 
firmed, this  would  suggest  that  survival  benefit 
was  greatest  for  women  with  the  poorest  prog- 
nosis. 

Today  more  women  are  receiving 
preoperative  needle  biopsies.  Two  reports  ob- 
served that  the  timing  of  needle  biopsy  was  the 
critical  prognostic  factor,  rather  than  the  date  of 
surgery  later.  Follicular-phase  needle  biopsy  in 
6 cases  resulted  in  recurrence  of  cancer  in  all 
within  2Vz  years;  5 patients  biopsied  during  the 
luteal  phase  remained  free  of  disease  after  5 
years,  in  a series  where  the  overall  relapse-free 
survival  was  about  65%.,a25 

Four  reports  from  major  cancer  treatment 
centers  provided  prognosis  according  to  the 
estimated  day  of  the  menstrual  cycle  that  sur- 
gery was  performed.  Three  of  the  four  found  a 
5-6  fold  increase  in  risk  of  recurrence  or  death 
after  1 0 years  for  procedures  carried  out  during 
the  second  week  of  the  cycle,  when  ovarian 
estrogen  secretion  reached  its  peak.  The  nadir 
of  risk  in  all  three  reports  came  during  the  fourth 
week  or  later  in  the  cycle  when  estrogen  secre- 
tion was  least  and  progesterone  secretion  maxi- 
mal from  the  corpus  luteum.1819-23  The  fourth 
major  center  reported  the  smallest  number  of 
cases,  finding  some  increase  in  mortality  after 
follicular  surgery,  but  little  improvement  after 
luteal  surgery.6  (Figures  1 & 2) 

DISCUSSION: 

It  is  clear  that  there  are  two  conflicting  sets  of 
reports  concerning  the  value  of  menstrual  tim- 
ing of  breast  cancer  surgery.  Many  of  the  re- 
ports in  Table  1 lack  sufficient  numbers  of 
patients  for  statistical  significance,  and  do  not 
provide  data  on  node  involvement  in  relation  to 
survival,  or  estrogen  or  progesterone  receptor 
activity.  All  retrospective  series  also  suffer  from 
the  great  variability  in  the  duration  of  the  men- 
strual cycle,  which  require  an  objective  method 
of  determining  the  date  of  ovulation  for  accu- 
racy of  determining  the  luteal  phase. 13-24 

In  the  largest  case  series  reported  from  the 
Milan  National  Cancer  Institute  in  Table  2 there 
was  only  a 7%  overall  survival  benefit  of  luteal 
surgery,  with  nearly  two  thirds  having  negative 
lymph  nodes.  This  improvement  in  survival  was 
significant  at  p=.006.  The  high  proportion  of 
patients  with  negative  lymph  nodes  in  this 
series,  almost  twice  that  of  the  largest  series  of 
cases  reported  in  Table  1,  suggests  that  earlier 


detection  procedures  were  better  in  Italy  than 
for  the  German  Breast  Cancer  Study  Group. 

Adjuvant  chemo-or  hormonal  therapy  with 
Tamoxifen  were  administered  to  the  great  ma- 
jority of  node-positive  cases,  and  also  in  some 
cases  to  node-negative  patients.17  Adjuvant 
chemotherapy  with  cytoxan,  methotrexate  and 
fluorouracil  increased  survival  by  29%  after  19 
years  in  node-positive  cases,  which  might  ob- 
scure the  differences  in  prognosis  originating 
from  menstrual  surgical  timing  for  some  time.26 
Tamoxifen  has  similar  potentialities  in  prolong- 
ing disease-free  survival  in  receptor-positive 
patients. 

The  most  prevalent  theory  as  to  a mecha- 
nism for  the  menstrual  effect  relates  to  the 
number  and  activity  of  lymphocytes  which  have 
been  classified  as  "natural  killer"  (NK)  cells. 
These  are  considered  as  first  line  of  immune 
defense  against  bacterial  infection  and  tumor 
metastasis,  owing  to  their  attraction  to  immuno- 
logically  "foreign"  antigens.  Their  numbers  and 
activity  are  suppressed  by  estrogen  therapy,27 
and  reach  a nadir  along  with  macrophage  activ- 
ity during  the  follicular  phase  of  the  menstrual 
cycle.2829  Estrogens  stimulate  release  of  pro- 
teases like  Cathepsin  D and  plasminogen  acti- 
vators from  human  ER-positive  breast  cancer 
cells,30-31  thereby  promoting  metastasis  through 
plasmin-mediated  destruction  of  fibrin,  and  in- 
direct activation  of  collagenases.32  Estrogens 
also  stimulate  production  of  insulin-like  growth 
factors  (IGF)  by  breast  cancers,  increasing  pro- 
liferation rates  and  reducing  patient  survival 
rates.3334 

Tamoxifen  blocks  these  estradiol-induced  ac- 
tivities and  increases  human  NK  activity  in  vitro 
and  in  vivo.2634  Progesterone  acts  as  a physi- 
ologic antagonist  of  estradiol,  by  stimulating 
enzymes  in  cancer  tissue  that  reduce  estradiol  to 
the  far  less  potent  esirone,  and  by  reducing 
nuclear  and  cytoplasmic  ER  and  PR  concentra- 
tions. Progesterone  also  reduces  tumor  biosyn- 
thesis of  EGF  and  other  growth  factors.35 

Breast  cancers  are  infiltrated  by  lymphocytes 
(including  NK  cells)  in  19-24%  of  ER-positive 
and  ER-negative  tumors  respectively.  This  per- 
centage doubles  when  there  is  tumor  invasion 
of  lymphatics,  which  is  associated  with  marked 
follicular  lymph  node  hyperplasia  in  up  to  58% 
of  regional  lymph  nodes  in  breast  cancer.  Estro- 
gen receptor-negative  tumors  are  also  associ- 
ated with  the  development  of  delayed  type 
hypersensitivity  to  autologous  tumor  extracts, 
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indicating  that  the  more  undifferentiated  tu- 
mors with  worse  prognosis  are  likely  to  provoke 
an  immunological  host  response.32 

An  immediate  NK  cells  response  to  the  dis- 
semination of  tumor  cells  at  the  time  of  biopsy 
or  resection  could  probably  localize  and  de- 
stroy small  numbers  of  invading  cells,  as  ob- 
served by  Hrushesky  in  his  experimental  tumor 
model.1'2  Larger  inocula  would  have  less  chance 
of  destruction. 

These  observations  correlate  well  with  the 
clinical  data  in  Table  2 and  the  differences 
observed  in  1 0-year  survival  shown  in  Figures  1 
and  2.  The  marked  differences  in  prognosis 
after  needle  biopsy  in  the  luteal  and  follicular 
phases  suggests  that  these  small  tumor  cell 
disseminations  are  most  effectively  destroyed.10 
Improved  prognosis  after  luteal  surgery  occur- 
ring with  ER-positive  and  ER-negative  tumors22'25 
is  consistent  with  an  immunological  mecha- 
nism affecting  invasive  cancers  with  high  predi- 
lection of  distant  metastasis. 


Natural  killer  cell  activity  is  depressed  by  the 
presence  of  breast  cancers.36  Daily  oral  inges- 
tion of  a new  investigational  drug  with  minimal 
systemic  toxicity,  Linomide,  augments  NK  ac- 
tivity in  healthy  subjects.37  If  natural  killer  cells 
are  shown  to  be  important  in  improving  prog- 
nosis after  surgical  treatment  in  premenopausal 
women,  this  drug  may  possibly  augment  cell- 
mediated  anti-cancer  immunity  in  these  pa- 
tients as  well  as  postmenopause,  with  benefit 
for  all  women  with  breast  cancer. 

Prospective  randomized  clinical  trials  are 
needed  to  determine  the  full  extent  of  survival 
benefit  that  may  result  in  more  accurate  deter- 
mination of  ovulation  time  and  the  luteal  phase 
of  the  cycle,  and  whether  indeed  prognosis  is 
affected  by  host  immunologic  response.38  Mean- 
time we  urge  thatall  Nebraska  physicians  hence- 
forth record  the  data  of  onset  of  the  last  men- 
strual period  and/or  ovulation  of  all  young 
women  having  diagnostic  of  therapeutic  surgi- 
cal breast  procedures.  Annually  2,000  new 


FIGURE  t & 2 

Breast  cancer  recurrence  rate  per  1000  months  observation  (bras),  and  percent  of  patients  dying  of  breast 
cancer  (open  and  solid  dots  + SD)  after  10  years  observation,  according  to  day  of  menstrual  cycle  of  their 
operation.  Derived  with  permission  from  ref.  18  (MSK),  19  (Guy's),  6 (RM)  and  23  (Milan). 


Data  from  1912  cases 


Day  of  Menstrual  Cycle 
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cases  of  breast  cancer  are  reported  to  the 
Nebraska  Cancer  Registry,  with  about  300  pre- 
menopausal cases.  In  a few  years  a valuable 
data  bank  could  be  assembled  dealing  with  this 
topic  important  to  our  patients  welfare. 

SUMMARY 

A meta-analysis  has  been  performed  of  avail- 
able retrospective  reports  concerning  the  5-15 
year  disease-free  survival  of  5,353  premeno- 
pausal breast  cancer  patients  operated  on  ei- 
ther during  the  follicular  or  luteal  phases  of  the 
menstrual  cycle.  Patients  with  surgery  performed 
during  the  luteal  phase  (d14-23+)  had  an  overall 
mean  5%  benefit  compared  to  those  operated 
on  the  the  follicular  phase  determined  by  date 
of  onset  of  their  last  menstrual  period  p = 0.02 
by  Wilcoxon  2-tailed  test. 

When  nodal  invasion  was  reported,  node- 
negative patients  had  a 5 + 2%  SEM  benefit. 
Patients  with  positive  nodes  had  a 34+  3%  SEM 
increase  in  survival  (p=.05),  including  both 
estrogen  and  progesterone-receptor  negative 
as  well  as  positive  neoplasms.  In  3 of  4 reports 
from  major  cancer  treatment  centers,  each 
containing  249-1  175  cases,  risk  of  recurrent 
cancer  and/or  death  increased  5 to  6-fold  after 
10  years  for  women  receiving  surgery  during 
d7-1 4 of  their  cycle,  compared  to  those  resected 
during  d21-36.  Improvement  in  prognosis  was 
greatest  for  patients  with  the  highest  risk  of 
recurrence  due  to  node-invasive  disease  and 
receptor  dysfunction.  Several  cell-mediated 
immunologic  factors  inimical  to  metastasis  are 
maximal  in  the  luteal  phase  of  the  menstrual 
cycle,  including  natural  killer  cell  activity.  A new 
drug  which  augments  natural  killer  cell  activity 
may  extend  any  beneficial  survival  results  to 
post-menopausal  breast  cancer  patients  in  the 
future. 

We  conclude  that  accurate  menstrual  histo- 
ries should  be  included  in  the  medical  record 
from  now  on  for  all  premenopausal  women 
receiving  any  surgical  procedure  upon  the 
breast,  preferably  using  an  objective  method  of 
determining  the  date  of  last  ovulation.  Prospec- 
tive randomized  clinical  trials  are  necessary  to 
determine  the  full  extent  of  survival  benefits  of 
late  luteal  surgical  timing. 
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INTRODUCTION 

Amputation  through  the  mid  tarsal  joint 
was  originally  described  by  Chopart,  a french 
surgeon  in  Napoleon's  army.  The  mid  tarsal 
joint  has  thus  acquired  the  eponym  of 
"Chopart's  Joint".  The  mid  tarsal  joint  is  com- 
posed of  two  adjacent  joints;  the  talonavicular 
joint  and  the  calcanea!  cuboid  joint.  The  mid 
tarsal  joint  has  a relatively  small  range  of 
motion,  but  the  motion  is  none  the  less  impor- 
tant for  normal  ambulation  and  distribution  of 
forces  during  gait.  The  early  English  literature 
credits  Judey  and  Dufaurest  with  the  first 
reports  of  peri-talar  dislocations  and  these 
were  felt  to  be  a rare  injuries.8  The  more 
recent  literature  describes  these  injuries  as 
"uncommon"  versus  "rare".24'9  The  reported 
incidence  of  peri-talar  dislocations  is  approxi- 
mately one  percent  of  all  dislocations.6  These 
injuries  are  uncommon  but  are  usually  recog- 
nized secondary  to  gross  deformity  of  the 
foot.  A Chopart's  joint  dislocation  presented 
here  was  initially  unrecognized  due  to  a large 
degree  of  swelling  at  the  time  of  injury.  A high 
index  of  suspicion  is  required  in  order  to 
avoid  confusing  this  disorder  for  more  com- 
mon ailments  of  the  foot  and  ankle. 

CASE  REPORT: 

K.L.  is  a 37  year  old  white  married  male 
farmer  with  a history  of  an  inversion  type 
injury  of  his  plantar-flexed  left  foot  while  play- 
ing basketball.  He  felt  at  the  time  that  he 
probably  had  stepped  on  an  opponents  foot 
and  felt  he  had  injured  his  "ankle".  He  was 
seen  at  the  local  emergency  department  and 
reportedly  had  normal  ankle  radiographs.  He 
was  subsequently  followed  by  his  local  physi- 
cian and  treated  conservatively  for  a sprained 
left  ankle.  When  his  swelling  and  discomfort 
persisted  for  approximately  six  weeks,  he  was 
referred  to  an  orthopaedic  surgeon  again  for 
evaluation  of  a "chronic  ankle  sprain".  Given 
the  patient's  history,  exam,  and  available  ra- 
diographs a diagnosis  of  a persistent  ankle 
sprain  was  maintained.  Physical  therapy  was 
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ordered  and  three  sessions  were  attended.  At 
four  months  post  injury  the  patient  continued 
to  have  problems.  He  was  able  to  work  as  a 
farmer  with  full  weight  bearing  but  had  persis- 
tent pain  and  swelling.  He  also  had  developed 
a limp.  Orthopaedic  re-exam  was  felt  neces- 
sary. At  the  time  of  this  exam,  four  months 
from  the  time  of  injury,  his  symptoms  and 
examination  findings  were  becoming  more 
localized  to  his  mid  and  hind  foot.  Radio- 
graphs of  the  foot  were  obtained  which 
demonstrated  a medial  dislocation  of  the 


FIGURE  1 A 

Standing  AP  of  both  feet.  Note  fracture  dislocation. 


‘Reprints  requests  to:  Timothy  C.  Fitzgibbons,  M.D., 
7710  Mercy  Road,  Suite  224,  Omaha,  NE  68124 


FIGURE  IB 

Oblique  of  the  left  foot. 


talonavicular  and  calcaneal  cuboid  joints,  (fig. 
la  & 1b)  It  was  also  felt  that  an  impaction 
fracture  of  the  talar  head  was  present.  The 
patient  was  referred  to  the  senior  author  (TCF). 
Because  of  the  patient's  history  of  being  able 
to  work  as  a farmer  even  with  this  dislocated 
joint,  the  question  of  a possible  peripheral 
neuropathy  was  raised.  The  patient's  history, 
however,  was  negative  for  diabetes  or  periph- 
eral neuropathy.  His  physical  examination  at 
that  point  was  remarkable  for  an  antalgic  gait 
on  the  left  side.  Marked  swelling  was  present 
and  obscured  the  magnitude  of  the  defor- 
mity. His  neurovascular  status  was  felt  to  be 
satisfactory  in  both  feet.  His  unaffected  right 
foot  was  completely  normal.  EMG  studies, 
however,  demonstrated  a generalized 
polyneuropathy  of  the  left  foot.  The  etiology 
was  not  clear.  The  neuropathy  was  felt  to  be 
mild. 

Because  of  the  patient's  young  age  and 
persistent  medially  displaced  fracture  disloca- 
tion, a decision  was  made  to  proceed  with 
surgery.  It  was  felt  at  this  point,  five  months 
from  the  injury,  that  an  attempt  at  open  reduc- 
tion internal  fixation  would  not  be  satisfac- 
tory. For  that  reason  a decision  was  made  to 
proceed  with  complete  release  of  the  soft 
tissues  and  realignment  of  the  joints,  followed 
by  fusion  of  the  talonavicular  and  calcaneal 
cuboid  joints. 

OPERATIVE  PROCEDURE: 

The  calcaneal  cuboid  joint  was  exposed 


through  a small  lateral  incision  extending  from 
just  below  the  lateral  malleolus  to  across  the 
calcaneal  cuboid  joint.  The  talonavicular  joint 
was  subsequently  exposed  through  a medial 
incision  extending  from  below  the  medial 
malleolus  to  just  beyond  the  talonavicular 
joint.  Meticulous  skin  care  including  maintain- 
ing full  thickness  skin  flaps  was  utilized  in  this 
procedure.  Wound  complications  are  com- 
mon in  all  surgery  of  the  hind  and  mid  foot. 
Upon  completion  of  exposure  the  deformities 
of  the  talonavicularand  calcaneal  cuboid  joints 
were  clearly  demonstrated.  Notable  degen- 
erative arthritis  was  found  to  be  present.  The 
articular  cartilage  was  removed  from  both 
sides  of  both  joints.  Adequate  soft  tissue  re- 
lease was  performed  to  allow  for  reduction  of 
the  joints.  Fixation  of  the  talonavicular  joint 
was  performed  with  two  4.5mm  cannulated 
cancellous  screws.  The  calcaneal  cuboid  joint 
was  fixed  with  two  staples,  (fig.  2a  & 2b)  Bone 
grafting  was  performed  using  a combination 
of  left  iliac  crest  bone  marrow  aspirate  mixed 
with  Red  Cross  provided  demineralized  bone 
matrix  powder. 

Postoperative  care  included  non  weight 
bearing  status  in  a short  leg  cast  for  four 
weeks.  The  patient  was  then  allowed  to  weight 
bear  progressively  over  two  weeks  to  full 
weight  bearing.  Full  weight  bearing  in  a re- 
movable short  leg  brace  was  allowed  at  six 
weeks.  At  the  time  of  this  publication  the 
patient's  fusion  appeared  to  be  solid. 
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FIGURE  2A 

Postoperative  lateral  radiograph.  Note  fusion  of  the  talonavicular  and 
calcaneal  cuboid  joints. 


FIGURE  2B 

Postoperative  oblique  radiograph. 


DISCUSSION: 

Peri-talar  dislocations  occur  six  times  more 
often  in  males  than  in  females.  They  occur 
most  commonly  in  the  third  decade  of  life, 
however,  these  injuries  have  been  described 
in  all  ages.68  Medial  and  lateral  dislocations 
combined  account  for  more  than  90  percent 
of  all  peri-talar  dislocations  with  medial  dislo- 
cations accounting  for  more  than  half  of  all 
peri-talar  dislocations.1,5'9 

The  patho-anatomy  of  the  more  common 
medial  and  lateral  dislocations  was  reviewed 


by  Monson.7  For  medial  dislocations  he  de- 
scribed forceful  inversion  of  the  forepart  of 
the  foot  during  which  the  neck  of  the  talus 
picots  with  the  sustentaculum  tali  as  a ful- 
crum. The  dislocation  is  resisted  by  the  strong 
calcaneal  navicular  ligament  and  tbe  energy  is 
dissipated  through  the  talonavicular  and 
talocalcaneal  ligaments.  In  addition,  he  de- 
scribed the  mechanism  of  the  lateral  disloca- 
tion as  forceful  eversion  of  the  foot  with  the 
anterolateral  corner  of  the  talus  pivoting  over 
the  anterior  calcaneal  process  as  a fulcrum. 
The  mechanism  of  injury  is  helpful,  but  as 
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demonstrated  in  our  case,  this  may  be  mis- 
leading as  the  mechanism  of  injury  is  common 
to  many  injuries  of  the  foot  and  ankle,  such  as 
ankle  sprains.  The  severity  of  the  trauma  in- 
volved to  produce  a Chopart's  fracture  dislo- 
cation can  be  deceiving.  Even  a relatively 
small  amount  of  trauma  such  as  a missed  step 
may  produce  this  disorder.3  The  physical  ex- 
amination is  likely  to  be  the  most  useful  infor- 
mation leading  to  the  acquisition  of  appropri- 
ate plain  radiographs.  With  the  medial  dislo- 
cation the  foot  is  supinated,  plantar-flexed 
and  adducted.  The  head  of  the  talus  is  promi- 
nent over  the  dorsal  lateral  aspect  of  the  foot. 
In  the  lateral  dislocation  the  foot  is  pronated, 
abducted,  and  the  talar  head  is  prominent 
under  the  medial  skin. 

Appropriate  radiographs  include  anterior- 
posterior,  lateral,  and  oblique  radiographs  of 
the  foot  if  a peritalar  dislocation  is  believed  to 
be  present.  Three  views  of  the  ankle  including 
a anterior-posterior,  lateral,  and  mortise  (15 
degree  internally  rotated  A/P)  view  should  be 
obtained  of  the  ankle.  Careful  scrutiny  of  the 
radiographs  should  be  performed  in  order  to 
evaluate  the  anatomic  position  of  the  dislo- 
cated joint  and  to  evaluate  for  peri-articular 
fractures  which  are  associated  with  a poorer 
prognosis. 

Closed  reduction  is  attempted  after 
pharmacologic  relaxation.  Prior  to  the  reduc- 
tion maneuver  further  relaxation  of  the  gastroc- 
soleus  complex  is  enhanced  by  flexing  the 
knee.  The  reduction  maneuver  is  carried  out 
by  applying  traction  on  the  foot  and  exagger- 
ating the  existing  deformity,  followed  by  re- 
versal of  the  forces  which  produced  the  dislo- 
cation. The  foot  should  be  immobilized  in  a 
non-weight  bearing  short  leg  cast  with 
bivalving  as  necessary  for  swelling.  The  dura- 
tion of  immobilization  is  dependent  on  asso- 
ciated injuries,  but  for  the  uncomplicated 
closed  dislocations  without  associated  frac- 
tures, casting  for  3 weeks  followed  by  early 
range  of  motion  has  been  associated  with 
improved  subtalar  motion  versus  longer 
courses  of  immobilization.2  Fractures  associ- 
ated with  the  foot  or  ankle  require  casting  for 
six  to  eight  weeks.  The  literature  reported 
increased  stiffness,  pain,  and  arthrosis  when 
immobilization  is  required  for  greater  than  3 
weeks.1,2,7 

Peri-talar  dislocations  which  are  unable  to 
be  reduced  in  a closed  manner  indicate  a 
mechanical  block  to  reduction.  Leitner  re- 
ported on  42  peri-talar  dislocations  with  an 
additional  221  he  reviewed  in  the  literature. 


Of  these,  he  reports  8 percent  of  the  medial 
dislocations  having  a mechanical  block  to 
reduction  requiring  open  reduction.  Fifteen 
percent  of  the  lateral  dislocations  demon- 
strated a block  to  reduction.  Commonly  de- 
scribed blocks  to  reduction  for  medial  disloca- 
tions include:  impaction  of  the  navicular  into 
the  talar  head,  button-holing  of  the  talar  head 
through  the  extensor  digitorum  brevis  or  the 
cruciate  ligament.  Displacement  of  the  tibialis 
posterior  tendon  lateral  to  the  head  and  neck 
of  the  talus  has  been  described  as  blockingthe 
reduction  of  the  lateral  subtalar  dislocation. 

SUMMARY: 

The  prompt  identification  of  peri-talar  dislo- 
cation with  immediate  reduction  and  early 
range  of  motion  will  generally  result  in  a good 
outcome.  Higher  energy  injury  with  greater 
soft  tissue  compromise  and  associated  frac- 
tures worsen  the  prognosis.  Salvage  proce- 
dure for  post-traumatic  degenerative  changes 
require  arthrodesis  for  relief  of  pain.  The  de- 
formity is  usually  apparent  on  physical  exami- 
nation, but  occasionally  is  masked  by  marked 
early  swelling.  A high  index  of  suspicion  should 
be  maintained  with  high  or  low  energy  injury 
to  the  foot  and  ankle  with  normal  ankle  radio- 
graphs. 

This  particular  case  is  unusual  in  that  the 
patient  was  able  to  function  as  a farmer  even 
with  the  fracture  dislocation.  This  again  is 
probably  explained  by  his  mild  peripheral 
neuropathy.  This  case,  however,  does  demon- 
strate the  difficulty  in  making  the  diagnosis. 
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INTRODUCTION 

DURING  1 994,  the  Ad-Hoc  Com- 
mittee of  Maternal  & Child 
Health  of  the  Nebraska 
Medical  Association  completed  a retrospec- 
tive review  of  fetal  deaths  in  Nebraska  for 
the  year  1992.  This  was  the  most  current 
data  that  could  be  provided  at  the  begin- 
ning of  the  review  in  early  1994.  Data  pro- 
vided by  the  Nebraska  Department  of  Health, 
including  a five-year  composite  of  799 
deaths,  indicated  157  fetal  deaths  occurred 
in  Nebraska  in  1 992  (see  Table  1 ).  The  Com- 
mittee chose  to  provide  a focused  review  of 
ill-defined  fetal  deaths  which  comprised  a 
significant  percentage  of  the  yearly  total  of 
fetal  deaths. 

TABLE  1 

FETAL  DEATHS  - NEBRASKA 


Birth  Defects 

1992 

23 

1988-1992 

77 

Maternal  Conditions 

3 

27 

Complication  Placenta/Cord 

1 1 

54 

Complications  L & D 

1 

4 

Fetal  Malnutrition 

2 

5 

Short  Gestation/E. L.B.W. 

9 

36 

Hypoxia/Birth  Asphyxia 

3 

39 

Respiratory  Conditions 

0 

3 

Infarctions 

1 

5 

Fetal  Hemorrage 

0 

1 

Endocrine/Metabolic 

2 

13 

Integument 

Temperature  Regulatum 

2 

1 1 

Ill-Defined 

46 

215 

TOTAL 

157 

799 

Ref:  Nebraska  Dept,  of  Health,  1992  Vital  Statistics  Report 

The  Committee  sought  to  determine  prob- 
able cause  of  death  after  a selective  limited 
review  of  medical  records.  A secondary 
objective  was  to  determine  if  these  deaths 
were  potentially  preventable  by  alteration 
of  the  medical  care  or  by  patient  factors 
controlled. 

METHODOLOGY 

All  fetal  death  certificates  for  1992  were 
screened  and  duplicate  requests  for  infor- 
mation were  sent  from  the  Nebraska  Medi- 


cal Association  to  the  medical  records  de- 
partment of  the  hospital  and  to  the  physi- 
cian signing  the  certificate  of  death.  The 
type  of  requested  information  usually  in- 
cluded the  prenatal  record,  the  history  and 
physical  exam,  the  delivery  record,  discharge 
summary,  and  an  autopsy  report  if  available. 
The  cases  were  numerically  coded  and  the 
medical  information  was  then  mailed  to 
members  of  the  Committee  who  had  previ- 
ously agreed  to  review  these  records.  Ap- 
proximately 1 0%  of  the  reviewers  requested 
additional  information  resulting  in  a second 
request  for  information  followed  by  re-re- 
view.  Reviewers  were  also  asked  to  com- 
ment on  aspects  of  prenatal  care,  intrapartum 
care,  fetal  data,  cause  of  fetal  death  and  if  in 
the  reviewer's  opinion  alteration  of  care  re- 
ceived by  the  patient  could  have  reduced 
the  likelihood  of  fetal  death.  Data  were  then 
tabulated  and  all  copies  of  medical  records 
were  destroyed. 

RESULTS 

Adequate  data  was  received  in  44  of  46 
cases  (96%).  Three  demographic  factors  were 
identified  which  were  thought  to  contribute 
to  fetal  demise. 

1.  No  prenatal  care  - six  (14%) 

2.  Heavy  smoking  (one  pack  or  more 
daily)  - five  (1 1 %) 

3.  Patient  noncompliance  - two  (5%) 
Committee  reviewers  found  cause  or  prob- 
able cause  in  1 3 of  the  44  cases  reviewed. 
These  are  listed  by  diagnostic  groups  (See 
Table  II).  Excluding  those  patients  who  re- 
ceived no  prenatal  care,  the  reviewers  sug- 
gested that  in  approximately  30%  of  the 
remaining  cases,  alteration  of  patient  care 
could  have  reduced  the  likelihood  of  fetal 
death.  The  majority  of  those  cases  were  the 
result  of  the  need  for  additional  fetal  moni- 
toring relative  to  the  development  of  intra- 
uterine growth  retardation.  It  was  also 
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disturbing  to  note  that  only  six  of  the  44  cases 
resulted  in  an  autopsy  or  postmortem  exam. 

TABLE  II 

FETAL  DEATH  - 1992 
Cause  Unknown  46  (44) 


Chronic  Hypertension 3 

Chorioamnionitis 1 

Possible  Recreational  Drugs 1 

Possible  Lupus 1 

Fetal  Maternal  Hemorrage 1 

Chromosomal  Abnormalities 2 

Gestation>42  weeks 2 


DISCUSSION 

Over  the  last  two  decades,  fetal  deaths 
have  dropped  significantly.  In  1970  the  na- 
tionwide total  was  approximately  52,000  as 
compared  to  32,000  in  1980  and  29,000  in 
1 990. 1 Although  the  incidence  of  fetal  deaths 
would  appear  to  be  leveling  off,  it  remains  a 
significant  health  problem.  Because  of  the 
very  small  numbers  involved  in  this  study,  it 
is  difficult  to  draw  specific  conclusions,  al- 
though the  Committee  does  plan  to  con- 
tinue to  review  fetal  deaths  on  a yearly  basis 
and  to  expand  the  review  beyond  ill-defined 
or  unknown  causes  of  fetal  death.  Although 
there  is  data  to  suggest  that  early  and  com- 
prehensive prenatal  care  has  not  significantly 
affected  the  proportion  of  low  birth-weight 
infants  in  this  country,  there  may  be  some 
correlation  with  absence  of  prenatal  care 
and  occurrence  of  fetal  death.2 


This  study  does  indicate  that  autopsy  and 
chromosome  studies  could  have  improved 
the  accuracy  of  the  data.  Often  the  genetic 
diagnosis  is  not  known  for  several  weeks, 
long  after  the  fetal  death  certificate  has  been 
completed.  The  Bureau  of  Vital  Statistics  is 
therefore  unaware  of  this  important  data. 
The  study  also  suggests  that  public  health 
efforts  directed  toward  healthy  lifestyles  and 
compliance  with  physicians  request  and  pre- 
natal care  may  be  beneficial  in  reducing  the 
number  of  fetal  deaths  in  Nebraska. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1 900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  American  Medical 
Association's  position  with  respect  to 
contingent  physician  fees  and  fee  split- 
ting? 

If  a physician's  fee  for  medical  service  is 
contingent  on  the  successful  outcome  of  a 
claim,  there  is  the  ever  present  danger  that 
the  physician  may  become  less  of  a healer 
and  more  of  an  advocate.  Accordingly,  a 
physician's  fee  for  medical  services  should  be 
based  on  the  value  of  the  service  provided  by 
the  physician  to  the  patient  and  not  on  the 
uncertain  outcome  of  a contingency  that  does 
not  in  any  way  relate  to  the  value  of  the 
medical  service. 

Payment  by  one  physician  to  another 
solely  for  the  referral  of  a patient  is  fee  split- 
ting and  is  improper  both  for  the  physician 
making  the  payment  and  the  physician  receiv- 
ing the  payment. 

A physician  may  not  accept  payment  of 
any  kind,  in  any  form,  from  any  source  such 
as  a pharmaceutical  company  or  pharmacist, 


an  optical  company  or  the  manufacturer  of 
medical  appliances  and  devices,  for  prescrib- 
ing or  referring  a patient  to  said  source  for  the 
purchase  of  drugs,  glasses  or  appliances. 

In  each  case  the  payment  violates  the 
requirement  to  deal  honestly  with  patients 
and  colleagues.  The  patient  relies  upon  the 
advice  of  the  physician  on  matters  of  referral. 
All  referrals  and  prescriptions  must  be  based 
on  the  skill  and  quality  of  the  physician  to 
whom  the  patient  has  been  referred  or  the 
quality  and  efficacy  of  the  drug  or  product 
prescribed. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  of  the  Cline  Williams  Law  Firm. 
Questions  relating  to  specific  detailed  factual  situations  should 
continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

APRIL  26,  1996  — Infectious  Diseases  Symposium  - 
Boys  Town  Institute  Auditorium  - St.  Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26, 1 996 — Family  Medicine  Update -Okoboji, 
Iowa. 

JUNE  1 2-1 5,  1 996  — American  Association  of  Clinical 
Anatomists  - Creighton  University,  Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

APRIL  24,  1 996 — Distinguished  Lecture  Series,  David 
P.  Westfall,  Ph.D.,  University  of  Nevada,  Reno,  NV. 
Saint  Joseph  Hospital,  Omaha,  NE.  1 credit  hour 
Category  1. 

APRIL  26,  1996  — 16th  Annual:  Infectious  Diseases 
Symposium,  Boys  Town  National  Research  Hospital 
Auditorium,  Omaha,  NE.  7 credit  hours  Category  1 . 

MAY  1,  1996  — Distinguished  Lecture  Series  - Stuart 
Rich,  M.D.,  University  of  Illinois,  Section  of  Cardiol- 
ogy, Chicago,  IL.  Boys  Town  National  Research 
Hospital  Auditorium,  Omaha,  NE.  1 credit 

hour  Category  1 . 

MAY  4,  1 996  — Multidisciplinary  Approach  to  Caring 
for  the  Cancer  Patient,  Omaha  Marriott  Hotel, 
Omaha,  NE.  4 credit  hours  Category  1. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology, 
Creighton  University,  Omaha,  NE.  36  credit  hours 
Category  1. 

May  24-26,  1996  — 1996  Primary  Care  Update, 
Village  East  Resort,  Okoboji,  IA.  13  Credit  hours 
Category  1. 

MAY  31  & JUNE  1,  1 996 — Second  Annual:  Neurology 
Update  for  Primary  Care,  Omaha  Marriott  Hotel, 
Omaha,  NE.  8 credit  hours  Category  1. 

JUNE  5,  1996 — Ethical  Dilemmas  in  LongTerm  Care, 
New  World  Inn,  Columbus,  NE.  Credit  hours  TBA. 

JUNE  12-14,  1996  — 13th  Annual  Scientific  Session: 
American  Association  of  Clinical  Anatomists  (AACA), 
Creighton  University,  Omaha,  NE.  15  credit  hours 
Category  1. 


JUNE  15 — Postgraduate  Course:  Endoscopic  Surgical 
Anatomy  of  the  Neck  and  Trunk,  Boys  Town  Na- 
tional Research  Hospital  Auditorium,  Omaha,  NE.  7 
credit  hours  Category  1. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

APRIL  26-27,  1996  — Advances  in  Polycystic  Ovary 
Disease,  Mayo  Foundation,  Rochester,  Minnesota. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  5.  W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1996  — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  coop- 
eration with  Mayo  Clinic  and  the  Department  of 
Medicine,  Royal  College  of  Surgeons  in  Ireland 
Medical  School.  Program  Site:  Dublin,  Ireland. 

AUGUST  8-10,  1996  — Third  Annual  Symposium  on 
Biomedical,  Biopharmaceutical,  and  Clinical  Appli- 
cations of  Capillary  Electrophoresis.  Program  Site: 
Leighton  Auditorium,  Siebens  Building,  Mayo  Clinic, 
Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Disease, 
presented  in  cooperation  with  Mayo  Clinic  and  the 
North  American  Chapter  of  the  International  Union 
of  Angiology.  Program  Site:  Phillips  Hall,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  14-16,  1 996 — 1 996  International  Meeting 
on  ANCA  and  ANCA-Related  Diseases,  The  7th 
International  ANCA  Workshop.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester,  Min- 
nesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996 — Annual  Session,  Omaha  Marriott 
Hotel. 

SEPTEMBER  26-28,  1996  — Fall  Session,  Cornhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska  Cen- 
ter of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 
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COMING  MEETINGS 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School  of 
Medicine,  University  of  Nebraska  Medical  Center, 
University  of  Nebraska  Lincoln,  Omaha,  Kearney. 
For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDAY  EVENING  APRIL  1 2,  1 996  — Antibiotic  Resis- 
tance and  ENT/Otitis  Media  Infections,  Hyatt  Re- 
gency Hotel,  Chicago,  Illinois.  Target  Audience: 
Pediatricians.  Fee:  No  Charge. 

SATURDAY,  APRIL  13,  1996  — Economic  Realities: 
Medical  Care  for  the  COPD  Patient  in  1996,  The 
Ritz-Carlton,  St.  Louis,  Missouri,  Target  Audience: 
Pulmonologists,  Critical  Care  Medicine  and  Inter- 
nists. Fee:  $100 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice  Re- 
view: Skills  for  the  2 1 st  Century,  Center  for  Continu- 
ing Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Physician  Assistants. 
Fee:  $1250  - two  week  session,  $900  - one  week 
session,  $1400  - split  sessions. 

FRIDA Y-SATURDAY  MORNING,  JUNE  7-8,  1996  — 
Fourth  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Red  Lion  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  Practice,  Internists,  Obste- 
tricians and  Gynecologists,  Emergency  Physicians, 
Physician  Assistants.  Fee  $150. 

WEDNESDAY-FRIDAY,  JUNE  12-14,  1 996  — "Partners 
for  Heart  Disease  Prevention:  A Call  for  Action", 
Tenth  Region  VII  Cardiovascular  Disease  Risk  Re- 
duction Conference,  Clarion  Hotel  Carlisle,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care  Physi- 
cians, Cardiologists,  Nurses,  Health  Educators,  Di- 
etitians, Health  Departments,  Home  Economists. 
Fee:  $65  before  5/1/96,  $80  after. 

FRIDAY,  AUGUST  23,  1 996  — Rural  Health  Opportu- 
nities Fair,  University  of  Nebraska  Medical  Center, 
Outpatient  Care  Center,  Target  Audience:  Commu- 
nities Recruiting  Physicians.  Fee:  $300  per  booth. 


MONDAY-SATURDAY,  SEPT.  23-28,  1996  — Emer- 
gency Medicine  1 996:  Skills  and  Knowledge  for  the 
Practicing  Physician,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audience: 
Emergency  Physicians/others  providing  care  in  the 
ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1996— 9TH 
Annual  Internal  Medicine  Update,  University  of 
Nebraska  at  Lincoln  Student  Union,  Lincoln,  Ne- 
braska (In  conjunction  with  Nebraska  football  game). 
Target  Audience:  Primary  Care  Physicians.  Fee:  $60. 

FRIDAY,  OCTOBER  1 1, 1996  — 4th  Annual  College  of 
Medicine  Alumni  Day,  University  of  Nebraska  Medi- 
cal Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  Charge. 

THURSDAY-SUNDAY,  DECEMBER  5-7,  1996—  Ob- 
stetrics and  Gynecology  Conference,  Bally's  Las 
Vegas,  Nevada.  Target  Audience:  Primary  Care 
Physicians.  Fee:  $325. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Provider, 
Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — Pro- 
vider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape,  CD- 
ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  600  South  42nd 
Street,  Omaha,  NE  68198-565 1.  Call  (402)  559-41 52  or  use  our  toll 
free  MD  Advantage  Number  and  ask  for  Continuing  Education 
(800)  642-1095  Nationwide,  FAX  Number  (402)  559-5915,  or  e- 
mail  CONTEDUC  @ UNMC.EDU. 
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NEW  MEMBERS 


JOHN  F.  MAZOUR,  M.D. 

Dr.  Mazour  was  born  in  Albion  and  attended 
Creighton  University  and  the  University  of  Ne- 
braska. Dr.  Mazour  was  a 1 991  graduate  of  the 
University  of  Nebraska  College  of  Medicine 
and  took  his  internship  and  residency  in  family 
practice  at  UNMC.  Dr.  Mazour  is  a family 
practitioner  in  Albion  and  his  office  address  is 
1019  S.  8th  St.,  Albion,  NE  68620. 


JEFFREY  D.  LIAS,  M.D. 

Dr.  Lias  was  born  in  Humboldt,  South  Da- 
kota and  attended  South  Dakota  State  Univer- 
sity in  Brookings,  SD.  Dr.  Lias  was  a 1988 
graduate  of  the  University  of  South  Dakota 
School  of  Medicine  and  took  his  internship  and 
residency  in  Cincinnati,  Ohio.  Dr.  Lias  is  a 
general  surgeon  in  Chadron  and  his  office 
address  is  821  Morehead  St.,  Chadron,  NE 
69337. 


DEBRA  A.  MOWRY,  D.O. 

Dr.  Mowry  was  born  in  Ottumwa,  Iowa  and 
attended  the  University  of  Iowa.  Dr.  Mowry 
was  a 1 990  graduate  of  the  Kirksville  College  of 
Osteopathic  Medicine  in  Kirksville,  Missouri 
and  took  her  internship  and  residency  in 
physiatry  at  the  University  of  Kansas  Medical 
Center.  Dr.  Mowry  is  a physiatrist  in  Kearney 
and  her  office  address  is  1 7 W.  30st  St.,  Kearney, 
NE  68847. 


COREY  S.  JOEKEL,  M.D. 

Dr.  Joekel  was  born  in  Lincoln  and  attended 
Nebraska  Wesleyan  University.  Dr.  Joekel  was 
a 1 984  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internship 
and  residency  in  pediatrics  and  a fellowship  in 
pediatric  gastroenterology  at  the  University  of 
Nebraska  Medical  Center.  Dr.  Joekel  is  a pedia- 
trician and  emergency  room  physician  at 
Children's  Hospital  and  his  office  address  is 
8301  Dodge  St.,  Omaha,  NE  681 14. 

THOMAS  G.  BUGLEWICZ,  M.D. 

Dr.  Buglewicz  was  born  in  Omaha  and  at- 
tended the  University  of  Nebraska.  Dr. 
Buglewicz  was  a 1988  graduate  of  Creighton 
University  School  of  Medicine  and  took  his 
internship  in  internal  medicine  at  Naval  Hospi- 
tal in  San  Diego,  CA  and  his  residency  in 
anesthesia  at  the  University  of  Cincinnati.  Dr. 
Buglewicz  is  an  anesthesiologist  in  Omaha  and 
his  office  address  is  7363  Pacific  St.,  #209, 
Omaha,  NE  681 1 4. 

MICHAEL  A.  FONTES,  M.D. 

Dr.  Fontes  was  born  in  Nogales,  Arizona  and 
attended  Creighton  University.  Dr.  Fontes  was 
a 1 991  graduate  of  Creighton  University  School 
of  Medicine  and  took  an  internship  in  anesthe- 
sia at  the  Maine  Medical  Center  in  Portland, 
ME.  Dr.  Fontes  practices  anesthesiology  in 
Omaha  and  his  office  address  is  601  N.  30th  St., 
Omaha,  NE  68131 . 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


WILLIAM  H.  MORRISON,  MD.  — (Born  May 
1 2,  1 909  - Died  February  1 3,  1 996)  Medical 
Specialty  - Ophthalmology.  Doctor  Morrison 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 934  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Morrison  was  pre- 
ceded in  death  by  his  wife,  Evelyn,  in  1991. 
Other  survivors  include  a daughter,  Ellen 
Gigliotti  of  Omaha,  and  a grandson,  William 
Morrison  of  Omaha. 

DONALD  R.  BENNET,  M.D.  — (Born  Decem- 
ber 4,  1 929  - died  January  29,  1 996)  Medical 
Specialty-  Internal  Medicine.  Doctor  Bennett 
was  a graduate  of  Georgetown  University 
Medical  School  in  1955  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Bennett  is  survived 
by  his  wife,  Kathleen;  sons,  Mike  of  Cedar 
Rapids,  IA,  Tim  of  Lexington,  KY,  and  Pat  of 
Omaha;  daughters,  Gina  Melton  of  Mansfield, 
MA,  and  Mary  Kay  Bennett  of  Ashland,  NE. 

LOREN  E.  IMES,  M.D.  — (Born  in  Altoona,  KS  - 
died  October  18,  1995)  Medical  Specialty  - 
Family  Practice.  Doctor  Imes  was  a graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1946  and  practiced  in  Grand 
Island  and  St.  Paul.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Imes  is 
survived  by  his  wife,  Ruth;  sons,  daughters-in- 
law,  Roger  and  Sharon,  Richard  and  Marie, 
David  and  Kandy,  Stephen  and  Lana;  nine 
grandchildren;  one  great-granddaughter. 

WALLACE  E.  ENGDAHL,  M.D.  — (Born  No- 
vember 9,  1920  - died  October  1 1,  1995) 
Medical  Specialty  - Family  Practice.  Doctor 
Engdahl  was  a graduate  of  the  University  of 
Nebraska  Medical  Center  in  1949  and  prac- 
ticed in  Omaha.  He  is  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Engdahl  is 


survived  by  his  wife,  Phyllis;  a daughter,  Judi 
Halverson  of  KimberlingCity,  MO;  sons  James 
of  New  York  City,  Daniel  of  St.  Louis;  four 
brothers;  one  sister,  four  grandchildren  and 
two  great-grandchildren. 

DONALD  E.  MATTHEWS,  MD.  — (Born  June 
21,  1926  - died  September  28,  1995)  Medi- 
cal Specialty  - Family  Practice.  Doctor 
Matthews  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1953 
and  practiced  in  Lincoln.  He  was  a member 
of  the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Matthews  is  survived  by  his  wife,  Lois;  a son, 
James  of  Minneapolis;  a daughter,  Jean  Claire 
of  Naperville,  IL;  a sister,  Patricia  Saddoris  of 
Durand,  nine  grandchildren,  nieces  and  neph- 
ews. 

CLARENCE  R.  WEBER,  M.D.  — (Born  in  191 1 - 
died  September  21,  1 995)  Medical  Specialty 
- Surgery.  Doctor  Weber  was  a graduate  of 
the  University  of  Nebraska  College  of  Medi- 
cine in  1938  and  practiced  in  Hastings.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Weber  is  survived  by  his  wife, 
Debris,  of  Holiday  Island,  AK;  three  daugh- 
ters, Peggy  of  Koepke  of  Mill  Valley,  CA,  Ann 
Sieg  of  Beaver,  AK,  and  Mary  Norman  of 
Winslow,  AK;  three  sons,  Jack  of  Clearwater, 
FL,  David  of  Kansas  City,  and  Robert  of 
Holiday  Island,  AK;  two  sisters;  one  brother; 
13  grandchildren;  and  six  great  grandchil- 
dren. 

GRACE  LOVELAND,  M.D.  — (Born  September 
9,  1 905  - died  September  25,  1 995)  Medical 
Specialty  - Family  Practice.  Doctor  Loveland 
was  a graduate  of  the  Rochester  Medical 
School  in  1931  and  practiced  in  Lincoln.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Loveland  is  survived  by  Alice 
Loveland  McNally,  Norwich,  CN;  and  George 
Loveland,  Philadelphia,  PA. 
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JOHN  H.  CALVERT,  M.D.  — (Born  November 
23,  1901  - died  October,  1995)  Medical 
Specialty  - Family  Practice)  Doctor  Calvert 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 929  and  practiced  in 
Pierce.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Calvert  is  survived  by 
son,  Dr.  John,  Jr.  of  Kingsport,  TN;  two  daugh- 
ters, Mrs.  Marian  Visser  of  Lincoln  and  Mrs. 
Katherine  Behrens  of  Sturgis,  SD;  nine  grand- 
children; and  20  great-grandchildren. 

WILLIAM  H.  JOHNSON,  MD.  — (Born  July  8, 
1926  - died  August  23,  1995)  Medical  Spe- 
cialty - Family  Practice.  Doctor  Johnson  was 
a graduate  of  Creighton  University  School  of 
Medicine  in  1955  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 


Association  and  the  American  Medical  Asso- 
ciation. Doctor  Johnson  is  survived  by  his 
wife,  Betty;  daughters  Betty  Jo  Hawkins  of 
Omaha,  Debra  Jackson  of  Omaha,  Crystal 
Moreland  of  Omaha,  Deborah  LoFiego  of 
Rome,  Marcia  Davis  of  San  Diego,  Lynette 
Beatty  of  Los  Angeles  and  Janine  May  of  San 
Jose,  CA;  sons,  Jack  Moreland  of  Eden  Prai- 
rie, MN  and  Dr.  Derrick  Johnson  of  Manhat- 
tan Beach,  CA;  and  13  grandchildren. 

JACOB  KRIEG,  MD.  — (Born  December  4, 
1 91 4 - died  July  5,  1 995)  Medical  Specialty  - 
General  Practice.  Doctor  Krieg  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1941.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 
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Doctor  Dickey  and  Doctor  Reynen 


Doctor  Dickey  and  Mr.  Zieg 


AMA  Recognizes  Tomorrows  Medical  Leaders 


Peter  Jay  Reynen,  M.D.  a resident  from 
Lincoln  Medical  Education  Foundation,  Lin- 
coln, NE  and  David  Alan  Zieg,  a medical 
student  from  Creighton  University  School  of 
Medicine,  Omaha,  NE  were  two  of  50  out- 
standing young  medical  professionals  hon- 
ored on  March  10  by  the  American  Medical 
Association  (AMA)  at  its  annual  National 
Leadership  Conference. 

The  AMA/Glaxo  Wellcome  Achievement 
Awards  were  presented  to  25  medical  stu- 
dents and  25  residents  in  recognition  of  their 
exceptional  leadership  abilities  in  medicine 
or  achievements  in  non-clinical  community 
activities. 

Dr.  Reynen  served  as  class  senator  and 
was  president  of  the  Medical  Student  Asso- 
ciation at  the  University  of  South  Dakota. 
As  a resident  at  the  Lincoln  Medical  Educa- 
tion Foundation  (LMEF)  Family  Practice  Pro- 
gram, Dr.  Reynen  is  the  University  of  Ne- 
braska Medical  Center  (UNMC)  House  Of- 
ficer Representative  to  the  Nebraska  Medi- 
cal Association.  He  is  also  the  LMEF  repre- 
sentative to  the  UNMC  House  Officer  Asso- 
ciation. He  currently  serves  as  the  resident 
member  of  the  Lancaster  County  Medical 
Society  Board  of  Directors. 


Mr.  Zieg  currently  serves  as  president  of 
American  Medical  Association/Nebraska 
Medical  Association  Medical  Student  Section 
(AMA/AMA-MSS)  local  chapter.  He  has 
motivated  his  chapter  significantly  to  increase 
chapter  size  and  participation,  resulting  in 
an  exceptionally  strong  and  active  group.  He 
is  responsible  for  producing  the  first  AMA- 
MSS  Section  II  newsletter,  The  Stethoscoop, 
and  serves  as  editor-and-chief  of  this  valu- 
able communication  piece.  He  has  partici- 
pated in  several  AMA-MSS  national  meetings, 
serving  on  reference  and  credentials  com- 
mittees. 

"These  leaders  have  demonstrated  that 
they  are  among  the  country's  brightest  and 
most  energetic  young  medical  professionals," 
said  Nancy  W.  Dickey,  M.D.,  chair  of  the 
AMA's  Board  of  Trustees.  "We  hope  this 
award  will  encourage  them  to  continue  their 
quest  for  excellence  in  medicine  and  com- 
munity service." 

In  addition  to  an  award  certificate,  Dr. 
Reynen  and  Mr.  Zieg  were  funded  to  attend 
the  AMA's  Leadership  Conference,  March  1 0- 
1 3,  which  featured  networking  opportunities 
for  medical  professionals  and  three  days  of 
educational  and  informational  sessions  cov- 
ering timely  health  care  issues. 
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6:30  p.m.,  The  Champions  Club,  13800  Eagle  Run  Drive 
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. Participants  will  learn  the  major  causes  of  physician  errors  in  their  clinical 
practice,  and  applicable  generic  and  specific  tactics  for  error  prevention. 
Participants  will  learn  how  to  perform  a personal  self-analysis  of  their  daily 
practice  to  detect  and  prevent  individual  risks. 
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Learning  Objectives 

Discuss  each  candidate's  positions  regarding  federal  funding  of  Medicare. 
Discuss  each  candidate's  positions  regarding  federal  funding  of  Medicaid. 
Review  each  candidate's  positions  on  other  matters  relative  to  Nebraska's 
health  care  system. 
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Mixed  Greens  with  Match  Stick  Apples  and  W alnut  Macadamia  Nut  Vinaigrette 
Grilled  Salmon  on  a bed  of  Orange  Lentils  & Beef  Medallions  with  Leek  Puree 
Raspberry  Brown  Butter  Tart  with  Raspberry  Coulis 
Wine  with  dinner 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 
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Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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Richard  A.  Blatny,  M.D Fairbury 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Dale  E.  Michels,  M.D Lincoln 

Dwame  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

Richard  K.  Reiner,  M.D Holdrege 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

Dave  Palm Lincoln 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Patrick  J.  Bogard,  M.D Omaha 


Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

David  J.  Hoeltmg,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

Richard  H Meissner.  M.D Omaha 

Dale  E.  Michels.  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwin,  M.D.,  Ph.D Norfolk 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 

PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Daniel  R.  Cronk,  M.D Grand  Island 

Ronald  L.  Dobesh,  M.D Kearney 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr„  M.D Lincoln 

NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY 
SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bryon  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.O..  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm.  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions 


NMA  TASK  FORCE  ON  AIDS 


Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Liaison Kearney 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon.  M.D.,  NMA  Chairholder Kearney 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederich  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka.  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken.  M.D Omaha 


NMA/UNMC 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer.  M.D..  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

John  M.  McCammond,  M.D Kearney 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D ! Lincoln 

Doublas  J.  Praus,  M.D Kearney 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 


"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 


William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Amy  K.  Jespersen,  M.D Omaha 

Shawn  S.  Lawrence,  M.D Broken  Bow 

A.  Kathy  Morse,  M.D Grand  Island 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Jon  S.  Berlin,  M.D Kearney 

John  R Mitchell,  M.D Omaha 

Paul  J.  Nelson.  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D..  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D..  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder  ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews.  M D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D  Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronaid  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M D Norfolk 

James  A.  Fosnaugh,  M D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese.  M.D Lincoln 

Blame  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


OBSTETRICS  • GYNECOLOGY 

John  P,  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall.  M.D. 


James  V.  Reiss.  M.D. 
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COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1-800-ME0-LINC 

1-97 


The 

□ 

(8±  HEART  — , — , — , 

Center  of Nebraska 

■_■■■  CONSULTATIVE 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 

Office.  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-96 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

21 15  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-96 

II  eye 
=1  surgical 
— zr  associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W Wood,  M.D. 
Max  W.  Linder,  M.D 
Gregory  E Sutton.  M.D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh.  Nebraska 
Marysville.  Kansas  . 
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PHYSICIAN'S  DIRECTORY,  cont. 

I LINCOLN,  cont.  I | LINCOLN,  cont.  | 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  FAC  0 G 

Joseph  G.  Rogers,  M.D..  F.A.C.0.G 

Dennis  L Hodge,  M.D.,  FAC.0.G 

Gregory  W.  Heidrick,  M.D.,  FAC.O.G. 

Yvonne  K.  Davenport,  M.D..  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

I 24  HOURS  - 7 DAYS  A WEEK 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PATIENTS  WELCOME  

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D, 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-96 
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402-475-2803 

W*  Til, 1 In  1 J 1-iiH'oln  OnlM)|)iio(lic'  Center 

| | 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  Joint  Replacement 

John  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • 

P.O.  Box  2636  Lincoln,  Nebraska  68542 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CAUL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  68510  1 1-96 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


Neurological  & Psychiatric 
Specialists,  Inc. 


770  North  Cotner  Boulevard,  Suite  404 
Lincoln,  Nebraska  68505 
(402)  464-2600  FAX:  (402)  464-3655 


ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Heurobehavioral  Disorders.  Neurodevelopmental 
Disorders.  And  Disorders.  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 


Phone:  402-488-3002 
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PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 
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pathology 

medical 

services 

p.c. 


SAMUEL  E BOON,  M.D. 
JOHN  H CASEY.  M D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J.  DUGGAN.  M D 
DONALD  A DYNEK.  M D 
GEORGE  E GAMMEL  M.D 
PATRICK  A KEELAN  MD 
STEFFANR  LACEY,  M.D 
CHRISTOPHER  T MASADA.  M D 
SCOTT M.  NOEL  MD 
MATTHIAS  I OKOYE.  MD 
JOHN  F PORTERFIELD.  M D 
ROBERT  F.  SHAPIRO,  M D 
AINA  I SILENIEKS  M D 
DANIEL  J TILL  MD 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 


402/483-5053  or  800/742-7414 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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o 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 
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Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 
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Prairie  surgical 

_A_S_S_0  CIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-96 


O WOMEN’S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G Swanson.  M.D.,  FACOG 
James  J Maly.  M.D..  FACOG 
Gregory  J Hattan.  M D , Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 

Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Lamaze  and  Health  Education 

Breast  Care  Center  Maturity  Center/Clinical  Research 

Counseling  and  Psychotherapy  Nutrition  Counseling 

Hormonal  Replacement  Therapy  Urology/Incontinence  Center 

Infertility  Center  Young  Women's  Center 

High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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T Trobgy  Adult  & Pediatric 

Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

R.  Michael  Kroeger.  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S. 


MAIN  CLINIC: 

111  So. 90th Street,  Omaha,  NE  68114  • (402)  397-9800/1-800  882-4770 
•SATELLITE  CLINICS 


6828  N.  72nd  St. 

Ste.  7200 
Omaha,  NE  68122 
(402)572-3770 


401  East  Gold  Coast  Rd. 
Ste.  220 

Papilllon,  NE  68046 
(402)592-5567 


3005 19th  St. 
P.0.  Box  1413 
Columbus,  NE  68602 
(402)562-8114 


'For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770'  3-97 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D, 

FRANK  J IWERSEN.  M.D 

BERNARD  L.  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D, 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulders  Elbow 

• Sports  Medicine 

• Foot  S Ankle 

• Work  Related  Injuries  & 

• Hip  S Knee 

Evaluations 

• Spine  S Neck 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  224 

399-8550 

Appointments 399-8484 

Billing 399-9301 
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CARDIOTHORACIC  & VASCULAR 

jVh  SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 

Phone::  (402)393-6624 

8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635 

Omaha,  NE68114 

8-96 

Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  681 14 

10-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 
Medical  Oncology 


Methodist  Cancer  Center 

8303  Dodge  St.  #225 
Omaha,  Nebraska  68124 
(402)  354-5860 


Outreach 

Blair  (402)  426-1239 

Lexington  (308)  324-5651 

Norfolk  (402)  644-7559 

O'Neill  (402)  336-2611 


After  Hours  (402)  354-2786 
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FIRST! 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen.  M.D. 
emeritus 

C.  Rex  Latta,  M.D. 


John  W.  Pemberton.  M.D 


John  T.  Ramsell,  M.D. 
Donald  L.  Arkfeld,  M.D. 


Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkfeld,  M.D 


Camilla  R Parson.  M.D 

Michael  L.  Goldstein.  M.D. 

Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha.  NE 
68107-2500 
(402)390-8111 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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MidwestChildrens  Chest  PhysiciansP.C.  isalfiliated  with 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L.  DAVIS.  M.D. 

M ROSS  THOMAS.  M.D. 
THOMAS  C.  NILSSON.  M.D. 
KEVIN  R MURPHY.  M.D 
JEFFREYS  NELSON,  M.D 
GEORGE  A.  ZIEG,  M.D 
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Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  68144 
7710  Mercy  Road 
Suite  334 
Omaha.  NE  68124 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk.  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

41 5 East  23rd  Street 
Fremont,  NE  68025 
402-397-7400 

McCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

1213  Garfield  Avenue 
Harlan,  IA  51537 
712-755-5161 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D 
Eric  D.  Phillips,  M.D 
H.  Randal  Woodward.M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-9 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  F"  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE  402-731-4145 
WATS:  800-642-1117 


ca  mcwhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR,.  M.D. 
M.  SIMONS.  M.D. 
B Y.  R0FFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER.  M.D. 

R.E.  BOWEN,  M.D 
W.R.  MARKUS,  M.D. 


7441  O” STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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HUGH  S LEVIN.  M.D.  • JOSEPH  A.  JARZOBSKI.  M.D.  • TIMOTHY  R FANGMAN.  M.D 
DENNIS  P.  TIERNEY.  M.D.  • SHIRLEY  LANDEN  HUERTER.  M.D  • MICHAEL  H.  PETERS,  M.D. 
D.  RANDALL  PRITZA,  M.D.  • STEPHEN  M O’CONNOR.  M.D. 


7710  MERCY  ROAD.  SUITE  426 
OMAHA.  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA.  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR.  NE  68008 
(402)426-1239 
117  N.  6th  ST. 
PLATTSMOUTH.  NE  68048 
(402)296-5550 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W.  7th, 
Grand  Island  NE  68801. 


NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028,  ID#C149MT. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Executive  Vice  President 

8502  West  Center  Road.  P 0.  Box  241255,  Omaha.  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marzia  Jones,  Executive  Director 
12838  Augusta  Ave  , Omaha.  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave  . #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P O Box  3248,  Main  Station.  Omaha.  NE  68180 
Brain  Injurv  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St..  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock.  M.D  , President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave..  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave  . #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Robert  N.  Troia,  M.D  . President 
233  So.  13th  St..  Ste  1512,  Lincoln.  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D  . President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch.  PA-C,  President 
P.0  Box  31280,  Omaha,  NE  S8131 
Nebraska  Allergy  Society 

Thomas  C Nilsson.  M.D  , President 
8552  Cass  Street.  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M.D  . President 
13918  Gold  Circle,  Omaha.  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Nordhues.  President 
4^}>  St..  #203,  Lincoln,  NE  68508-2737 
isSociation  of  Pathologists 
Rodney  Markin,  M.D  , President 
23^So.  13th  St  . Ste  1512,  Lincoln.  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So,  13th  St  ;.Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy'Sffk.  M.D  , Secretary-Treasurer 
Jbdy  L Filipi.  Executive  Director 
7101  Newport  Ave  , #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes.  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M Howell.  M.D  , FACEP.  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman.  M.D.,  Governor 
UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose.  M.D  . President 

233  S.  13th  Street,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton.  M.D  , M.S.P.H  , Director 
P O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln.  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
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Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln.  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
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American  College  of  Legal  Medicine 
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American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
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American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
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Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
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Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
V CANCER 
f SOCIETY 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 


7<^e  ‘TMna&kz  'TKediazl  /tteaciatian 
focwclAtiott,  (uMftifaU,  cmd  (kiAme&i  wteneaU 


FOUNDATION  H BUSINESS  INTERESTS 


OLNEY  FOUNDATION,  INC. 


HOSPITALS 


ALEGENT  HEALTH  BERGAN  MERCY 
MEDICAL  CENTER 

ALEGENT  HEALTH  IMMANUEL  MEDICAL  CENTER 
AMI  ST.  JOSEPH  HOSPITAL 
BISHOP  CLARKSON  MEMORIAL  HOSPITAL 
BRYAN  MEMORIAL  HOSPITAL 
GOOD  SAMARITAN  HEALTH  SYSTEMS 
LINCOLN  GENERAL  HOSPITAL 
METHODIST  RICHARD  YOUNG 
NEBRASKA  METHODIST  HOSPITAL 
ST.  ELIZABETH  COMMUNITY  HEALTH  CENTER 


BLUE  CROSS  AND  BLUE  SHIELD 
OF  NEBRASKA 

PPO  Nebraska 
Custom  Flex 

Basic/Major  Medical  Health 
Care  Programs 


W.L.  GORE  & ASSOCIATES,  INC. 

Diastat  Vascular  Access  Grafts 
Gore-Tex®  Stretch  Vascular  Grafts 
Gore-Tex®  Suture 
Eze-Site™  Valvulotome 

HOECHST  MARION  ROUSSEL 

Cardizem  CD 
Altace 
Seldane 
Trental 


ELI  LILLY  & COMPANY 

Prozac® 

Humulin® 

Axid® 

Ceclor® 
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BUSINESS  INTERESTS 


MEAD  JOHNSON  NUTRITIONALS 

Enfamil 
Lactofree 
Pro  Sobee 
Nutramigen 


THE  MEDICAL  PROTECTIVE  COMPANY 

Professional  Liability  Insurance 


MUTUAL  OF  OMAHA 

Exclusicare  (HMO) 

Mutually  Preferred  (PPO) 

WorkCompCare  (Workers'  Compensation) 
Medicaid 


ROERIG  PHARMACEUTICALS  GROUP 

Cardura® 

Diflucan® 

Zoloft® 

Zithromax® 


BUSINESS  INTERESTS 


ST.  PAUL  FIRE  AND 
MARINE  INSURANCE  COMPANY 

Professional  Liability  Insurance 


WYETH-AYERST  LABORATORIES 

Prempro 

Lodine 

Suprax 

Effexor 


XEROX  CORPORATION 

Copiers 
Fascimilies 
Laser  Printers 

Digital  and  Multifunctional  Systems 


ROSS  PEDIATRICS 

Similac  w/iron 
Isomil 
Alimentom 
Biaxin 
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professional  protection  (Szclusirely  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


PRESIDENT'S  PAGE 


Inaugural  Address 


CHRISTOPHER  C.  CAUDILL,  M.D. 


In  preparing  my  remarks  for  this  evening, 

I reviewed  the  speeches  of  several  of  our 
previous  presidents.  I found  therein  their 
observations  on  existing  circumstances  and 
a listing  of  their  goals  for  the  coming  year. 
While  I could  recognize  that  they  were  able 
to  accomplish  much  of  what  they  had  as- 
pired to  do,  it  was  also  clear  that  events 
which  occurred  during  their  time  in  office 
shaped  and  influenced  a great  deal  of  what 
eventuated.  So  I anticipate  it  will  be  with  my 
tenure.  This  year  we  shall  elect  a new  state 
Senator;  a United  States  President  will  be 
chosen;  Healthcare  Reform  which  failed  so 
miserably  in  1994  will  probably  resurface 
before  1997;  and  managed  care  will  con- 
tinue to  create  new  and  complicated  situa- 
tions. Tonight,  I shall  outline  my  goals  and 
priorities,  but  time  and  events  will  in  the  end 
determine  their  appropriateness  and  suc- 
cess. 

A past  president  who  is  wiser  and  taller 
than  I has  suggested  that  I be  brief:  I shall  at 
least  be  short.  As  I look  ahead,  I see  an 
opportunity  to  capitalize  upon  the  accom- 
plishments of  the  past  year.  But  I also  see  the 
need  to  reappraise  some  of  our  priorities 
and  some  of  our  relationships,  both  with  the 
Association  as  well  as  without.  We  must 
strive  to  enhance  the  harmony  among  our 
constituent  societies  through  communica- 
tion and  the  recognition  of  our  interdepen- 
dence. I am  committed  to  this  and  to  the 
expansion  of  the  participation  of  our  mem- 
bers from  Greater  Nebraska.  I personally 
shall  do  all  I can  to  facilitate  the  realization 
of  the  Greater  Nebraska  Coalition.  Dr. 
Klutman  and  his  committee  have  made  ma- 
jor strides  toward  this  goal,  and  I would  like 
to  see  them  as  a functioning  component  of 
the  NMA  within  this  year. 

I believe  that  it  is  important  to  periodi- 
cally reexamine  the  NMA's  relationships  with 
our  members,  the  Alliance,  our  patients,  our 
physicians-in-training,  and  the  general  pub- 
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lie.  I shall  continue  to  emphasize  member 
recruitment  and  retention.  Still,  if  we  are  to 
be  able  to  prove  value  in  or  justification  for 
being  an  NMA  member,  we  must  provide  an 
opportunity  for  every  member  to  contrib- 
ute, to  participate,  and  to  feel  ownership  in 
the  Association  without  regard  to  age,  gen- 
der, ethnicity,  geographic  location,- or  prac- 
tice affiliation.  We  must  be  open  to  all  phy- 
sicians; to  all  ideas;  and  to  all  sources  of 
input.  And  finally,  we  must  be  responsive  to 
our  constituents'  changing  circumstances  and 
needs. 

In  the  coming  year,  recognizing  the 
Alliance's  skills,  commitment,  and  ingenuity, 
the  NMA  will  encourage  their  expanded 
involvement  in  Association  affairs,  and  we 
shall  actively  support  their  recruitment  ef- 
forts and  projects.  Currently,  there  are  Asso- 
ciation activities  in  which  our  Alliance  is 
prepared  to  contribute  even  more  than  it 
has  already.  Further,  there  are  issues  and 
causes  that  we  as  physicians  might  not  iden- 
tify as  being  worthy  of  our  undertaking,  and 
yet  the  Alliance  clearly  sees  such  issues  as 
deserving  of  our  efforts.  We  shall  work  to- 
gether toward  achieving  such  goals. 

Through  the  NMA's  coordinating  commit- 
tees processes,  the  lines  of  communication 
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with  our  medical  school  chapters  and  resi- 
dents physcians  will  be  strengthened.  Their 
membership  in  the  NMA  is  important,  and 
we  must  provide  meaningful  assistance  to 
them.  We  must  give  them  sufficient  insight 
into  the  NMA  so  that  these  future  colleagues 
will  be  convinced  of  the  merits  of  being  a 
part  of  organized  medicine.  Joint  ventures 
in  public  service  projects  or  one-on-one 
mentoring  with  practicing  physicians  also 
might  be  vehicles  for  positive  interaction. 

The  NMA  will  reaffirm  its  commitment  to 
patients  in  this  era  of  burgeoning  managed 
care  and  consolidation.  Our  professional 
responsibility,  as  advocates  for  appropriate 
care  and  the  readily  available  access  to  it,  is 
unchanged  despite  these  unsettled  times. 
Still,  we  must  not  presume  that  our  assess- 
ment of  what  is  good  for  patients  is  neces- 
sarily what  patients  believe  to  be  in  their 
best  interest;  nor  that  our  priorities  are  pre- 
dictably to  be  theirs.  We  must  always  listen 
and  be  flexible,  while  never  ceasing  to  gen- 
tly educate  the  public,  lest  cost  of  care  su- 
persede quality  of  care  in  importance.  Be- 
cause of  our  professional  ethic,  physicians 
are  uniquely  and  intuitively  capable  of  defin- 
ing what  quality  is  or  should  be.  Finally,  we 
must  always  be  the  champions  of  the  disad- 
vantaged, the  young,  the  disabled,  and  the 
elderly,  who  might  otherwise  be  forgotten 
or  even  intentionally  left  out  of  evolving 
healthcare  systems. 

The  NMA  will  be  involved  with  our  State 
and  its  institutions  to  meet  the  challenges  in 
public  health.  As  government  funding  is  re- 
directed and  reduced  and  as  economics 
drive  distribution,  less  emphasis  is  being 
placed  upon  public  health  issues.  Domestic 
violence,  child  and  maternal  health,  smok- 
ing, clean  air  and  environmental  pollution, 
gun  safety,  and  preventative  health  educa- 
tion are  but  a few  of  the  worthy  and  impor- 
tant areas  in  which  the  NMA  and  its  Alliance 
should  take  a leadership  role  in  assuring  that 
such  needs  are  not  being  neglected.  By 
choosing  the  right  causes,  for  the  right  rea- 
sons, and  by  working  either  alone  or  in 
partnership  with  special  interest  groups,  or- 
ganized medicine  can  begin  to  shed  the 
perception  of  being  a self-serving  and  mate- 
rialistic group  of  isolationists.  By  accomplish- 
ing good  things,  we  shall  be  acknowledged 
by  the  public:  such  accolades  can  neither  be 


purchased  nor  be  orchestrated  by  even  the 
best  public  relations  firm. 

In  this  election  year,  if  we  are  to  be  influ- 
ential, we  must  build  upon  last  year's  accom- 
plishments in  the  Legislature  and  move  with 
equal  aggressiveness  into  the  political  arena. 
We  must  work  to  improve  our  relationships 
and  visibility  with  our  representatives  at  every 
level  of  government.  We  must  be  prepared 
to  not  only  oppose  onerous  legislation,  but 
also  to  support  bills  of  our  own  introduction 
or  those  of  groups  which  share  common 
values  with  us.  We  shall  continue  to  espouse 
the  principles  of  patient  protection  and 
choice  and  the  role  of  the  physician  as  his  or 
her  patient's  advocate  in  matters  of  quality 
and  access.  As  we  saw  the  "407"  process 
ignored  with  the  introduction  of  LB  414, 
there  will  continue  to  be  efforts  by  licensed 
and  unlicensed  practitioners  to  expand  their 
scope  of  practice.  Rather  than  repeatedly 
trying  to  fend  off  those  moves,  we  shall 
propose  and  work  with  a plan  to  reexamine 
the  "407"  process  in  order  to  remove  such 
judgments  from  the  Legislature.  Finally,  as 
the  Department  of  Health's  Partnership 
Project  evolves,  we  must  be  at  the  table  to 
represent  our  concerns  and  to  present  con- 
structive recommendations. 

In  closing,  I plan  to  press  this  year  for  the 
Board  of  Directors  to  assume  a greater  role 
in  determining  the  long  range  strategy  for 
the  NMA;  I shall  urge  our  commissions  and 
committees  to  progress  from  being  reactive, 
to  being  proactive,  and  thence  to  being 
hyperactive.  I plan  to  assure  that  our  com- 
munication systems  are  refined  and  upgraded 
to  state-of-the-art  technology  in  order  to 
shrink  this  state  and  to  increase  member 
involvement.  I want  every  member  to  be 
able  to  access  me  or  the  NMA  office  without 
impediment.  Finally,  I want  us  to  join  to- 
gether in  unity  of  purpose  and  goal.  I shall 
look  to  each  of  you  to  help  as  I cannot  do 
the  job  without  your  assistance.  Together, 
however,  we  can  mold  the  NMA  into  an 
organization  in  harmony  with  itself  and  in- 
volved with  its  world:  an  organization  that 
will  be  relevant  and  stable  despite  change, 
and  able  to  lead  us  through  these  tumultu- 
ous times. 

Thank  you. 
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ORIGINAL  ARTICLE 


Hansen's  Disease  (Leprosy) 


BALACHANDRAN  WARIYAR,  MBBS,  M.D.,  D.P.M. 

710  North  Alpha 
Grand  Island,  NE  68803 


CASE  REPORT 

A 43  year  old  Mexican  male  was 
seen  early  this  year  in  the  Tri 
City  Free  Clinicforchronic  non- 
healing painless  trophic  ulcers  adjacent  to  the  left 
medial  malleolus,  which  he  has  had  for  many 
years.  He  has  had  similar  ulcers  in  the  right  leg.  He 
recently  moved  to  Nebraska  from  Lubbock,  Texas 
where  he  lived  for  many  years  and  he  also  lived  in 
Mexico.  While  in  Lubbock,  Texas  he  was  evalu- 
ated extensively  and  a diagnosis  of  demyelinating 
neuropathy  was  made  with  an  essentially  normal 
biopsy  from  the  ulcer  area.  Examination  showed 
an  otherwise  healthy  male  with  loss  of  hair  over 
the  eyebrows,  the  forearms  and  legs,  and  marked 
bilateral  foot  drop.  He  had  non-pruritic  rashes 
over  the  trunk,  face,  arm  and  thighs.  He  informed 
that  he  has  had  this  for  over  1 0 years  with  difficulty 
in  appreciation  of  thermal  sensation  and  sustain- 
ing burn  marks  on  a few  occasions.  Epidemiologi- 
cally  his  father  had  similar  problems  and  he  has  a 
brother  in  Mexico  who  is  taking  medications  for 
the  same  type  of  disease.  Initial  examination 
showed  maculo  papular  erythematous  rashes  in 
the  face,  the  trunk,  the  forearms  and  the  legs  with 
absence  of  hair  over  the  eyebrows,  the  arms  and 
the  legs.  The  left  foot  trophic  ulcer  did  not  have 
any  discharge.  He  was  unable  to  appreciate  light 
touch  or  pinprick  of  a peripheral  distribution  in  the 
arms  and  lower  extremities.  Also  noted  are  ciga- 
rette burn  marks  between  the  left  index  and 
middle  fingers.  The  rest  of  the  neurologic  exam 
was  unremarkable,  except  that  the  ulnar  and 
peroneal  nerves  were  tortuous  and  thickened 
adjacent  to  the  medial  epicondyles  and  the  fibular 
heads.  He  walked  with  a high  steppage  gait.  A 
clinical  diagnosis  of  lepromatous  leprosy  was  en- 
tertained. Biopsy  samples  from  suspected  lesions 
sent  to  the  National  Hansen's  Disease  Center  in 
Carville,  LA  confirmed  the  clinical  suspicion.  The 
histopathology  showed  approximately  1 5%  of  the 
dermis  being  replaced  by  chronic  inflammatory 
infiltrates  distributed  along  cutaneous  blood  ves- 
sels, nerve  and  dermal  appendages.  The  infiltrates 
are  composed  of  foamy  macrophages  with  mod- 
erate numbers  of  lymphocytes  interspersed.  Large 


numbers  of  acid  fast  organisms  within  the  histio- 
cytes and  cutaneous  nerves  singularly  and  in  small 
clusters  and  in  the  globi  were  identified  with  no 
polymorphs  or  evidence  of  acute  reaction.  This 
was  diagnosed  as  being  consistent  with  leprosy, 
lepromatous,  active. 

This  is  the  second  case  of  Hansen's  disease 
reported  from  Nebraska.  The  first  was  a 24  year 
old  Laotian  female  who  was  diagnosed  with 
Hansen's  disease  (tubercular  type)  which  was 
published  in  the  Nebraska  Medical  Journal,  Vol. 
71,  number  10,  1986.  Following  treatment  she 
has,  at  the  time  of  writing,  made  a complete 
recovery. 

DISCUSSION 

Mycobacterium  leprae  causes  Hansen's  dis- 
ease the  manifestations  of  Hansen's  disease  are 
varied.  A patient  with  good  resistance  to  the 
parasite  develops  tuberculoid  disease.  The  host 
parasite  relationship  determines  the  clinical  types. 
Subject,  such  as  the  one  described  above,  with 
hardly  any  resistance  has  malignant  disseminated 
lepromatous  form  of  the  disease. 

Classification  of  Hansen's  Disease:  1)  Indeter- 
minate (I).  2)  Tuberculoid  (T).  3)  Lepromatous  (L). 
4)  Borderline  Tuberculoid  (BT).  5)  Borderline 
Lepromatous  (BL).  6)  Purely  neural  (P).  This  is  a 
simplified  classification  by  Dr.  C.K.  job. 

Leprosy  is  transmitted  between  humans  with 
no  alternate  host.  Prolonged  skin  contact,  once 
believed  to  be  the  only  mode  of  transmission  of 
mycobacterium  leprae,  is  not  entirely  the  only 
source  of  infection.  Inhalation  of  infected  droplets 
from  nasal  discharge  of  patient  and  the  role  of 
arthropods  and  flies  as  carriers  is  being  increas- 
ingly recognized.  Leprosy  presents  a variety  of 
identifiable  types  - based  on  clinical,  histological, 
bacterio-logical  and  lepromin  test  observations. 
Tuberculoid  leprosy,  with  a strong  cell  mediated 


*Reprints  request  and  correspondence  to:  Balachandran  Wariyar, 
MBBS,  M.D.,  D.P.M.,  710  North  Alpha,  Grand  Island,  NE  68803. 
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immunity  response,  is  at  one  end  of  the  spectrum 
while  the  Lepromatous  Leprosy  (LL),  with  no  cell 
- mediated  antibody  response,  occupies  the  other 
end.  Graded  borderline  cases,  borderline  tubercu- 
loid (BT),  borderline  (BR),  and  borderline 
lepromatous  (BL)  lie  in  between.  Finer  shades, 
including  indeterminate,  defying  accurate  classifi- 
cation are  described.  80%  of  leprosy  cases  are 
non-lepromatous  types.  The  large  majority  of 
Hansen's  disease  have  a non-contagious  and  cur- 
able disease. 

In  endemic  areas  the  diagnosis  is  not  difficult. 
Leprosy  is  primarily  a disease  of  the  nerves  and  the 
earliest  manifestations  are  neural.  The  most  com- 
mon nerves  at  risk  are  the  peripheral  nerves, 
whether  nerve  trunks  or  dermal  nerves,  and  three 
cranial  nerves  which  course  outside  the  skull, 
namely  olfactory  (1st),  trigeminal  (5th)  and  facial 
(7th)  are  also  affected.  The  symptoms  and  signs 
are  dependent  on  the  patient's  cell  mediated 
immunity.,  Neural  manifestations  include 
parasthesia,  pain,  anesthesia  and  various  aspects 
of  muscle  wasting  and  paralysis.  The  ulnar  nerve 
is  the  commonest  to  be  affected  the  bilateral 
asymmetry  is  the  rule.  Most  often  a painless  injury 
or  a skin  insensitivity  are  overlooked  by  the  sub- 
ject. Paralysis  and  atrophy  are  confined  to  the 
muscles  of  the  face,  the  hands,  the  feet  and  the 
lower  legs.  Tendon  reflexes  are  not  usually  af- 
fected. Other  clinical  manifestations  include  in- 
volvement of  the  skin,  nasal  mucosa,  mouth, 
pharynx,  larynx,  trachea,  and  the  reticuloen- 
dothelium  system. 

In  non-edemic  parts  of  the  world  the  differential 
diagnosis  includes  other  peripheral  neuropathies, 
such  as  sensory  neuropathy,  syringomyelia,  ante- 
rior horn  cell  disease,  hereditary  neuropathies, 
such  as  Charcot  Marie  Tooth  disease.  A diagnosis 
of  leprosy  should  not  be  made  in  the  absence  of 
sensory  loss.  Proximal  muscle  wasting,  weakness 
and  generalized  hypoactive  relfexes  are  very  un- 
common. Pyramidal  signs  are  never  seen. 

Early  diagnosis  and  sustained  treatment  and  the 
type  of  the  disease  determines  the  prognosis. 
Treatment  regimens  are  founded  around  the  sul- 
fones,  namely  Dapsone.  This  is  relatively  non- 
toxic, effective  and  inexpensive.  At  present  five 
drugs  are  widely  used  to  treat  leprosy;  Dapsone, 
Clofazimine  (Lamprene),  Rifampin  (Rifadin), 
Ethionamide  (Trecator-SC)  and  Prothionamide.The 
Rifampin  and  Ethionamide  are  not  FDA  approved 
for  this  indication  and  the  Prothionamide  is  not 
available  in  the  United  States.  Various  combina- 
tions of  these  agents  with  the  standard  anti-lep- 
rosy drugs  are  being  evaluated  in  clinical  trials. 
Because  mycobacterium  leprae  is  not  grown  in 
artificial  media,  drug  sensitivity  testing  is  performed 
in  the  mouse  footpad.  Drug  sensitivity  is  routinely 


tested  at  the  Cillis  W.  Long  Hansen's  Disease 
Center.  Treatment  of  choice,  as  in  this  subject,  is  a 
triple  drug  therapy.  This  includes  Dapsone  100 
mgs.  daily,  Clofazimine  50-100  mgs.  daily  and 
Rifampin  600  mgs.  daily  for  the  first  6 months  in 
pauci  bacillary  cases.  The  risks  of  skin  pigmenta- 
tion with  Clofazimine  should  be  discussed  and 
considerable  risk  of  hepatotoxicity  in  these  combi- 
nations should  be  borne  in  mind.  Follow-up  on 
these  patient's  is  a must.  With  the  first  case  re- 
ported in  this  Journal  in  1 986  I have  continued  to 
follow-up  both  of  the  subject  and  the  family  on  an 
annual  basis. 

Control  measures  include  patient  education, 
management,  evaluation  of  contacts  and  prophy- 
laxis. This  is  vital  if  treatment  is  to  be  successful. 
Evaluation  of  contacts  in  non  endemic  areas  is 
limited  to  the  household.  They  should  be  checked 
annually  for  at  least  5 years.  With  Dapsone  pro- 
phylaxis compliance  is  often  a serious  problem 
and  the  World  Health  Organization  does  not 
recommend  Dapsone  prophylaxis.  However,  the 
Center  for  Disease  Control  has  recommended  3 
years  of  Dapsone  phophylaxis  for  household  con- 
tacts younger  than  25  years  for  the  multibacillary 
cases. 

At  the  time  of  this  writing  the  subject  has  been 
compliant  and  his  dermal  lesions  and  the  ulcers 
are  resolving. 

CONCLUSION: 

This  case  report  is  presented  for  its  medical 
interest  and  curiosity  in  this  part  of  the  world.  Since 
many  of  us  now  do  see  South  East  Asian  patient  in 
our  practice,  it  is  prudent  that  we  keep  leprosy  at 
the  back  of  our  minds  when  they  present  with 
varying  peripheral  neurodermatologic  man- 
ifestiations.  Following  confirmation  of  the  diagno- 
sis, the  family  and  close  contacts  should  be 
screened. 
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ABSTRACT 

A patient  with  unilateral  bronchiolitis  obliterans  organizing  pneumonia  (BOOP)  is  described  in  this  report.  The 
disease  responded  well  to  glucocorticoid  therapy,  as  is  characteristic.  Although  BOOP  is  being  more  frequently 
recognized  as  bilateral  disease  to  the  best  of  our  knowledge,  only  three  previous  cases  of  unilateral  disease  have 
been  recognized  and  reported. 


CASE  REPORT 

A 60-year-old  African  American 
man  was  seen  because  of  in- 
creasing exertional  dyspnea 
which  had  been  present  for  six  to  eight  weeks. 
Chest  examination  was  essentially  normal.  Chest 
roentgenograms  revealed  a right  upper  lobe 
infiltrate  and  prominence  of  the  pulmonary  blood 
vessels.  A Mantoux  skin  test  (P.P.D.)  and  three 
early  morning  sputum  smears  for  acid  fast  bacilli 
were  negative.  The  sputum  culture  disclosed 
Moraxella  catarrhalis  and  the  patient  received  a 
fourteen  day  course  of  twice-a-day  double 
strength  Trimethoprim-sulfamethoxazole.  An 
echocardio-gram  revealed  a reduced  left  ven- 
tricular ejection  fraction  of  20-25%  with  global 


FIGURE  1 

Posteroanterior  view  of  chest  roentgenogram  show- 
ing extensive  right  sided  infiltrate  involving  whole  lung. 


hypokinesis.  A cardiac  catheterization  was  per- 
formed which  revealed  severe  triple  vessel  coro- 
nary artery  disease.  The  patient  was  treated  for 
acute  congestive  heart  failure  and  the  right  upper 
lobe  infiltrate  cleared.  One  of  the  three  cultures 
obtained  earlier  was  reported  to  be  positive  for 
Mycobacterium  kansasii  with  a colony  present. 
Since  the  upper  lobe  infiltrate  had  cleared,  it  was 
felt  that  this  may  have  been  a contaminated 
culture.  Two  months  after  his  initial  evaluation,  he 
underwent  coronary  artery  bypass  surgery.  There- 
after, he  improved  and  was  essentially 
asymptomatic.  Two  months  later,  he  again  pre- 
sented with  shortness  of  breath  on  exertion.  On 
examination,  he  was  afebrile  with  diffuse  rales 
present  over  the  entire  right  lung.  A chest  roent- 
genogram revealed  diffuse  interstitial  and  alveo- 
lar infiltrates  throughout  the  right  lung  (Figure  1 ). 
The  left  lung  appeared  normal.  A CT  of  the  chest 
confirmed  the  presence  of  unilateral  infiltrates  in 
the  right  lung  (Figure  2).  Additional  laboratory 
studies  revealed  a normal  white  blood  cell  count 
and  the  erythrocyte  sedimentation  rate  was  67 
mm/hr.  Pulmonary  function  tests  disclosed  re- 
strictive dysfunction.  Empiric  treatment  with 
Unasyn  was  begun.  Several  days  later,  after  no 
response  to  the  antibiotic  had  been  observed,  a 
bronchoscopy  with  transbronchial  biopsies  was 
performed.  Transbronchial  biopsies  showed  evi- 
dence of  organizing  pneumonia;  however,  be- 
cause of  the  uncertain  presentation  and  the 
culture  of  Mycobacterium  kansasii,  an  open  lung 
biopsy  was  performed.  This  biopsy  showed 
pathologic  features  consistent  with  BOOP  (Fig- 
ure 3).  Prednisone  40  mg  daily  was  begun  with 
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FIGURE  2 

CT  scan  of  chest  depicting  right  sided  involvement 
with  sparing  of  left  side 
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FIGURE  3 

Open  lung  biopsy  consistent  with  diffuse  organizing  pneumonia  with  arrow 
pointing  to  Masson  body  characteristic  of  BOOP. 


rapid  improvement  in  the  patient's  symptoms 
and  clearing  of  the  radiograph. 

DISCUSSION 

Bronchiolitis  obliterans  was  described  as  early 
as  1835  by  Reynaud1  but  more  recently  a sub- 
classification of  bronchiolitis  obliterans  organiz- 
ing pneumonia  (BOOP)  has  been  recognized.2 
This  diagnosis  of  bronchiolitis  obliterans  organiz- 
ing pneumonia  is  characterized  by  the  presence 
of  granulation  tissue  within  the  lumen  of  small 


airways  extending  into  alveoli  with  lesions  that 
are  patchy  and  temporally  uniform.  There  is  also 
destruction  of  the  small  airways  with  obliterative 
scarring.2  3 Radiographically  the  disease  process 
is  characterized  by  bilateral  infiltrates  which  are 
often  ground  glass  in  appearance.  Interstitial  and 
alveolar  densities  are  described,  along  with  poorly 
defined  nodules  and  diffuse  nodular  infiltrates.3  4 
Unilateral  pulmonary  involvement  is  rare  and 
there  is  only  one  case  reported  from  Europe5  and 
two  from  North  America.2 
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This  case  is  unusual  in  that  there  was  extensive 
unilateral  involvement  while  the  radiological  find- 
ings in  the  previously  reported  cases  were  rela- 
tively localized.  Upper  lobe  pneumonia  associ- 
ated with  BOOP  has  also  been  previously  re- 
ported6 and  the  significance  of  the  previous  right 
upper  lobe  infiltrate  in  this  patient  is  unclear  since 
it  resolved  with  antibiotics  and  treatment  of 
congestive  heart  failure. 

This  case  reiterates  that  BOOP  remains  a 
histopathologic  diagnosis  with  protean  roent- 
genographic  presentations.  An  open  lung  biopsy 
is  usually  necessary  to  confirm  the  diagnosis 
because  of  the  patchy  nature  of  the  infiltrates  and 
the  need  for  a larger  specimen  for  pathologic 
examination. 
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ASK  A LAWYER 
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Lincoln,  NE  68508 


1.  When  a physician  has  been  subpoenaed 
for  medical  records  and  there  is  no 
patient  release  on  file,  may  records  re- 
garding HIV  test  results  be  surrendered? 

Pursuant  to  Neb.  Rev.  Stat.  § 71-503.01 
(Supp.  1994)  and  § 71-509  (1990),  such 
records  are  to  remain  confidential  and  are 
not  subject  to  subpoena.  This  rule  also  ap- 
plies to  workers'  compensation  cases  where 
records  are  otherwise  to  be  released  even 
without  a subpoena. 

Section  71-503.01  primarily  deals  with 
the  expectation  of  confidentiality  in  cases 
where  medical  practitioners  are  required  by 
law  to  report  cases  of  communicable  dis- 
eases or  are  required  to  give  notification  of 
positive  laboratory  findings  to  a health  de- 
partment. According  to  this  section,  "such 
reports  or  notifications  shall  be  confidential, 
shall  not  be  subject  to  subpoena,  and  shall 
be  inadmissible  in  evidence  in  any  legal 
proceeding  of  any  kind  or  character." 

Section  71-509  as  well  as  the  sections 
that  follow  pertain  to  an  emergency  services 
provider  who  has  been  exposed  to  infec- 
tious disease.  If  a patient  has  been  diag- 
nosed as  having  an  infectious  disease  and  if 
the  provider  has  completed  a "significant 
exposure  report"  form,  the  provider  is  en- 
titled to  notice  of  the  patient's  condition 


forty-eight  hours  after  diagnosis  is  confirmed. 
If  the  patient  has  not  been  diagnosed  with 
an  infectious  disease,  the  health  care  facility 
where  the  patient  is  hospitalized  must  re- 
quest the  patient's  physician  to  order  the 
necessary  tests.  While  the  patient  has  the 
right  to  refuse  consent,  the  provider  may 
petition  the  court  for  an  order  requiring  that 
the  tests  be  performed.  As  set  out  in  Neb. 
Rev.  Stat.  § 71-503.01,  71-51  1 mandates 
that  all  information  concerning  a patient  or 
test  results  obtained  under  § 71-509  remain 
confidential  by  the  health  care  facility  that 
tested  the  patient,  the  health  care  facility 
that  received  the  patient,  physicians  involved 
and  the  emergency  medical  service  provider. 
Such  information  is  not  subject  to  subpoena, 
search  warrant  or  discovery  proceedings. 
The  information  and/or  test  results  may  be 
released  with  the  written  consent  of  the 
patient. 


*Ask  a Lawyer*  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Erin  Calkins,  a law  student  at  Creighton  University  School  of 
Law  and  Charles  M.  Pallesen  Jr.,  of  the  Cline  Williams  Law  Firm. 
Questions  relating  to  specific  detailed  factual  situations  should 
continue  to  be  referred  to  your  own  counsel. 
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Island,  NE  68803. 

JAMES  C.  WENDT,  M.D. 

Dr.  Wendt  was  born  in  Bangor,  Maine  and 
attended  Colorado  State  University  and  the 
University  of  Nebraska.  Dr.  Wendt  was  a 1 977 
graduate  of  the  University  of  Nebraska  College 
of  Medicine.  He  took  his  internship  and  resi- 
dency at  Hennipin  County  Medical  Center  and 
a residency  at  the  University  of  Iowa.  Dr.  Wendt 
is  a urologist  in  Grand  Island  and  his  office 
address  is  620  N.  Alpha,  Grand  Island,  NE 
68803. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Primary  Care  Update  - Okoboji, 
Iowa. 

MAY  31  - JUNE  1,  1996 — Second  Annual:  Neurology 
Update  for  Primary  Care  Physicians  and  their  Sup- 
port Staff  Marriott  Hotel,  Omaha,  NE. 

JUNE  5,  1996 — Ethical  Dilemmas  in  LongTerm  Care, 
New  World  Inn,  Columbus,  NE. 

JUNE  12-14,  1996  — 13th  Annual  Scientific  Session: 
American  Association  of  Clinical  Anatomists, 
Creighton  University,  Omaha,  NE. 

JUNE  15 — Postgraduate  Course:  Endoscopic  Surgical 
Anatomy  of  the  Neck  and  Trunk,  Boys  Town  Na- 
tional Research  Hospital,  Auditorium,  Omaha,  NE. 

JULY  24  - 25,  1996  — Fifth  Annual  Conference:  The 
Managed  Care  Revolution:  Payor  Source  Reform  in 
the  Post  Acute  Continuum  of  Care,  Marriott  Hotel, 
Omaha,  NE. 

SEPTEMBER  19-20,  1996  — Eleventh  Annual:  Ameri- 
can Association  of  Cardiovascular  & Pulmonary 
Rehabilitation  meeting,  Baltimore,  MD. 

OCTOBER  2,  1996  — Ninth  Annual  Thomas  Timothy 
Smith,  M.D.  lecture,  Boys  Town  Institute  Audito- 
rium, Omaha,  NE. 

OCTOBER  4-5,  1 996  — Eleventh  Annual  : A Day  With 
the  Perinatologist,  Marriott  Hotel,  Omaha,  NE. 

OCTOBER  26-27,  1996  — Sixth  Annual:  Anesthesiol- 
ogy Symposium,  Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  21,  22,  1996  — Diseases  Related  to 
Smoking,  Peter  Kiewit  Center,  Omaha,  NE. 

If  you  have  any  questions,  please  contact : Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

JUNE  25-29,  1996  — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  coop- 
eration with  Mayo  Clinic  and  the  Department  of 
Medicine,  Royal  College  of  Surgeons  in  Ireland 
Medical  School.  Program  Site:  Dublin,  Ireland. 

AUGUST  8-10,  1996  — Third  Annual  Symposium  on 
Biomedical,  Biopharmaceutical,  and  Clinical  Appli- 
cations of  Capillary  Electrophoresis.  Program  Site: 
Leighton  Auditorium,  Siebens  Building,  Mayo  Clinic, 
Rochester,  Minnesota. 

AUGUST  18-20,  1996  — Success  With  Failure:  New 
Strategies  for  the  Evaluation  and  Treatment  of  Con- 
gestive Heart  Failure,  Vail  Cascade  Hotel,  Vail, 
Colorado. 

SEPTEMBER  29  - OCTOBER  4,  1996  — Advances  in 
Diagnostic  Radiology  and  Advanced  Radiology  Life 
Support,  The  Broadmoor  Resort,  Colorado  Springs, 
Colorado. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Disease, 
presented  in  cooperation  with  Mayo  Clinic  and  the 
North  American  Chapter  of  the  International  Union 
of  Angiology.  Program  Site:  Phillips  Hall,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  14-16,  1996 — 1996  International  Meeting 
on  ANCA  and  ANCA-Related  Diseases,  The  7th 
International  ANCA  Workshop.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester,  Min- 
nesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

NOVEMBER  14-16,  1996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minnesota, 
Credit:  16.25  Category  1 hours,  Registration  fee 
$325. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  5.  W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 
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COMING  MEETINGS 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School  of 
Medicine,  University  of  Nebraska  Medical  Center, 
University  of  Nebraska  Lincoln,  Omaha,  Kearney. 
For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDAY-SATURDAY  MORNING,  JUNE  7-8,  1996  — 
Fourth  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Red  Lion  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  Practice,  Internists,  Obste- 
tricians and  Gynecologists,  Emergency  Physicians, 
Physician  Assistants.  Fee  $150. 

WEDNESDAY-FRIDAY,  JUNE  12-14,  1 996— "Partners 
for  Heart  Disease  Prevention:  A Call  for  Action", 
Tenth  Region  VII  Cardiovascular  Disease  Risk  Re- 
duction Conference,  Clarion  Hotel  Carlisle,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care  Physi- 
cians, Cardiologists,  Nurses,  Health  Educators,  Di- 
etitians, Health  Departments,  Home  Economists. 
Fee:  $65  before  5/1/96,  $80  after. 

FRIDAY,  AUGUST  23,  1 996  — Rural  Health  Opportu- 
nities Fair,  University  of  Nebraska  Medical  Center, 
Outpatient  Care  Center,  Target  Audience:  Commu- 
nities Recruiting  Physicians.  Fee:  $300  per  booth. 

MONDAY-SATURDAY,  SEPT.  23-28,  1996  — Emer- 
gency Medicine  1 996:  Skills  and  Knowledge  for  the 
Practicing  Physician,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audience: 
Emergency  Physicians/others  providing  care  in  the 
ER.  Fee:  $750. 


SATURDAY  MORNING,  SEPTEMBER  28,  1996— 9TH 
Annual  Internal  Medicine  Update,  University  of 
Nebraska  at  Lincoln  Student  Union,  Lincoln,  Ne- 
braska (In  conjunction  with  Nebraska  football  game). 
Target  Audience:  Primary  Care  Physicians.  Fee:  $60. 

FRIDAY,  OCTOBER  11,  1 996  — 4th  Annual  College  of 
Medicine  Alumni  Day,  University  of  Nebraska  Medi- 
cal Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  Charge. 

THURSDAY-SUNDAY,  DECEMBER  5-7,  1996  — Ob- 
stetrics and  Gynecology  Conference,  Bally's  Las 
Vegas,  Nevada.  Target  Audience:  Primary  Care 
Physicians.  Fee:  $325. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Provider, 
Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — Pro- 
vider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape,  CD- 
ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42nd 
Street,  Omaha,  NE  68 198-5651.  Call  (402)  559-41 52  or  use  our  toll 
free  MD  Advantage  Number  and  ask  for  Continuing  Education 
(800)  642-1095  Nationwide,  FAX  Number  (402)  559-5915,  or  e- 
mail  CONTEDUC  @ UNMC.EDU. 
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1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 
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Strictly  Confidential  - Professional  - Effective 


N 

Nebraska  Methodist  Health  Systems 2 

Norfolk  Printing  Co.,  Inc 4 

P 

Pegler-Sysco 4 


S 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D. 

11-96 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N,  KINGSLEY,  M.D.,  F.A.C.S. 


Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 -402-484-7600 

1500  S.  48TH  ST„  SUITE  709 
LINCOLN,  NE  68506 

1-800-MED-LINC 

1-97 


The 

G*  HEART  , — ^ | ^ 

Center  of  Nebraska 

a»D™  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-96 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift, 

M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

21 15  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)  382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-96 

eye 

= ) surgical 
— associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D. 
Gregory  E.  Sutton.  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Crete,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas  . .. 
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NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-96 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G.  Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidrick,  M.O.,  F.AC.0.G. 

Yvonne  K.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified 

in  Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

• MICROSURGERY 

1 24  HOURS  - 7 DAYS  A WEEK 1 

483-7641 

1 NEW  PATIENTS  WELCOME  ' 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

402-475-2803 


■■■ 


Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  & Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 

1000  South  13th  Street  • 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

John  C.  Yeakley,  M.D. 

Board  Certified 


8-96 

P.O.  Box  2636  Lincoln,  Nebraska  68542 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr„  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr,,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street.  Suite  100  • Lincoln,  NE  68510  H-96 


NEBRASKA^Hil 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE, PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 

• DISOROERS  OF  THE  SPINE 

• TOTALJOINT  REPLACEMENT 

• CHILDRENS  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


10-96 


Neurological  & Psychiatric 
Specialists,  Inc. 


770  North  Cotner  Boulevard,  Suite  404 
Lincoln,  Nebraska  68505 
(402)  464-2600  FAX:  (402)  464-3655 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders,  Neurodevetopmenta I 
Disorders,  And  Disorders,  In  Children.  That  Effect  The  Brain,  Spine  and  Muscles. 

12-96 


May  1996 


Nebraska  Medical  Journal  15- A 


PHYSICIAN'S  DIRECTORY,  cont. 

| LINCOLN,  cont.  [ LINCOLN,  cont. 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 


pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M.D 
JOHN  H.  CASEY.  M.D . 
DEBORAH K DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M.D 
DONALD  A DYNEK.  M.D 
GEORGE  E GAMMEL.  M.D 
PATRICK  A KEELAN.MD 
STEFFAN  R.  LACEY.  M D 
CHRISTOPHER  T MASADA.  M.D. 

SCOTT M.  NOEL.  M.D. 
MATTHIAS  I OKOYE.  M.D 
JOHN  F PORTERFIELD.  M.D 
ROBERT F SHAPIRO.  M.D 
AINA  I.  SlLENIEKS.  M.D 
DANIEL  J.  TILL.  M.D 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South.  1919  South  40th  Street.  Suite  333,  Lincoln.  NE  68506-6960 
402/483-5053  or  800/742-7414 
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UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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G 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 
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Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 
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Prairie  surgical 

ASSOCIATES  P.C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 
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O WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G Swanson.  M.D..  FACOG 
James  J.  Maly,  M.D.,  FACOG 
Gregory  J.  Hattan.  MD,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 

Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Lamaze  and  Health  Education 

Breast  Care  Center  Maturity  Center/Clinical  Research 

Counseling  and  Psychotherapy  Nutrition  Counseling 

Hormonal  Replacement  Therapy  Urology/Incontinence  Center 

Infertility  Center  Young  Women's  Center 

High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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PHYSICIAN'S  DIRECTORY,  cont. 


OMAHA 


OMAHA,  cont. 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  Peter  M.  Gordon.  M.O.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

H.  Jeoflrey  Deeths,  M.D.,  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Komgsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street,  Omaha,  NE  68114  • (402)  397-9800/1-800  8824770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005  19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha,  NE  68122  Papillion,  NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770 ’ 3-97 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

BERNARD  L,  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t McMullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulder  & Elbow 

• Sports  Medicine 

• Foot&  Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED  24  HOURS 

7710MercyRd.  Suite224 

399-8550 

Appointments 399-8484 

Billing 399-9301 
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CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)  393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  68114 
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Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 
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HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 
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(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


FIRST! 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 


John  W.  Pemberton,  M.D. 


John  T.  Ramsell,  M.D. 


Donald  L.  Arkfeld,  M.D. 


Raymond  M.  Crossman,  III,  M.D. 
D.  Francis  Arkfeld,  M.D. 


Camilla  R.  Parson,  M.D. 

Michael  L.  Goldstein,  M.D. 

Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)390-8111 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE 
68107-2500 
(402)  390-81 1 1 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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PHYSICIAN'S  DIRECTORY,  cont. 

I OMAHA,  cont.  1 , OMAHA,  cont.  I 


Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES,  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTOMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  AND  TREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1 -888-592-2611 
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HUGH  S.  LEVIN,  M.D.  • JOSEPH  A.  JARZOBSKI,  M.D.  • TIMOTHY  R.  FANGMAN.  M.D 
DENNIS  P.  TIERNEY.  M.D.  • SHIRLEY  LANDEN  HUERTER,  M.D  • MICHAEL  H.  PETERS.  M.D. 
D RANDALL  PRITZA.  M.D.  • STEPHEN  M.  O’CONNOR,  M.D. 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)  296-5550 
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MidwestChildrensChestPhysiciansP.C.isatfiliatedwith 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
JEFFREYS  NELSON.  M.D. 
GEORGE  A.  ZIEG.  M.D 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 
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OMAHA 

8552  Cass  Street 
Omaha,  NE68114 
14505  West  Center  Road 
Omaha,  NE68144 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  681 24 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

41 5 East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

McCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

1213  Garfield  Avenue 
Harlan,  IA  51 537 
712-755-5161 


NEBRASKA 

Patrick  W.  Bowman,  M.D. 

h.L  1 

SPINE 

Michael  C.  Longley,  M.D. 

I 

Eric  D.  Phillips,  M.D. 

k 1 

SURGEONS.  PC. 

H.  Randal  Woodward,  M.D. 

Find  out  how  comprehensive  spine  care  in  one  location 

can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 

11819  Miracle  Hills  Drive,  Suite  102 

24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438 

1-800-496-0403 

402-496-0404 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F-  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


C.A  MCWHORTER, 

M.D. 

(1918-1988) 

H.W.  McFADDEN,  JR., 

M.D. 

M.  SIMONS, 

M.D. 

B.Y.  ROFFMAN, 

M.D. 

R.K.  KOERBER. 

M.D. 

CA  WEBSTER, 

M.D. 

R.E.  BOWEN, 

M.D. 

W.R.  MARKUS, 

M.D. 

7441  -O-  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  Supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 


GENERAL  PRACTICE:  L.M.C.C.  (Canada)  reciproc- 
ity. Interested  in  practice  opportunities  in  rural  Ne- 
braska. 23  years  experience  (1 5 in  U.S.).  Current  knowl- 
edge. Strong  background  geriatrics,  pediatrics,  allergy 
and  foot  care.  Please  fax  inquiries  to  520-723-5433. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Executive  Vice  President 

8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marzia  Jones.  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha.  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St..  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O.  Box  3248,  Main  Station.  Omaha,  NE  68180 
Brain  Injury  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J Cinque.  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S 80th  Ave  , #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Robert  N.  Troia,  M.D  . President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D  , President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So.  13th  St,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M.  Howell.  M.D  . FACEP,  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton,  M.D  , M.S.P.H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 


Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Tracy  R.  Osborne,  M.D.,  President 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 
Julie  M.  Vose,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Robert  Wergin,  M.D.,  President 
4601  F Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Patricia  Helke,  M.D.,  President 
233  S.  13th  Ste.,  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  • 

American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D.,  President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 
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St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
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Hospital's  Assistive  Technology  Center  assess  how  computer  access, 
seating  and  mobility,  environmental  control  and  communication  can 
improve  your  patient's  ability  to  be  independent.  Team  members  include:  ‘ 

• a speech  language  pathologist 

• physical  therapist 

• occupational  therapist 

• psychologist 

• rehab  engineer 

• vocational  rehab  specialist 

Children  and  adults  with  spinal  cord  or  head  injuries,  developmental 
delays,  strokes,  neuromuscular  and  degenerative  diseases  and  other 
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Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 
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Early  Detection  of  Breast  and  Cervical  Cancer  Program 
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Physician  Assisted  Suicide,  or  Be  Careful  in 
Which  State  You  Vacation  in  the  Next  12  Months 

CHRISTOPHER  C.  CAUDILL,  M.D. 


1)  PHYSICIAN  ASSISTED  SUICIDE  - 
Physician  assisted  suicide  occurs  when 
a physician  facilitates  a patient's  death 
by  providing  the  necessary  means  and/ 
or  information  to  enable  the  patient  to 
perform  the  life-ending  act  (e.g.,  the 
physician  provides  sleeping  pills  and 
information  about  the  lethal  dose, 
while  aware  that  the  patient  may  com- 
mit suicide). 

2)  EUTHANASIA  - 

Euthanasia  is  the  administration  of  a 
lethal  agent  by  another  person  to  a 
patient  for  the  purpose  of  relieving 
the  patient's  intolerable  and  incurable 
suffering. 

The  AMA's  Council  of  Ethical  and  Judicial 
Affairs  (CEJA)  in  1994,  defining  the 
physician's  duty  to  be  that  of  "healer",  pro- 
scribed participation  by  physicians  in  either 
of  these  activities.  Based  upon  this  position, 
the  NMA  testified  against  LB  1 259,  the  "Phy- 
sician-Aid-in-Dying  Act"  sponsored  by  Sen. 
Ernie  Chambers  and  composed  by  the  Hem- 
lock Society.  This  would  have  made  legal  a 
physician  actively  providing  the  means  for 
and  administrating  agents  to  patients  re- 
questing euthanasia  or  assisted  suicide.  A 
bill  banning  such  assistance  was  signed  into 
law  this  year  by  Gov.  Terry  Branstad  of  Iowa. 
If  recent  actions  in  New  York  and  on  the 
west  coast  are  bell-weather  decisions,  how- 
ever, this  law  is  not  long  for  the  books! 

Citing  "equal  protection  of  the  law",  the 
2nd  U.S.  Circuit  Court  of  Appeals  of 
Manhattan  stated  that  all  patients  should 
have  the  same  option  for  termination  in 
hopeless  situations  whether  that  means  re- 
moval of  ventilator-support  or  the  adminis- 
tration of  life-ending  medications.  The  Court 
further  stated  that  physicians  who  prescribe 
lethal  doses  of  medication  to  terminally  ill 
patients  should  be  no  more  liable  to  pros- 
ecution than  their  peers  who  turn  off  the 
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ventilator.  With  a different  line  of  "logic"  and 
with  more  far-reaching  consequences,  the 
9th  Circuit  Court  of  Appeals  in  San  Fran- 
cisco ruled  that  physician  assisted  suicide  is 
a fundamental,  constitutional  right  under 
the  14th  Amendment  ("Liberty")  and  struck 
down  a Washington  state  law  prohibiting  it. 
By  the  same  sweep  of  their  pen,  the  Court 
will  probably  release  the  Oregon  Death  with 
Dignity  Act  from  the  injunction  which  cur- 
rently impedes  its  implementation.  The 
Oregon  bill  which  passed  as  a public  referen- 
dum by  a vote  of  51%  to  49%  will  enable 
physcians  to  participate  in  physician  assisted 
suicide  without  fear  of  legal  sanction.  Other 
decisions  to  date  have  lifted  such  bans  in  10 
of  the  other  32  states  with  such  restrictions. 
As  proponents  suggest,  most  of  the  public 
supporters  do  not  personally  wish  to  exercise 
the  option  but  only  wish  to  know  that  they 
have  it  available  to  them  if  needed.  Oppo- 
nents fear  that  this  will  unleash  a hoard  of 
"serial-mercy  killers"  upon  society  with  no 
regard  for  the  morality  of  life-death  nature  of 
humanity  or  with  no  acceptable  guidelines 
to  protect  patients  from  inappropriate  termi- 
nation. Whatever  the  other  results,  already 
one  for-profit  managed  care  corporation  (to 
remain  unnamed),  seizing  the  moment,  has 
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offered  a discount  to  potential  subscribers 
who  will  sign  an  advanced  directive  at  the 
time  of  enrollment:  Yankee  ingenuity  at  its 
"best!" 

In  a survey  of  Michigan  physicians  pub- 
lished in  the  New  England  Journal  of  Medi- 
cal, 37%  of  responders  favored  neither  ban- 
ning nor  legalizing  physician  assisted  sui- 
cide. Iowa  physicians  were  divided  evenly 
on  the  issue  according  to  a survey  by  the 
Des  Moines  Register.  Oregon  physicians  in- 
dicated 60%  support  for  their  bill;  35%  indi- 
cated that  they  might  participate;  7%  re- 
ported actually  prescribing  medication  for 
this  purpose.  In  overturning  the  New  York 
ban,  the  2nd  US  Circuit  Court  commented: 
"What  interest  can  the  State  possibly  have  in 
requiring  the  prolongation  of  a life  that  is  all 
but  ended?"  Another  question  might  be  in 
what  constructive  way  is  humanity  served 
by  the  judiciary  interposing  itself  into  the 
physician-patient  relationship  (assuming  that 
the  physician  is  fulfilling  their  responsibility 
to  their  dying  patient)? 

One  somewhat  perplexing  recent  turn  is 
that  statement  by  Dr.  Nancy  Dickey,  chair  of 
the  AMA  Board  of  Trustees,  who  has  stated 
that  the  AMA  will  reexamine  its  position 
(and  I assume  CEJA's)  on  physician  assisted 
suicide  ( Wall  Street  Journal)  which  I suspect 
was  precipitated  by  the  growing  public  con- 
troversy. I find  this  a bit  disquieting  to  hear 
that  a supposedly  basic  ethical  principle  can 
be  subject  to  reassessment  or  modification 
because  of  a shift  in  popular  sentiment. 
However,  I am  reassured  by  the  words  of 
those  wise  Justices  of  the  9th  Circuit  Court 
of  Appeals  who  observed  that  "regardless  of 
the  AMA  or  its  position,  experience  shows 
that  most  doctors  can  readily  adapt  to  a 
changing  legal  climate."  And,  "the  profession's 
ethical  integrity  will  survive"  without  a blem- 
ish "once  the  court  gives  constitutional  pro- 
tection to  assisted  suicide."  How  did 
Hippocrates  ever  do  it  without  judicial  re- 
view? 


At  this  time  in  Nebraska,  we  have  no  bill 
and  perhaps  its  best  that  we  do  not.  Even 
among  proponents  such  as  Dr.  Quill,  author 
of  "Diane",  there  is  concern  that  "the  ball" 
may  be  rolling  too  fast  toward  legalization. 
The  decision  of  the  Supreme  Court  of  the 
Netherlands  not  to  charge  Dr.  Chabot  for 
assisting  in  the  suicide  of  an  otherwise 
healthy  but  depressed  patient  does  not  do 
much  to  dissuade  such  concerns.  While  it 
has  been  suggested  that  the  absence  of  any 
legal  directive  is  unfair  and  unwise,  the  en- 
actment of  an  ill-conceived  and  hastily  com- 
posed document  is  certainly  more  danger- 
ous (ie.  Dr.  Chabot,  the  Netherlands).  We  as 
physicians  have  forever  made  considered 
life-sustaining  and  life-ending  decisions  for 
our  patients,  in  consultation  with  these  pa- 
tients and  their  families.  We  perhaps  do  not 
do  as  good  a job  at  times  in  coordinating 
and  facilitating  patients  through  their  final 
months  of  a terminal  illness,  and  because  of 
this,  we  may  bear  some  measure  of  respon- 
sibility for  the  currently  intense  interest  in 
physician  assisted  suicide  and  euthanasia. 
However,  in  recognizing  this,  we  can  at  the 
same  time  identify  a more  acceptable  solu- 
tion for  both  physicians  and  patients.  This 
would  entail  the  enhanced  training  of  physi- 
cians in,  and  developing  a comfort  with, 
assisting  the  dying  patient,  even  to  the  de- 
gree of  creating  a subspecialty  of  medicine, 
complimented  by  the  expertise  of  advanced 
practice  nurses,  counselors,  hospice  work- 
ers and  services,  pharmacologists,  and  the 
religious  community.  Physicans  are  not  even 
confident  about  how  to  prescribe  what,  to 
successfully  euthanize  a patient  without  the 
risk  of  a misadventure  which  might,  as  in- 
conceivable as  it  might  seem,  leave  the  pa- 
tient worse  than  before.  As  a veterinarian 
from  Oregon  observed  as  he  gazed  around 
at  a group  of  doctors,  only  he  had  any 
experience  with  successful  euthanasia.  So, 
as  physicians,  why  shouldn't  we  strive  to 
more  ardently  relieve  misery,  rather  than 
acquiescing  to  demands  for  "putting  them 
(patients)  out  of  it?" 
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EDITORIAL 


Managed  Care:  A View  From  The  Consumer 

ROBERT  F.  SHAPIRO,  M.D. 


The  advent,  evolution,  and  continued 
growth  of  Managed  Care  has  created  an 
admixture  of  concern,  consternation,  fear, 
and  even  opportunity  from  the  perspective 
of  hospitals,  doctors,  pharmacists,  and  es- 
sentially all  providers  of  health  care  services. 

Like  many  physicians,  my  own  reactions 
have  been  varied.  I thought  about  the  im- 
pact of  managed  care  on  physician  incomes. 
I attended  meetings  to  learn  to  cope  with 
the  prospects  of  new  and  unfamiliar  ways  of 
being  reimbursed.  I worried  about  the  vol- 
ume of  services  to  be  provided,  and  ago- 
nized about  our  ability  to  maintain  quality 
and  meet  increasing  needs  and  demands  for 
service  if  resources  were  limited. 

Against  this  backdrop  of  self-concern 
coupled  with  concern  for  our  profession  as 
a whole,  I was  asked  to  participate  on  a 
panel  sponsored  by  Leadership  Lincoln  to 
discuss  the  effects  of  Managed  Care  from 
the  vantage  point  of  the  consumer.  This 
panel  discussion  was  to  be  held  April  1 1 at 
the  Saint  Elizabeth  Community  Health 
Wellness  Center. 

By  way  of  background,  Leadership  Lin- 
coln is  a community  program,  which  each 
year  recruits  approximately  50  "fellows"  who 
are  provided  a basic  training  program  on 
becoming  future  community  leaders. 

For  several  weeks  before  the  panel  discus- 
sion, I attempted  to  "put  on  a consumer's 
hat"  and  reframe  information  I had  gleaned 
from  reading,  attending  meetings,  and  per- 
sonal communications  into  a view  of  the 
health  care  world  as  seen  through  a 
consumer's  eyes. 

Obviously,  what  one  sees  depends  on 
where  one  looks.  In  California,  most  of  my 
choices  involve  Managed  Care.  On  the  other 
hand,  in  North  Dakota  and  Montana,  there 
is  little  if  any  managed  care  to  choose  from. 

Managed  Care  has  changed  provider  in- 
centives. Before  Managed  Care,  providers 


might  do  too  much  for  me  or  my  family, 
hopefully  not  causing  harm;  (there  are  those 
iatrogenic  illnesses  you  know);  but  now  ev- 
ery service  could  engender  costs  rather  than 
producing  revenue.  Now  I'm  concerned 
about  getting  the  services  I need.  Will  I be 
admitted  to  the  hospital  if  needed?  I can 
imagine  there  is  tension  in  the  air  when  the 
physician  calls  the  plan  to  get  pre-authoriza- 
tion for  an  admission  to  the  hospital  and 
then  the  number  of  days  permitted  is  based 
on  an  "average"  and  not  necessarily  on  my 
individual  needs. 

We  patients  pray  the  physician's  deci- 
sions are  guided  by  his/her  professional  eth- 
ics and  not  by  the  bottom  line.  I know 
resources  have  to  be  used  judiciously  to 
avoid  waste  in  order  to  provide  for  every- 
one, but  I want  what  I need. 

Many  Managed  Care  plans  have  well  or- 
ganized approaches  to  preventive  care.  Their 
interests  and  mine  are  "aligned".  It  helps  me 
and  my  family;  and  saves  them  money.  Many 
plans  emphasize  vaccinations,  mammo- 
grams, pap  smears,  PSAs,  hemoc-ults,  and 
cholesterol  checks. 

On  the  other  hand,  I'm  told  that  many  of 
the  plans  treat  experimental  care  less  kindly. 
Bone  marrow  transplants  for  solid  tumors 
and  low  percentage  yield  treatments  for  dis- 
eases are  not  encouraged,  even  if  the  physi- 
cians are  free  to  tell  me  about  them  anyway, 
which  I'm  told  some  plans  are  loathe  to  do. 

I guess  like  others,  I could  sue  a Managed 
Care  plan  if  necessary  care  for  a family 
member  was  denied;  but  how  much  good  is 
that  after  a tragedy. 

The  Managed  Care  plans  join  organiza- 
tions like  NCQA  (National  Committee  for 
Quality  Assurance)  and  try  to  meet  HEDIS 
(Health  Plan  Employer  Data  and  Information 
Set)  requirements  to  attempt  to  guarantee 
us  that  they  are  at  least  meeting  minimal 
quality  standards  and  frankly  competitive 
pressures  demand  it. 
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I don't  know  that  the  professionals  have  a 
meaningful  definition  of  quality  anyway.  I 
can  measure  a doctor's  attitude  but  I don't 
know  if  they  are  doing  the  right  things  or 
doing  them  right. 

Drug  formularies  are  a way  to  standardize 
and  save  money  by  purchasing  in  quantity; 
but  will  I get  the  best  medication  for  my 
problem  or  only  the  cheapest? 

I know  that  you  physicians  consider 
"choice  of  physician"  one  of  the  major  is- 
sues. Grandma  and  Grandpa  do  care  very 
much  about  this  issue.  But  gee,  because  of 
the  labor  market  we've  moved  several  times 
in  the  last  few  years.  We  don't  really  know 
any  physicians  and  many,  whom  we  called, 
weren't  taking  new  patients  anyway.  If  the 
doctor  or  physician  assistant  or  nurse  prac- 
titioner who  sees  us  initially  is  competent, 
friendly,  and  a good  listener,  and  can  and 
will  refer  us  on  if  needed,  that's  probably 
okay. 

The  last  Managed  Care  plan  we  belonged 
to  asked  me  to  fill  out  a patient  survey.  Well, 
access  had  been  reasonably  good  and  my 
physician,  at  that  time,  did  happen  to  be  on 
the  panel,  although  I didn't  always  see  him/ 
her  directly. 

It  did  irritate  me  that  I couldn't  make  the 
decision  to  be  seen  in  the  ER;  but  I guess 
they  knew  what  they  are  doing. 

My  current  employer  doesn't  seem  to  like 
it  much  when  we  have  to  take  off  several 
afternoons  trekking  back  and  forth  to  the 
clinic  until  we  finally  get  to  the  right  person 
to  take  care  of  a problem. 

My  employer  also  told  us  that  health  care 
costs  had  been  going  up  10-20%  a year 
before  Managed  Care  came  along.  He  was 
going  to  have  to  increase  my  contribution  or 
reduce  benefits.  The  Managed  Care  people 
sold  him  on  the  idea  that  they  can  hold  the 
line  on  costs  or  even  reduce  them  a tad. 
What  a relief. 


Now  it  looks  like  the  Managed  Care  plans 
take  a club  to  the  hospitals,  physicians,  phar- 
macies, and  other  providers  and  get  dis- 
counts of  20-30%.  Where  does  this  money 
go?  My  benefits  aren't  really  any  greater 
than  they  were  before. 

Traditional  indemnity  health  insurers  made 
1 .5  cents  on  the  dollar  and  we  always  thought 
they  were  awash  in  profits.  These  Managed 
Care  folks  are  making,  after  expenses,  1 5-20 
cents  on  the  dollar  while  the  physicians  and 
hospitals  seem  strapped  for  resources.  The 
last  time  I was  in  the  hospital  it  didn't  seem 
like  you  ever  saw  a nurse. 

If  a lot  of  money  is  siphoned  out  of  the 
system,  where  is  the  money  going  to  come 
from  for  research.  The  media  keeps  us  ap- 
prised of  all  the  amazing  new  developments 
which  lie  ahead;  but  how  are  we  going  to 
afford  them  and  which  plan  will  make  them 
available  if  they  are  expensive. 

Where  is  the  money  going  to  come  from 
to  train  tomorrow's  doctors? 

Not  surprisingly,  the  consumer's  concerns, 
although  framed  from  a different  perspec- 
tive, are  not  altogether  unlike  ours. 

Historically,  the  medical  consumer  has 
always  wanted  the  best;  but  really  does  not 
want  to  pay  for  it.  Medical  expenses  have 
their  greatest  value  at  the  time  of  immediate 
need,  but  that  positive  valance  falls  when 
the  bill  arrives  and  the  patient  contemplates 
what  else  could  have  been  done  with  those 
resources. 

In  conclusion,  I would  hope  we  are  mind- 
ful that  although  we  have  the  obligation  and 
desire  to  practice  efficient  cost-effective 
medicine  for  society  that  we  also  remember 
we  are  the  patient's  individual  advocate. 
The  patient  must  continue  to  believe  that 
we  represent  his/her  best  interests. 
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EDITORIAL 


Tribute  to  Dr.  Donald  Bennett 

DAVID  L.  SMITH,  M.D. 


Donald  R.  Bennett,  Professor  Emeritus 
University  of  Nebraska  Medical  Center/ 
Creighton  University  combined  Department 
of  Neurology  and  the  first  Frances  and  Edgar 
Reynolds  Centennial  Professor  of  Neurol- 
ogy at  UNMC,  died  unexpectedly  January 
29,  1 996.  Dr.  Bennett's  life  touched  many  of 
us  here  in  this  state  both  professionally  and 
personally,  and  it  is  indeed  my  honor  to 
write  this  short  tribute  to  his  life. 

Dr.  Bennett  was  a native  of  Washington, 
D.C.  He  received  his  undergraduate  degree 
from  Virginia  Military  Institute  (VMI)  and 
later  attended  Georgetown  University  Medi- 
cal School,  where  he  obtained  his  medical 
degree.  Following  a rotating  internship  at 
the  University  of  Iowa,  he  completed  his 
neurology  residency  training  at  the  Univer- 
sity of  Wisconsin  in  Madison,  Wisconsin, 
under  the  leadership  of  Dr.  Frank  Forster.  It 
was  here  that  Dr.  Bennett  first  developed  his 
life  long  interest  in  epilepsy  and 
electroencephalography  (EEG).  From  1961 
to  1965,  he  served  on  active  duty  with  the 
United  States  Air  Force,  where  he  directed 
the  U.S.  Air  Force  School  of  Aerospace 
Medicine's  Neurology  Division.  It  was  dur- 
ing this  initial  phase  of  his  career  that  he 
published  multiple  studies  regarding  epilepsy 
and  sleep  deprivation,  with  specific  refer- 
ence to  aerospace  physiology.  Dr.  Bennett 
remained  in  the  Air  Force  Reserve  and  re- 
tired from  the  Reserve  as  a Lieutenant  Colo- 
nel in  the  United  States  Air  Force  Medical 
Corp. 

From  1965  to  1974,  he  was  a member  of 
the  Department  of  Neurology  faculty  at  the 
University  of  Utah,  where  he  was  also  the 
Director  of  the  EEG  laboratory.  It  was  during 
this  time  that  he  continued  his  research 
interest  in  epilepsy  as  well  as  determination 
of  cerebral  death.  He  became  a major  con- 
tributor to  the  establishment  of  criteria  for 
the  establishment  of  cerebral  death  and  his 
monograph  on  brain  death  published  in  1 980 
is  still  considered  a classic  on  this  subject. 
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In  1974,  he  became  the  Professor  and 
Chairman  of  the  combined  University  of 
Nebraska  Medical  Center/Creighton  Univer- 
sity Department  of  Neurology  and  remained 
in  that  position  until  1986.  From  1986  until 
his  retirement  in  1995,  he  was  Professor  of 
Neurology  for  the  combined  Neurology 
Departments.  In  1981,  he  became  the  first 
Frances  and  Edgar  Reynolds  Centennial  Pro- 
fessor of  Neurology  at  the  University  of 
Nebraska  College  of  Medicine.  During  his 
tenure  at  Nebraska,  he  continued  his  re- 
search interest  in  epilepsy,  while  maintain- 
ing an  active  role  in  the  teaching  of  students 
and  residents.  It  was  during  this  time,  that  he 
also  became  active  with  the  University  of 
Nebraska  Lincoln  Athletic  Department,  and 
studied  the  role  of  neurological  disease  and 
injury  in  sports  medicine.  This  led  to  publica- 
tion in  1982  in  the  Seminars  of  Neurology, 
one  of  the  first  comprehensive  monographs 
on  sports  neurology.  From  that  time  until  his 
retirement,  he  remained  active  in  the  Ameri- 
can Academy  of  Neurology  sections  on  sports 
medicine. 

During  his  professional  career,  Dr.  Bennett 
received  many  awards  and  honors.  He  was 
a member  of  the  American  Academy  of  Neu- 
rology, and  he  was  also  a member  of  the 
American  Neurological  Association,  serving 
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on  many  committees  during  his  career. 
Throughout  his  academic  career,  he  served 
as  an  Associate  and  later  as  a Senior  Exam- 
iner for  the  American  Board  of  Neurology 
and  Psychiatry. 

But  for  all  of  us  who  knew  Don,  we  realize 
that  he  seldom  ever  stood  behind  his  titles 
and  honors.  He  was  a masterful  clinician 
who  believed  strongly  in  the  role  of  the 
clinical  history  and  physical  examination  and 
clinical  assessment  of  patients.  He  was  a 
superb  teacher  to  beginning  medical  stu- 
dents, residents,  fellows  and  his  peers.  There 
was  never  a moment  in  his  life,  day  or  night, 
when  he  was  not  available  to  discuss  and 
review  a patient. 


Although  the  purpose  of  this  tribute  in  our 
state  medical  publication  is  to  honor  his 
professional  accomplishments,  it  is  impos- 
sible to  do  so  without  honoring  the  man. 
Don  was  a caring  and  devoted  husband  to 
his  wife,  Kay,  and  a devoted  parent  to  their 
five  children.  He  was  a man  of  passion,  both 
professionally  and  in  his  many  interests.  He 
was  an  astute  historian,  avid  horseman,  and 
devoted  supporter  of  The  Big  Red. 

Don  was  truly  a southern  gentlemen.  His 
graciousness  to  patients,  colleagues,  and 
friends  will  always  be  remembered.  As  my 
mentor  and  my  friend,  he  will  be  missed  but 
never  forgotten. 
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ORIGINAL  ARTICLE 


Cat  Bites  in  Primary  Care: 
A Case  Report 

JAMES  DANIEL  VAUGHN,  M.D. 

Clarkson  Family  Medicine 
4200  Douglas  Street,  Omaha.  Nebraska  68131 


INTRODUCTION: 

ANIMAL  bites  and  scratches  are  a 
common  presentation  to  a pri- 
L mary  care  clinic  or  emergency 
department.  Injuries  caused  by  domestic  ani- 
mals far  outnumber  those  caused  by  wild  ani- 
mals. Domestic  dog  and  cat  bites  alone  account 
for  nearly  2 million  physician  visits  each 
year.12’3'4’7-810'13  '6'181  Usually  the  injuries  are  mi- 
nor and  require  very  little  intervention.  How- 
ever the  potential  always  exists  for  serious 
complications  as  the  following  case  points  out. 

CASE: 

Mr.  K is  a 29  year  old  male  who  presented  to 
the  emergency  Department  after  having  been 
attacked  by  a cat.  Earlier  in  the  day  he  found  a 
stray  cat  in  his  apartment  and  while  trying  to 
remove  it,  was  bitten  and  scratched  on  the 
hands  and  wrists.  Examination  showed  multiple 
small  puncture  wounds  and  scratches  over  the 
dorsum  of  both  hands  and  wrists.  Range  of 
motion,  vascular  and  neurological  examination 
was  normal.  The  patient's  last  tetanus  shot  was 
6 years  previous.  He  currently  takes  no  medi- 
cines. He  has  previously  developed  a rash  while 
taking  penicillin. 

DISCUSSION: 

This  is  a common  presentation.  By  far  the 
most  prevelant  injuries  occur  to  hands,  writs 
and  arms  - usually  while  playing  with,  feeding, 
approaching,  or  tormenting  an  animal.  Domes- 
tic animals,  including  one's  own  pet,  as  well  as 
wild  animals  may  strike  out  when  approached. 
Common  injuries  involve  the  lower  legs,  where 
small  animals  have  access  while  attacking  a 
person. (2'3Aiai3-15)  Children  represent  a large 
number  of  animal  attack  victims,  and  are  usu- 
ally injured  in  the  face,  hands  and  upper  torso. 

The  potential  dangers  for  hand  injuries  are 
the  development  of  tenosynovitis,  septic  joints, 
and  osteomyelitis.  These  can  be  devastating 
infections  which  can  cause  debilitating 
contractures  and  loss  of  function  of  a hand, 
usually  the  manifestations  include  marked  ten- 


derness and  swelling  of  the  palmar/plantar 
surfaces  and  significant  pain  with  passive  move- 
ment of  the  fingers  or  toes.  This  situation  is 
considered  an  emergency  and  prompt  surgical 
intervention  is  warranted.'2'51 

The  type  of  animal  must  also  be  considered 
when  evaluating  a wound.  Cats  and  young 
puppies  have  sharp  teeth  and  incur  penetrating 
"stab"  wounds  which  have  the  potential  of 
injuring  and  inoculating  joint  spaces  and  the 
periosteum  of  bones.  This  can  lead  to  deep 
tissue  infections  which  can  be  quite  hard  to 
treat.  Older  dogs,  on  the  other  hand,  have 
duller  teeth  and  attack  with  a "tearing"  motion 
- thus  causing  gaping  superficial  wounds  which 
may  need  suturing.2'3'4'5  '0 

As  with  all  injuries  which  "break  the  skin"  a 
patient's  tetanus  status  must  be  acertained. 
Current  recommandations  for  tentanus  post- 
exposure prophylaxis  is  outlined  in  Table  1 .<2’816> 


TABLE  t 

Recommendation  for  Tetanus  Prophylaxis 
in  Wound  Management 


Immunization  History 
(#  of  doses) 

Clean  Minor 
Wounds 

All  Other 
Wounds 

Td  TIG 

Td 

TIG 

Unknown 

+ 

- 

+ 

+ 

0-1 

+ 

- 

+ 

+ 

2 

+ 

- 

+ 

-* 

3 or  more 

- 

- 

- 

- 

3 or  more  (>5  years) 

- 

- 

+ 

- 

3 or  more  (>10 
years) 

+ 

+ 

- 

Td  = Tetanus  and  diphtheria  toxoids  for  adult  use;  TIG  = Human 
tentanus  innume  globulin. 

*lf  wound  is  over  24  hours  old,  TIG  should  be  given. 

Note:  for  children  less  than  7 years  old,  diphtheria  and  tetanus 
toxoids  with  pertussis  vaccine  (if  not  contraindicated)  are  perferred 
rather  than  tetanus  lone. 

(Adapted  from  Rest  JG,  EJC  Goldstein  Management  of  human  and  animal  bite 
wounds.  Emerg  Med  Clin  N Amer  3(1).  117-126.) 

’Reprints  request  and  correspondence  to:  James  Daniel  Vaughn, 
M.D.,  Clarkson  Family  Medicine,  4200  Douglas  Street,  Omaha, 
Nebraska  681 31. 
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Approximately  85%  of  animal  bite  injuries 
receive  an  inoculum  large  enough  to  be  consid- 
ered "dirty  wounds."  Thus  it  is  recommended 
that  antibacterial  therapy  be  included  in  the 
initial  treatment  of  animal  bites.  This  becomes 
an  even  more  important  consideration  given 
the  time  delay  of  up  to  24  hours  (or  more) 
before  some  patients  present  for  medical  care. 

The  use  of  antibiotics  is  very  dependent  on 
the  type  of  animal  and  the  extent  of  the  wound. 
Domestic  animals  (dogs  and  cats  especially  are 
carriers  of  many  infectious  agents.  A specific 
pathogen  carried  by  domestic  animals  is 
Pateurella  multocida.  Skin  flora,  such  as  Strep- 
tococcus species  as  well  as  anaerobic  organ- 
isms must  be  considered  when  choosing  anti- 
microbial therapy.  Amoxicillin/clavulanate  is 
considered  a good  choice  for  first  line  therapy. 
In  patients  with  penicillin  allergy  doxycycline  is 
a good  alternative. ,2'10- 12 181 

An  interesting  adjunct  to  the  above  is  an 
organism  harbored  mainly  by  cats:  Bartonella 
henselae.  This  is  the  pathogen  thought  to  be 
responsible  for  "Cat  Scratch  Disease."  This  gram 
negative  bacillus  is  of  the  same  family  of  bacte- 
rium that  caused  trench  fever  epidemics  during 
World  War  I.  It  manifests  as  self-limited  illness  in 
people  with  normal  immune  systems.  How- 
ever, in  the  immunocompromised  host  it  can 
lead  to  a syndrome  manifesting  as  bacillary 
angiomatosis,  relapsing  bacteremia,  and 
endocarditis.  Severe  lymphadenopathy  is  a 
helpful  diagnostic  sign  for  this  dis- 
ease ('•4.9,10.11.12,17) 

CASE: 

The  wounds  were  irrigated  and  patient  was 
given  oral  doxycycline  (because  of  a penicillin 
allergy)  to  take  and  sent  home. 

These  wounds  were  not  closed  for  two  rea- 
sons. First  they  were  primarily  puncture-type 
wounds  and  skin  approximation  was  not  a 
problem.  Second  and  perhaps  more  impor- 
tantly, animal  bite  wounds  are  considered  "dirty" 
wounds,  and  should  not  be  closed  unless  abso- 
lutely necessary.  This  is  a common  error  made 
by  physicians  - dften  leading  to  tissue  infection, 
necrosis,  and  poor  wound  healing. 

CASE: 

Over  the  next  two  days,  the  patient  noted 
increasing  swelling,  pain,  and  redness  over  the 
scratch  marks.  He  again  presented  to  the  Emer- 
gency Department  where  marked  erythema 


and  edema  were  noted  over  the  right  wrist  and 
hand.  The  cellulitis  had  extended  from  the 
dorsum  of  the  hand  to  the  palmar/thenar  area 
with  tenderness  to  the  thumb.  However,  pas- 
sive movement  didn't  produce  significant  ten- 
derness. Range  of  motion  was  limited  to  the 
fingers  and  thumb  due  to  edema  - and  the 
neuro  vascular  exam  was  intact.  The  patient 
was  afebrile  and  there  was  no  lymphadenopathy. 

The  patient  was  admitted  for  IV  antibiotics 
(vancomycin  and  doxycycline).  Over  the  next 
24  hours  the  hand  and  wrist  improved  to  the 
point  were  the  pain  was  gone  and  the  cellulitis 
retreating. 

Upon  discharge  from  the  hospital,  the  ques- 
tion of  rabies  arose.  After  consultation  with  an 
infectious  disease  specialist  and  the  public  health 
authorities,  it  was  felt  that  the  rabies  immuno- 
globulin vaccination  series  should  be  started  - 
until  the  exact  rabies  status  of  the  cat  verified. 
The  patient  had  follow  up  at  a local  clinic,  where 
the  series  was  initiated.  Local  police  authorities 
were  able  to  capture  the  cat,  and  it  was  turned 
over  to  the  local  Humane  Society.  Brain  tissue 
pathological  investigation  in  Lincoln  showed 
the  cat  to  be  without  rabies  infection.  The 
patient  was  notified  and  the  vaccination  series 
discontinued. 

DISCUSSION: 

Another  aspect  of  animal  bite  wounds  is  the 
possibility  of  rabies.  This  virus  is  usually  carried 
in  wild  animals  (85%)  vs  domestic  mammals 
(15%).  Thus  an  urban  bite  carries  less  worry 
than  a rural  one,  where  the  animal  has  a greater 
propensity  to  come  in  contact  with  wild  rabies- 
carrying vectors.  The  animals  commonly  in- 
volved in  animal  to  human  spread  are:  rac- 
coons, bats,  pigs,  skunks,  foxes,  and  wild  dogs 
and  cats.  The  virus  is  transmitted  via  saliva,  thus 
usually  always  involving  a bite  or  lick  from  an 
infected  animal.  There  have  only  been  ten 
cases  of  human  rabies  contracted  and  reported 
in  the  United  States  in  the  past  fourteen  years 
- the  vast  majority  transmitted  by  bats.  The 
disease  usually  manifests  from  20  days  to  one 
year  after  exposure.  Prompt  prophylaxis  is  war- 
ranted if  the  animal  in  question  is  at  risk  for 
carrying  the  disease,  i.e.  unprovoked  attack, 
marked  salivation,  wild  animal,  appropriate 
species.  A negative  analysis  of  an  obtained 
brain  sample  of  the  attacking  animal  (within  1 0- 
20  days  of  the  attack)  refute  the  need  for 
prophylaxis.  Table  2 illustrates  the  methodol- 
ogy of  rabies  prophylaxis.  <2-3-7-8-13-16) 
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TABLE  t 

Rabies  Postexposure  Prophylaxis 


Vaccination  Status 

Treatment 

Regimen 

No  previous  rabies 
vaccination 

RIG 

20  lU/kg 

Vaccine  (HDCV  or 
RVA) 

1 ml  IM  in  deltoid  Days 
0,3,7,14  and  28 

Previous  rabies 
vaccination 

RIG 

Should  not  be  given 

Vaccine  (HDCV  or 
RVA 

1 ml  IM  in  deltoid 
Days  0 and  3 

RIG  = Rabies  immune  globulin  (human);  HDCV  = Human  diploid  cell 
vaccine 

RVA  = Rabies  vaccine  absorbed. 


Note:  These  regimens  are  applicable  to  all  age  groups  (including 
children) 

(Adapted  from  Anderson  CR.  Animal  bites.  PostGrad  Med.  1992.  92  (1).  134-149.) 

CONCLUSION: 

Animal  bites  and  scrates  are  common  pri- 
mary care  problem  - and  are  usually  not  compli- 
cated. However,  the  astute  clinician  must  be 
wary  of  the  severe  complications  that  can  ac- 
company these  seemingly  simple  problems. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  First  Bank  Building 
Lincoln,  NE  68508 


1.  When  a physician  receives  a subpoena 
for  medical  records  with  no  release  on 
file,  what  should  he/she  do? 

A patient  release  is  not  necessary  if  a 
physician  receives  a subpoena.  The  sub- 
poena usually  identifies  what  is  desired. 
"Medical  records"  includes  nurses  notes.  Also 
the  subpoena  is  for  originals;  the  practice, 
however,  is  to  provide  photocopies.  If  origi- 
nals must  be  provided  for  court  proceed- 
ings, remember  to  keep  photocopies.  As 
noted  in  the  "Ask  A Lawyer"  column  in  the 
July  1993  NMA  Journal,  no  release  or  sub- 
poena is  necessary  in  Workers'  Compensa- 
tion cases. 

2.  Should  confidential  information  relative 
to  psychiatric  records  or  STDs,  or  HIV 
be  included  in  released  information?  Is 
a subpoena  a court  order? 

Psychiatric  records  are  included  as  "medi- 
cal records."  With  respect  to  STDs  and  HIV, 
special  rules  apply  which  were  set  forth  in 
the  Ask  A Lawyer  column  in  the  May  1996 
NMA  Journal.  A subpoena  is  not  a court 
order,  but  can  be  enforced  by  a court  order. 

3.  When  a request  for  medical  records  is 
made,  how  does  the  physician  know 
what  records  are  relevant  to  the  par- 
ticular lawsuit? 

The  physician  needs  only  respond  to 
what  the  subpoena  requests.  The  physician 


does  not  need  to  be  concerned  as  to  rel- 
evancy as  that  is  a determination  the  court 
ultimately  makes.  Lawyers  are  permitted  to 
use  subpoenas  for  "discovery"  or  as  "fishing 
expeditions"  and  can  subpoena  what  is  later 
determined  to  be  irrelevant.  A physician 
does  not  have  to  release  hospital  patient 
records  unless  they  are  specifically  requested 
or  unless  they  are  being  used  by  the  physi- 
cian as  a part  of  the  patient's  medical  records 
for  treatment  at  the  physician's  office.  With 
respect  to  forwarding  a prior  physician's 
patient  records,  they  need  to  be  included  if 
(a)  they  were  mentioned  in  the  subpoena 
(or  patient  release  form)  or  (b)  they  were 
relied  on  by  the  physician  receiving  the 
subpoena  (or  patient  release  form)  in  ren- 
dering services  to  the  patient.  That  response 
also  applies  to  prior  physician  patient  records 
twice  or  more  forwarded. 


'Ask  a Lawyer*  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  of  the  Cline  Williams  Law  Firm. 
Questions  relating  to  specific  detailed  factual  situations  should 
continue  to  be  referred  to  your  own  counsel. 
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NEW  MEMBERS 


KAY  L.  ANDERSON,  M.D. 

Dr.  Anderson  was  born  in  Wayne,  Nebraska 
and  attended  the  UNMC  College  of  Nursing.  Dr. 
Anderson  was  a 1991  graduate  of  the  University 
of  Nebraska  College  of  Medicine  and  took  her 
internship  and  residency  at  the  University  of  North 
Carolina  Hospital,  Chapel  Hill,  North  Carolina. 
Doctor  Anderson  is  a pediatrician  in  Lincoln  and 
her  office  address  is  220  South  1 7th  Street,  Lin- 
coln, NE  68508. 

HARPAUL  S.  BAJWA,  M.D. 

Dr.  Bajwa  was  born  in  Los  Angeles,  California 
and  attended  Delhi  University.  He  was  a 1984 
graduate  of  Maulana  Azad  Medical  College,  Delhi 
University  and  took  his  internship  at  LNJP  & GB 
Pant  Hospitals,  New  Delhi,  India  and  Trenton 
Affiliated  Hospitals,  Trenton,  New  Jersey  and  his 
residency  at  the  University  of  Medicine  and  Den- 
tistry in  Newark,  New  Jersey.  Dr.  Bajwa  is  a cardi- 
ologist in  Lincoln  and  his  office  address  is  555 
South  70th  Street,  Lincoln,  NE  68510. 

MATTHEW  M.  BOSLEY,  M.D. 

Dr.  Bosley  was  born  in  New  York,  NY  and 
attended  the  University  of  Nebraska  at  Lincoln. 
Dr.  Bosley  was  a 1 975  graduate  of  the  University 
of  Nebraska  College  of  Medicine  and  took  his 
internship  at  Baylor  Hospital  in  Houston,  Texas 
and  his  residency  in  pediatrics  at  the  University  of 
Nebraska  Medical  Center.  Doctor  Bosley  is  a 
pediatrician  in  Lincoln  and  his  office  address  is 
5000  Central  Park  Drive,  Lincoln,  NE  68504. 

BRADFORD  A.  BRABEC,  M.D. 

Dr.  Brabec  was  born  in  York,  Nebraska  and 
attended  Nebraska  Wesleyan  University.  Dr. 
Brabec  was  a 1 986  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  his  intern- 
ship and  residency  in  pediatrics  at  the  University  of 
Washington  Medical  Center.  Doctor  Brabec  is  a 
pediatrician  in  Lincoln  and  his  office  address  is 
5000  Central  Park  Drive,  #1 06,  Lincoln,  NE  68504. 

MARK  J.  BUTLER,  M.D. 

Dr.  Butler  was  born  in  Lincoln,  Nebraska  and 
attended  the  University  of  Nebraska  at  Lincoln. 
Dr.  Butler  was  a 1 992  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  his  resi- 
dency at  the  Lincoln  Medical  Education  Founda- 
tion. Dr.  Butler  is  a family  practitioner  in  Lincoln 
and  his  office  address  is  6900  L Street,  Suite  1, 
Lincoln,  NE  68510. 


KENNETH  J.  CHELOHA,  M.D. 

Dr.  Cheloha  was  born  in  Lincoln  and  attended 
Nebraska  Wesleyan  University.  He  was  a 1992 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  internship  and  residency  in 
internal  medicine  at  UNMC.  Dr.  Cheloha  is  an 
internist  in  Lincoln  and  his  office  address  is  1 701 
S.  17th  St.,  Lincoln,  NE  68502. 

TERALYNN  S.  CLARK,  M.D. 

Dr.  Clark  was  born  in  Sioux  City,  IA  and  at- 
tended the  University  of  Nebraska  - Lincoln.  Dr. 
Clark  was  a 1990  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  her  inter- 
nal medicine  residency  at  UNMC  and  a fellowship 
in  anesthesiology  at  the  University  of  Arizona 
Health  Sciences  Center  in  Tucson.  Dr.  Clark  is  an 
anesthesiologist  and  her  office  address  is  105  N. 
31  st  Ave.,  Suite  1 00,  Omaha,  NE  68131. 

NICOLAS  N.  DOAN  VAN,  M.D. 

Dr.  Doan  Van  was  born  in  Hue,  Vietnam  and 
was  a 1 982  graduate  of  the  University  of  Toulouse 
School  of  Medicine  in  Toulouse,  France.  He  took 
internal  medicine  residencies  at  Avignog  General 
Hospital  in  Avignon,  France  and  at  the  University 
of  Minnesota  School  of  Medicine.  Dr.  Doan  Van 
took  cardiology  fellowships  at  Case  Western  Re- 
serve University  School  of  Medicine  and  also  at 
Baystate  Medical  Center.  Dr.  Doan  Van  is  a cardi- 
ologist in  Lincoln  and  his  office  address  is  555 
South  70th  Street,  Lincoln,  NE  68510. 

RILLARD  M.  FLEMING,  M.D. 

Dr.  Fleming  was  born  in  Cedar  Falls,  Iowa  and 
attended  the  University  of  Northwestern  Iowa.  Dr. 
Fleming  was  a 1 986  graduate  of  the  University  of 
Iowa  Medical  School  and  took  an  internal  medi- 
cine residency  atCreighton  University,  cardiology 
and  PET  residencies  at  the  University  of  Texas,  and 
a residency  in  nuclear  medicine  at  the  Institute  for 
Nuclear  Medicine  in  Boulder,  Colorado.  Dr. 
Fleming  is  a preventive  cardiologist  in  Omaha  and 
his  office  address  is  4239  Farnam  St.,  #500,  Omaha, 
NE  68131. 

JEFFREY  L.  FRASER,  M.D. 

Dr.  Fraser  was  born  in  Hastings,  Nebraska  and 
attended  the  University  of  Nebraska  at  Omaha 
and  Clarkson  College  of  Nursing.  He  was  a 1 987 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  a general  surgery  internship  at 
New  York  University  and  then  took  a family  prac- 
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tice  residency  at  Baptist  Medical  Center.  Dr.  Fraser 
is  a family  practitioner  in  Lincoln  and  his  office 
address  is  6900  L Street,  Lincoln,  NE  68510. 

GREG  A.  GILLHAM,  M.D. 

Dr.  Gillham  was  born  at  St.  Paul,  Nebraska  and 
attended  the  University  of  Nebraska  - Lincoln.  He 
was  a 1 992  graduate  of  the  University  of  Nebraska 
Medical  Center  and  took  his  internship  and  resi- 
dency at  University  Hospital.  Dr.  Gillham  is  an 
internal  medicine  resident  at  UNMC,  600  S.  42nd 
St.,  Omaha,  NE  68198. 

JOHN  T.  HAAS,  M.D. 

Dr.  Haas  was  born  in  Chicago,  Illinois  and 
attended  Browning  University.  He  was  a 1980 
graduate  of  Stritch  School  of  Medicine  and  took 
his  internal  medicine  residency  and  fellowship  in 
cardiovascular  disease  at  Mayo  Graduate  School 
of  Medicine.  Dr.  Haas  is  a cardiologist  in  Lincoln 
and  his  office  address  is  555  South  70th  St., 
Lincoln,  NE  68510. 

GREGORY  J.  HATTAN,  M.D. 

Dr.  Hattan  was  born  in  Lincoln  and  attended 
Nebraska  Wesleyan  University.  He  was  a 1991 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  family  practice  internship  at 
UNMC  as  well  as  his  OB/GYN  residency.  Dr. 
Hattan  is  an  obstetrician/gynecologist  in  Lincoln 
and  his  office  address  is  220  Lyncrest,  Lincoln,  NE 
68510. 

MARC  G.  KOENIG,  M.D. 

Dr.  Koenig  was  born  in  Beatrice  and  attended 
the  University  of  Nebraska-Lincoln.  He  was  a 
1991  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  residency  in 
radiology  at  the  Mallinkrodt  Institute  of  Radiology. 
Dr.  Koenig  is  a diagnostic  radiologist  in  Lincoln 
and  his  office  address  is  1 600  S.  48th  St.,  Lincoln, 
NE  68506. 

MARY  I.  MALONEY,  M.D. 

Dr.  Maloney  was  born  at  Omaha  and  attended 
the  University  of  Nebraska  at  Lincoln.  She  was  a 
1991  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  her  internal  medi- 
cine internship  and  residency  at  Methodist  Hospi- 
tal of  Indiana.  Dr.  Maloney  is  an  internist  in 
Papillion  and  her  office  address  is  1414  S.  Wash- 
ington, #200,  Papillion,  NE  68128. 

JAYNE  M.  McMORMICK,  M.D. 

Dr.  McCormick  was  born  in  Johnson  City,  New 
York  and  attended  State  University  of  New  York  at 
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Buffalo  and  the  University  of  Rochester.  She  was 
a 1989  graduate  of  Albany  Medical  School  and 
took  her  general  surgery  internship  and  residency 
at  Eastern  Virginia  School  of  Medicine.  Dr. 
McCormick  is  a general  surgeon  in  Omaha  and 
her  office  address  is  6828  N.  72nd  St.,  #4400, 
Omaha,  NE  68122. 

HARRY  E.  McFADDEN,  M.D. 

Dr.  McFadden  was  born  in  Berlin,  Germany 
and  attended  the  University  of  Nebraska  at  Lin- 
coln and  Creighton  University.  He  was  a 1974 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  internship  at  Bryan  Memo- 
rial Hospital  in  Lincoln.  Dr.  McFadden  is  a family 
practitioner  in  Omaha  and  his  office  address  is 
2623  N.  72nd  St.,  Omaha,  NE  68134. 

CLYDE  R.  MECKEL,  M.D. 

Dr.  Meckel  was  born  in  Omaha  and  attended 
the  University  of  Nebraska  - Lincoln.  He  was  a 
1989  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internship,  resi- 
dency and  fellowship  in  internal  medicine  at 
Brigham  & Women's  Hospital  in  Boston,  Massa- 
chusetts. Dr.  Meckel  is  a cardiologist  in  Lincoln 
and  his  office  address  is  1 500  S.  48th  St.,  #800, 
Lincoln,  NE  68506. 

ANDREW  C.  MESSER,  M.D. 

Dr.  Messer  was  born  in  St.  Johns,  New  Brunswick, 
Canada  and  attended  Yale  University  and  Oxford. 
He  was  a 1 986  graduate  of  Dalhousie  University 
in  Nova  Scotia,  CA  and  took  his  internship  and 
residency  in  orthopedics  there  as  well.  Dr.  Messer 
is  an  orthopedic  surgeon  in  Lincoln  and  his  office 
address  is  6920  Van  Dorn  St.,  Lincoln,  NE  68506. 

VINCENT  F.  MISCIA,  M.D. 

Dr.  Miscia  was  born  in  Montclair,  New  Jersey 
and  attended  Georgetown  University  in  Washing- 
ton, D.C.  Dr.  Miscia  was  a 1960  graduate  of  the 
New  Jersey  College  of  Medicine  and  took  his 
internship  and  residency  at  the  University  of  Ala- 
bama, and  his  cardiology  fellowship  at  Johnson 
Hopkins  Hospital.  Dr.  Miscia  is  a cardiologist  in 
Lincoln  and  his  office  address  is  555  South  70th  St., 
Lincoln,  NE  68510. 

MARIO  C.  MOTA,  M.D. 

Dr.  Mota  was  born  in  Oklahoma  City,  Okla- 
homa and  attended  the  University  of  Nebraska  - 
Lincoln.  He  was  a 1 986  graduate  of  the  University 
of  Nebraska  College  of  Medicine  and  took  his 
internship  and  residency  in  ophthalmology  at 
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UNMC.  Dr.  Mota  is  an  ophthalmologist  in  Lincoln 
and  his  office  address  is  1101  S.  70th  St.,  #200, 
Lincoln,  NE  68510. 

JILL  S.  REEL,  M.D. 

Dr.  Reel  was  born  in  Council  Bluffs,  Iowa  and 
attended  the  University  of  Nebraska  at  Lincoln. 
She  was  a 1989  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  her  in- 
ternship and  residency  at  the  University  of  Ne- 
braska and  also  a Nebraska/Creighton  combined 
residency.  Dr.  Reel  is  a pediatrician  in  Omaha  and 
her  office  address  is  14264  West  Maple  Rd., 
Omaha,  NE  68164. 

DOUGLAS  A.  RUSSELL,  M.D. 

Dr.  Russell  was  born  in  Omaha  and  attended 
the  University  of  Nebraska  at  Omaha.  He  was  a 
1992  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internship  and 
residency  at  the  University  of  Oklahoma  Health 
Sciences  Center  in  Oklahoma  City.  Dr.  Russell  is 
an  internist  in  Omaha  and  his  office  address  is  808 
W.  52nd  St.,  Omaha,  NE  68106. 

NICHOLAS  P.  STEIER,  M.D. 

Dr.  Steier  was  born  in  Omaha  and  attended 
Creighton  University  School  of  Medicine  graduat- 
ing in  1984.  Dr.  Steier  took  his  residency  at  R.E. 
Thomason  Hospital  in  El  Paso,  Texas  and  is  a 
family  practitioner  in  Omaha.  His  office  address  is 
8613  N.  30th  St.,  Omaha,  NE  68122. 

•CHRISTINE  L.  STEVENS,  M.D. 

Dr.  Stevens  was  born  in  Kansas  City,  Missouri 
and  attended  Chadron  State  College  and  the 
University  of  Nebraska.  She  was  a 1 988  graduate 
of  the  University  of  Nebraska  College  of  Medicine 
and  took  her  internship  and  residency  at  Baystate 
Medical  Center.  Dr.  Stevens  is  an  obstetrician/ 
gynecologist  in  Lincoln  and  her  office  address  is 
691 1 Van  Dorn  St.,  Lincoln,  NE  68506. 

MICHAEL  P.  THOMPSON,  M.D. 

Dr.  Thompson  was  born  in  Omaha  and  at- 
tended the  University  of  Nebraska  College  of 
Medicine  physician  assistant  program.  He  was  a 
1992  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  residency  at  St. 
Joseph's  Hospital.  Dr.  Thompson  is  a pathologist 
in  Omaha  and  his  office  address  is  601  N.  30th  St., 
Omaha,  NE  68131. 


JOSEPH  N.  TOWNLEY,  M.D. 

Dr.  Townley  was  born  in  Omaha  and  attended 
Creighton  University.  He  was  a 1 989  graduate  of 
Creighton  University  School  of  Medicine  and  took 
his  internship  in  internal  medicine  at  Mayo  Clinic 
and  his  residency  in  ophthalmology  at  the  Univer- 
sity of  Nebraska  College  of  Medicine.  Dr.  Townley 
is  an  ophthalmologist  in  Bellevue  and  his  office 
address  is  1 1 03  Calvin  Road  South,  Bellevue,  NE 
68005. 

JUVENCIO  VELASQUEZ,  M.D. 

Dr.  Velasquez  was  born  in  Colusa,  California 
and  attended  UCLA  in  Los  Angeles.  He  was  a 
1992  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internal  medi- 
cine residencies  in  Kalamazoo,  Michigan  and  at 
the  University  of  Oklahoma.  Dr.  Velasquez  is  an 
internist  in  Omaha  and  his  office  address  is  491 3 
Webster,  Omaha,  NE  68132. 

TIM  J.  WATT,  M.D. 

Dr.  Watt  was  born  in  Wichita,  Kansas  and 
attended  Wichita  State  University.  He  was  a gradu- 
ate ofthe  University  of  Kansas  School  of  Medicine 
and  took  his  surgical  internship  and  neurosurgery 
residency  at  State  University  of  New  York  Health 
Science  Center  at  Syracuse.  Dr.  Watt  is  a 
neurosurgeon  in  Lincoln  and  his  office  address  is 
1500  S.  48th  St.,  #511,  Lincoln,  NE  68506. 

CLAY  C.  WHITEHEAD,  M.D. 

Dr.  Whitehead  was  born  in  Palo  Alto,  California 
and  attended  the  University  of  California,  Berke- 
ley. He  was  a 1 968  graduate  of  the  UCLA  School 
of  Medicine  and  took  his  internship  and  residency 
in  psychiatry  at  Queen's  Medical  Center.  Dr. 
Whitehead  is  a psychiatrist  in  Lincoln  and  his 
office  address  is  600  S.  70th  St.,  Lincoln,  NE6851 0. 

LAURENCE  WOLPERT,  D.O. 

Dr.  Wolpert  was  born  in  Sacramento,  Califor- 
nia and  attended  Creighton  University.  He  was  a 
1986  graduate  of  the  University  of  Health  Sci- 
ences College  of  Osteopathic  Medicine  in  Kansas 
City,  Missouri.  Dr.  Wolpert  took  his  internship  in 
family  practice  at  Creighton,  internal  medicine 
residency  at  the  University  of  Nevada  and  anes- 
thesiology residencies  at  Meridian  Huron  Hospi- 
tal in  Cleveland,  Ohio  and  the  University  of  Ne- 
braska Medical  Center.  Dr.  Wolpert  is  an  internist 
in  Omaha  and  his  office  address  is  119  N.  51st, 
Omaha,  NE  68132. 
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By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


ALFRED  C.  ANDERSEN,  M.D.  — (Born  1906) 
Medical  Specialty  - General  Practice.  Doctor 
Anderson  was  a 1 941  graduate  of  Creighton 
University  School  of  Medicine  and  practiced 
in  Omaha.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association. 

ROBERT  K.  DELLINGER,  M.D— (Born  Decem- 
ber 8,  1 932  - died  February  1 8,  1 996)  Medi- 
cal Specialty  - Obstetrics  & Gynecology, 
Doctor  Dellinger  was  a graduate  of  Ohio 
State  University  in  1958  and  practiced  in 
North  Platte.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Dellinger 
was  survived  by  his  wife,  Sharron;  his  mother 
of  Plymouth,  Mich;  a son,  Robert  of  Ft. 
Wayne,  Ind.;  a daughter,  Elizabeth  of  Cleve- 
land, Ohio;  a step-daughter,  Amye  Grams  of 
Lexington;  and  three  grandsons. 

JOHN  H.  EASLEY,  M.D.  — (Born  October  25, 
1910  - died  March  9,  1996)  Medical  Spe- 
cialty - Otolaryngology.  Doctor  Easley  was  a 
1 939  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  practiced  in  Grand 
Island.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

ROBERT  G.  FAIER,,  M.D.  — Medical  Specialty 
- Ophthalmology.  Doctor  Faier  practiced  in 
Omaha  and  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

G.  WILLIAM  LeWORTHY,  M.D.  — (Born  May 
9,  1920  - died  February  5,  1996)  Medical 
Specialty  - Plastic  Surgery.  Doctor  LeWorthy 


was  a 1945  graduate  of  Temple  University 
School  of  Medicine  in  Philadelphia  and  prac- 
ticed in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 

G.  PRENTISS  McARDLE,  M.D.  — (Born  Febru- 
ary 12,  1916  - died  December  8,  1995) 
Medical  Specialty  - Radiology.  Doctor 
McArdle  was  a 1 940  graduate  of  Creighton 
University  School  of  Medicine  and  practiced 
in  Omaha.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association. 

WALDEAN  C.  MclNTIRE,  M.D.  — (Born  1923 
- died  March  18,  1996)  Medical  Specialty  - 
Ophthalmology.  Doctor  Mclntire  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1946  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Mclntire  is  survived  by  his 
wife,  Dr.  Matilda  Mclntire. 

JAMES  E.  MONAGHAN,  M.D.  — (Born  May  9, 
1923  - died  January  25,  1996)  Medical  Spe- 
cialty - General  Surgery.  Doctor  Monaghan 
was  a graduate  of  the  University  of  Colorado 
School  of  Medicine  in  1953  and  practiced  in 
Benkelman.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Monaghan 
was  survived  by  his  sons,  Jim  and  his  wife, 
Lisa,  of  Denver  and  Danny  and  his  wife, 
Carrie,  of  Omaha;  two  daughters,  Mary  of 
Littleton,  CO  and  Maureen  of  Benkelman;  a 
sister;  five  grandchildren  and  one  great-grand- 
daughter. 
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CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

JUNE  12-14,  1996  — 13th  Annual  Scientific  Ses- 
sion: American  Association  of  Clinical  Anato- 
mists, Creighton  University,  Omaha,  NE. 

JUNE  15  — Postgraduate  Course:  Endoscopic  Sur- 
gical Anatomy  of  the  Neck  and  Trunk,  Boys 
Town  National  Research  Hospital,  Auditorium, 
Omaha,  NE. 

JULY  24  - 25,  1 996 — Fifth  Annual  Conference:  The 
Managed  Care  Revolution:  payor  Source  Re- 
form in  the  Post  Acute  Continuum  of  Care, 
Marriott  Hotel,  Omaha,  NE. 

AUGUST  24,  1996  (Tentative)  — Team  Approach 
to  Outpatient  Management  of  Congestive  Heart 
Failure,  Creighton  Cardiac  Center,  Omaha,  NE 

SEPTEMBER  1 9-20, 1 996—  Eleventh  Annual:  Ameri- 
can Association  of  Cardiovascular  & Pulmonary 
Rehabilitation  Meeting,  Baltimore,  MD. 

OCTOBER  4-5,  1996  — Eleventh  Annual  : A Day 
With  the  Perinatologist,  Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  26-27,  1 996  — Sixth  Annual:  Anesthesi- 
ology Symposium,  Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  21-22,  1996 — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Conference  Center,  University  of  Ne- 
braska at  Omaha,  Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

JUNE  25-29,  1996  — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  coop- 
eration with  Mayo  Clinic  and  the  Department  of 
Medicine,  Royal  College  of  Surgeons  in  Ireland 
Medical  School.  Program  Site:  Dublin,  Ireland. 


AUGUST  8-10,  1996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clinical 
Applications  of  Capillary  Electrophoresis.  Pro- 
gram Site:  Leighton  Auditorium,  Siebens  Build- 
ing, Mayo  Clinic,  Rochester,  Minnesota. 

AUGUST  1 8-20,  1 996—  Success  With  Failure:  New 
Strategies  for  the  Evaluation  and  Treatment  of 
Congestive  Heart  Failure,  Vail  Cascade  Hotel, 
Vail,  Colorado. 

SEPTEMBER  29  - OCTOBER  4,  1 996  — Advances  in 
Diagnostic  Radiology  and  Advanced  Radiology 
Life  Support,  The  Broadmoor  Resort,  Colorado 
Springs,  Colorado. 

Contact:  Registrars,  Mayo  Foundation,  Section  of 
Continuing  Medical  Education,  200  First  St.  S.W., 
Rochester,  MN  55905,  Phone:  1-800-323-2688,  FAX: 
507-284-0532. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

OCTOBER  1 4-1  6,  1 996 — 1 996  International  Meet- 
ing on  ANCA  and  ANCA-Related  Diseases,  The 
7th  International  ANCA  Workshop.  Program  Site: 
Phillips  Hall,  Siebens  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.  W„  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 
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NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

WEDNESDAY-FRIDAY,  JUNE  12-14,  1996  — "Part- 
ners for  Heart  Disease  Prevention:  A Call  for 
Action",  Tenth  Region  VII  Cardiovascular  Dis- 
ease Risk  Reduction  Conference,  Clarion  Hotel 
Carlisle,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians,  Cardiologists,  Nurses, 
Health  Educators,  Dietitians,  Health  Departments, 
Home  Economists.  Fee:  $65  before  5/1/96,  $80 
after. 

FRIDAY,  AUGUST  23,  1 996 — Rural  Health  Oppor- 
tunities Fair,  University  of  Nebraska  Medical 
Center,  Outpatient  Care  Center,  Target  Audi- 
ence: Communities  Recruiting  Physicians.  Fee: 
$300  per  booth. 

MONDAY-SATURDAY,  SEPT.  23-28,  1 996—  Emer- 
gency Medicine  1996:  Skills  and  Knowledge  for 
the  Practicing  Physician,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Emergency  Physicians/others  provid- 
ing care  in  the  ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1996  — 
9th  Annual  Internal  Medicine  Update,  University 
of  Nebraska  at  Lincoln  Student  Union,  Lincoln, 
Nebraska  (In  conjunction  with  Nebraska  football 
game).  Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

FRIDAY,  OCTOBER  11,1  996—  4th  Annual  College 
of  Medicine  Alumni  Day,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target  Au- 
dience: Alumni  - College  of  Medicine.  Fee:  No 
Charge. 

THURSDAY-SUNDAY,  DECEMBER  5-7,  1996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 
ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  600  South  42nd 
Street,  Omaha,  NE  68198-565 1.  Call  (402)  559-4 152  or  use  our  toll 
free  MD  Advantage  Number  and  ask  for  Continuing  Education 
(800)  642-1095  Nationwide,  FAX  Number  (402)  559-5915,  or  e- 
mail  CONTEDUC  @ UNMC.EDU. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1996  Annual  Session 


Dr.  Caudill  presents  Dr.  Hood  with  a certificate  honoring 
him  for  50  years  of  practice,  escorted  by  Dr.  Carlyle  Wilson. 


Dr.  Bainbridge  presides  at  the  Board  of  Councilors’  meeting. 


Dr.  Caudill  presents  Dr.  McIntyre  with  a certificate 
honoring  her  for  50  years  of  practice. 


Dr.  Caudill  presents  Dr.  Barrymore  with  a certificate 
honoring  him  for  50  years  of  practice. 


Dr.  Caudill  presents  Dr.  Koszewski  with  a certificate 
honoring  him  for  50  years  of  practice. 


Dr.  Caudill  presents  Dr.  Gately  with  a certificate  Dr.  Caudill  presents  Dr.  Langdon  with  a certificate 

honoring  him  for  50  years  of  practice.  honoring  him  for  50  years  of  practice. 
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Dr.  Caudill  poses  with  Dr.  Malashock, 
a 50-year  recognition  recipient,  and  Dr.  Jernstrom. 


U 


Lt.  Gov.  Kim  Robak  discusses  the  reorganization 
of  several  state  agencies. 


Drs.  Michels  and  Schwid 
demonstrate  the  new  NMA  home  page. 


Dr.  Caudill  presents  Dr.  Oberst  with  a certificate 
honoring  him  for  50  years  of  practice. 


Dr.  Caudill  is  pictured  with  Dr.  Samuelson, 
a 50-year  recipient,  and  Dr.  Bainbridge. 


Reference  Committee  meets. 
Drs.  Hranac,  Eilts,  and  Michels. 


Dr.  Bacon,  Bill  Schellpeper,  Carmen  Kleager  and  Sara  O'Shea 
of  the  Nebraska  Domestic  Violence  Sexual  Assault  Coalition. 


Reference  Committee  meets. 

Drs.  Strohmyer,  Gregorius  and  Swift. 
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Reference  Committee  meets. 
Drs.  Nohner,  Adams  and  Spry. 


State  Senator  Don  Wesely 
accepts  an  award  from  Dr.  Bacon. 


Reference  Committee  meets. 

Drs.  Luckey,  Zweiback  and  Petersen. 


Governor  Nelson  addresses  the  NMA  membership. 


Reference  Committee  meets.  Drs.  Fosnaugh  and  Paustian  at  the  Inaugural  Banquet. 

Drs.  Retelsdorf,  Asher  and  Reed. 


June  1996  Nebraska  Medical  Journal  175 


Dr.  William  Bruns,  Omaha,  presiding  Dr.  Bacon  presents  Dr.  Caudill  the  presidential  gavel, 

at  the  Inaugural  Banquet. 


Linda  Schafer,  NMA  Alliance  President, 
addresses  the  Inaugural  Banquet. 


Dr.  Bacon  1995-96  President, 
presenting  remarks  at  the  Inaugural  Banquet. 


Dr.  Bacon  presents  Dr.  Caudill  with  the  pumpkin  plaque. 


Dr.  Bacon  presents  Dr.  Caudill  with  the  medallion. 


Dr.  Caudill  presents  Dr.  Bacon 
with  the  past  president's  badge. 
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Dr.  Caudill  presents  Dr.  Bacon 
with  the  past  president's  plaque. 


Dr.  Horton,  Director  of  the  Dept,  of  Health, 
addresses  the  House  of  Delegates. 


Omaii  v 


)R  I3AC0N 


Dr.  Caudill  makes  his  inaugural  address. 


Dr.  Louis  Kleager  presents  the  report  of  the 
Nominating  Committee  to  the  House  of  Delegates. 


Dr.  Bacon  addresses  the  House  of  Delegates. 


Eric  Pederson  receives  the  NMF  Student  Research 
Scholarship  from  Dr.  John  Casey. 


Carmen  Kleager,  NMAA  Immediate  Past  President, 
addresses  the  House  of  Delegates. 


Ann  Marie  Walker  receives  the  H.  Bernice  Shanklin 
Memorial  Scholarship  from  Dr.  John  Casey. 

June  1996  Nebraska  Medical  Journal  177 


Andrew  Reynolds  receives  the  NMF  Student  Research 
Scholarship  from  Dr.  John  Casey. 


Dr.  Gard,  Lancaster  County  Medical  Society  President, 
recognizes  Dr.  Robert  Osborne  and  his  service 
on  the  NMA  Board  of  Directors. 

1 


Dr.  Gard,  Lancaster  County  Medical  Society  President, 
recognizes  Dr.  John  Casey  and  his  service 
on  the  NMA  Board  of  Councilors. 


Colleen  Mueller  (right)  with  Lancaster  County  Medical  Alliance 
Foundation/Nebraska  Medical  Foundation  Memorial  Scholar- 
ship recipients  Saswata  Roy,  Ffeather  Neumeister,  and  Chelsea 
Chesen. 


Jennifer  Sauer  receives  the  Frank  H.  Tanner,  M.D. 
Memorial  Scholarship  from  Dr.  Casey. 


Christine  Petricek  receives  the  C.A.  McWhorter,  M.D. 
Memorial  Scholarship  from  Dr.  Blaine  Roffman. 


William  Pancoe,  Ph.D.,  Creighton,  receives  AMA/ERF 
check  from  Carmen  Kleager,  NMAA. 


Frederick  Paustian,  M.D.,  UNMC,  receives  AMA/ERF  check 
from  Carmen  Kleager,  NMAA. 


Dr.  Allen  Dvorak  accepts  nomination 
as  NMA  President-Elect. 


Dr.  Eugene  Zweiback  presents 
reference  committee  report. 


Dr.  Cordon  Adams  presents  reference  committee  report. 


Dr.  Elvin  Brown  presents  reference  committee  report. 


IJlr  UTTL 


Dr.  Dale  Michels  presents  reference  committee  report. 


Dr.  Lee  Retelsdorf  presents  reference  committee  report. 


Don  Leuenberger  addresses  the  House  of  Delegates. 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 
Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcohol/ Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


ADVERTISER'S  INDEXi 


Acute  Care,  Inc. 


A 


6 


E 

Every  Woman  Matters 


M 

Madonna  Rehabilitation  Hospital 3 

Medical  Protective  Co 10 

Methodist  Richard  Young  Hospital 7 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


N 

Nebraska  Methodist  Health  Systems 2 

Norfolk  Printing  Co.,  Inc 8 


P 

Pegler-Sysco 


S 

For  information  call:  St.  Paul  Fire  & Marine  Insurance  Co 20 

402-474-3693 

(You  do  not  have  to  give  your  name.)  u 

U.S.  Air  Force 6 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth 
page  multiples  for  a twelve-month  period.  Detailed  information  regarding  con- 
tent and  cost  can  be  obtained  through  the  Nebraska  Medical  Association  office, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


KEARNEY 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1 100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

John  P Reilly.  M.D 


Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.D. 
Larry  J Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D. 

1 1-96 


Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  31st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-21 98 

5-97 


HEART 

Center 


—L — ^ 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

’ 8-96 


LINCOLN 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1 -800-MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
2115  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 

6-96 


□■■■■■  CONSULTATIVE 

□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
• Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4.97 
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LINCOLN,  cont. 


LINCOLN,  cont. 


il=  eye  . 
=}  surgical 


associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D 
Max  W.  Linder.  M.D 
Gregory  E.  Sutton,  M.D 
Vincent  J.  Sutton.  M D 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete,  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville.  Kansas 


RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 
Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  FAC.O.G. 

Joseph  G.  Rogers,  M.D.,  FAC.O.G. 

Dennis  L Hodge.  M.D..  FAC.O.G. 

Gregory  W.  Heidnck,  M.D.,  FAC.O.G. 

Yvonne  K Davenport.  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PATIENTS  WELCOME  1 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-96 

402-475-2803 


■ 


Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures &Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 

New  Location  • Summer  '96 

1000  South  13th  Street  • P.O. 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Certified 


|ohn  C.  Yeakley,  M.D. 

Board  Certified 

8-96 

• 6900  A St.  • Lincoln,  NE  68510 
Box  2636  Lincoln,  Nebraska  68542 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100  • LJnooin,  NE  68510  11_‘ 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 
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LINCOLN,  cont. 
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Neurological  & Psychiatric 
Specialists,  Inc. 

7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  m The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders.  Neurodevelopmental 
Disorders.  And  Disorders.  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles 

12-96 


r RAIRIE  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-96 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 


pathology 

medical 

services 

pc. 


SAMUEL  E.  BOON,  M.D 
JOHN  H CASEY.  M.D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A DYNEK.  M D 
GEORGE  E GAMMEL.  M D 
PATRICK  A KEELAN.M  D 
STEF  FAN  R LACEY.  M.D 
CHRISTOPHER  T MASADA.  MD 
SCOTT M NOEL  MD 
MATTHIAS  I OKOYE.  M D 
JOHN  F.  PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  M D 
AINA  I.  SILENIEKS.  M D 
DANIEL  J.  TILL.  MD 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South.  1919  South  40th  Street.  Suite  333.  Lincoln,  NE  68506-6960 


402/483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 
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WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson.  M.D.,  FACOG 
James  J.  Maly.  M.D.,  FACOG 
Gregory  J Hattan.  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 

Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 


IFIRST 


EVE 


ASSOCIATES 
Building  Upon  a Proud  Heritage 
of  Expert  Eve  Care 

Stanley  M.  Truhlsen.  M.I)., 

emeritus 

C.  Rex  I.atta,  M.D. 


John  VV.  Pemberton,  M.D. 
John  T.  RaniM.ll,  M.l). 


Donald  E.  Arkfeld,  M.D. 
Raymond  M.  Crossman,  III,  M.D. 
I).  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson,  M.D. 


Michael  L.  Goldstein,  M.D. 

Since  1886 


Sill  Dodge  St. 

Omaha,  NK 
68114-4115 
(402)354-8111 

210  Regency  Pkwy. 
t >maha.  NE 
68114-3726 
(402)391-3131 

4242  Farnani  St. 

Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE) 

68107-2500 

(402)354-8111 
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T /P>logv  Adult  & Pediatric 
J Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

R.  Michael  Kroeger.  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

H.  Jeoftrey  Deeths,  M.D.,  F.A.C.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S. 


MAIN  CLINIC: 

111  So.  90th  Street,  Omaha,  NE  68114  • (402)397-9800/1-800  882-4770 
•SATELLITE  CLINICS 


6828  N.  72nd  St. 

Ste.  7200 
Omaha, NE68122 
(402)572-3770 


401  East  Gold  Coast  Rd. 
Ste.  220 

Papillion,  NE  68046 
(402)592-5567 


3005  19th  St. 
P.0.  Box  1413 
Columbus,  NE  68602 
(402)562-8114 


'For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770'  3-97 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D 

BERNARD  L.  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D 

JEFFREY  J.  TIEDEMAN,  M.D 

scott  t.  McMullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulders  Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED24  HOURS 

7710  Mercy  Ro.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-97 

CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE68114 

8-96 


Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 

10-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 

11-96 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 
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Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES,  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECT0MY0GRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  ANDTREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-888-592-2611  g? 
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Midwest  Childrens  Chest  Physicians  P.C.  is  affiliated  with 
Midwest  Allergy  &Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  68144 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  68124 
MAAC  402-397-7400 
MCCP402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 

11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-9< 


.a  {k  HEART  Cr, 


HUGH  S.  LEVIN.  M.D.  • JOSEPH  A.  JARZOBSKI,  M.D.  • TIMOTHY  R.  FANGMAN,  M.D. 
DENNIS  P.  TIERNEY,  M.D.  • SHIRLEY  LANDEN  HUERTER,  M.D.  • MICHAEL  H.  PETERS,  M.D. 
D RANDALL  PRITZA,  M.D  • STEPHEN  M.  O'CONNOR,  M.D 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)296-5550 
3-97 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE  402-731-4145 
WATS:  800-642-1117 


C.A.  MCWHORTER,  M.D. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  R0FFMAN,  M.D. 
R.K.  K0ERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 


7441  “O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


STANLEY  L.  DAVIS,  M.D. 

M ROSS  THOMAS.  M.D. 
THOMAS  C.  NILSSON.  M.D. 
KEVIN  R.  MURPHY,  M.D. 
JEFFREYS  NELSON.  M.D 
GEORGE  A.  ZIEG.M.D 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


FREMONT 

41 5 East  23rd  Street 
Fremont,  NE  68025 
402-397-7400 

McCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51537 
712-755-5161 


OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALUALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-96 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  Supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

GENERAL  PRACTICE:  L.M.C.C.  (Canada)  reci- 
procity. Interested  in  practice  opportunities  in  rural 
Nebraska.  23  years  experience  (15  in  U.S.).  Current 
knowledge.  Strong  background  geriatrics,  pediat- 
rics, allergy  and  foot  care.  Please  fax  inquiries  to  520- 
723-5433. 


MIDWEST:  Five  member  cardiovascular  group 
offers  an  exceptional  opportunity  for  a dynamic 
cardiologist.  Practice  in  a spacious  one  year  old 
clinic.  This  is  the  premiere  group  in  the  area  and  is 
affiliated  with  two  ultra-modern  hospitals  in  the  com- 
munity, while  the  patient  base  is  drawn  from  five 
states.  The  selected  candidate  will  share  group's 
aggressive,  hardworking  values  and  their  rewards! 
Very  attractive  salary  and  benefits.  This  community 
has  been  rated  one  of  the  safest  in  the  U.S.  and  is  an 
excellent  place  to  raise  a family.  Cultural  and  recre- 
ational amenities  abound.  Call  Adam  Jones  at 
Strelcheck  and  Associates:  (800)  243-4353. 
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The  American  Medical  Association 
Organized  Medical  Staff  Section 


Caring  doctors. 

You  want  the  best  for  your  patients. 

You  give  them  the  kind  of  attention 
and  quality  care  they  deserve  and  they 
trust  you  with  their  lives.  This  is  the 
patient-physician  relationship  you 
want  to  protect. 

Part  of  managed  care. 

As  a participant  in  a managed  care  plan, 
you  still  give  your  all  for  your  patients  and 
want  to  provide  the  highest  quality  care. 
But  the  patient -physician  relationship  you 
value  is  facing  some  special  challenges. 

The  health  care  environment  is  changing 
and  so  are  the  rules. 


Shaping  the  future  of  health  care. 


You  can  help  formulate  those  rules  and 
take  an  active  role  in  the  future  of  your 
profession  as  a part  of  the  AMA  Organized 
Medical  Staff  Section  (OMSS). 

This  section  is  an  expansion  of  the 
Hospital  Medical  Staff  Section.  It  now 
embraces  the  growing  number  of 
physicians  in  managed  care.  The  OMSS 
offers  assistance,  representation,  and  a 
strong,  unified  voice  within  these 
organized  settings. 

' • - The  OMSS  is  a forum  for  identifying 

and  initiating  policy  on  issues  including: 
rf  ::  fainfess  and  due  process  rights,  continuous 

quality  improvement,  peer  review, 
resource/utilization  management,  ethics, 
and  leadership. 

Any  medical  staff  of  a hospital,  integrated 
delivery  system,  or  health  care  plan  may 
designate  an  OMSS  representative,  who 


must  be  an  AMA  member  with  active 
medical  privileges.  Each  staff  has  one 
vote  — an  equal  voice,  regardless  of  size. 

If  you  are  interested  in  designating  an 
AMA  OMSS  representative  and/or  attending 
an  upcoming  meeting,  call  800  AMA-3211 
and  ask  for  the  AMA  Department  of 
Organized  Medical  Staff  Services. 

We  cannot  begin  to  confront  the  unique 
challenges  facing  us  without  you. 

Call  800  AMA-3211  today. 

The  Voice  of  Grassroots  Physicians. 


233  So.  13th  Street,  Suite  1512 
Lincoln,  NE  68508-2091 
(402)  474-4472 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 


• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals  I'bKA^ 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


$0^500  now  on  the  purchase  of  the  RICOH 
vC iVv  €4^  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


s 


N.Y.  Assdemy  of  MidiciM 


Th«*  »u> 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


. ,ntv  Medical  Society 
Coun  V the 
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Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 
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St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


"In  providing  cardiac  ami 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioYascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  bv 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 

O 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient's  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  \our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627- 6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8308  Dodge  Street  • Omaha,  NE  68114 


Some  kids  really  can’t 
clean  their  plates 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital's  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 402-489-7102 


High  rates  on  professional  liability  coverage  are  inevitable  in 
high-risk,  high-population  states.  But  Nebraska  isn’t  one  of 
them.  That's  why  PIC’s  (Physicians  Insurance  Company)  rates 
for  Nebraska  physicians  are  competitive.  Straightforward. 

PIC’s  reputation  for  appropriate  pricing  stems  from  the  stand 
we  took  for  rate  stability  and  affordability  during  the  liability 
crisis  of  the  mid- 1980’s.  When  other  carriers’  premiums  start- 
ed going  up,  up,  up,  PIC  did  not  waiver  in  its  commitment  to 
fair  premiums,  outstanding  coverage  and  exemplary  service. 

In  our  home  state  of  Wisconsin  we’ve  actually  decreased  our 


rates  for  general  surgeons  by  more  than  14%  since  1988. 

No  wonder  we’re  rated  A-  Excellent  by  A.M.  Best.  Call  PI( 
today  for  more  information  about  how  easy  it  is  to  switch  to 
our  medical  professional  liability  insurance  and  to  get  a free 
rate  quote. 

(800)  279-8331  • E-mail:  info@picwis.com 
Tomorrow's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 


© 1996  PIC  Wisconsin 
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The  ideal  candidate  will  be  an  experienced  community 
practice  physician  possessing  excellent  clinical  credentials 
and  board  certification.  The  candidate  should  be  able  to 
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Call  Collect  to  Administrator: 

CURT  NIELSEN 
(218)828-7105  or  (218)829-4901 
2024  South  6th  Street  • Brainerd,  MN  56401 


July  1996 


Nebraska  Medical  Journal  9-A 


professional  protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


PRESIDENT'S  PAGE 


Supply  and  Demand 


CHRISTOPHER  C.  CAUDILL,  M.D. 


In  its  report  released  in  November,  1995, 
the  Pew  Health  Professions  Commission  pre- 
dicted that  within  the  next  decade,  80  to  90% 
of  the  insured  population  of  the  United  States 
(U.S.)  would  be  receiving  its  medical  care 
from  a managed  care  system.  Recognizing 
the  potential  to  be  "able  to  use  fewer  re- 
sources more  effectively"  and  to  be  "more 
innovative  and  diverse  in  how  it  provides  for 
health",  the  Pew  Commission  recommended 
substantive  changes  in  the  number  and  the 
composition  of  the  physician  (as  well  as  nurs- 
ing and  pharmacy)  manpower  pool.  These 
included: 

A.  A reduction  in  the  number  of  medical 
schools  by  20  to  25%  by  the  year 
2005. 

B.  A reduction  of  the  number  of  Graduate 
Medical  Education  (GME)  positions  to 
110%  of  the  annual  number  of  U.S. 
medical  graduates. 

C.  Redirection  of  GME  programs  to  a mini- 
mum of  50%  in  primary  care  areas. 

D.  A tightening  of  US  immigration  laws  to 
assure  that  International  Medical  Gradu- 
ates (IMGs)  who  complete  training  pro- 
grams in  the  U.S.  return  to  their  native 
countries. 

As  one  might  expect,  this  was  met  by  a cry 
of  "foul"  from  Medical  Educators  and  IMG 
organizations. 

Then  in  early  January,  1996,  the  study  of 
the  Committee  on  the  U.S.  Physician  Supply 
from  the  Institute  of  Medicine  (IOM),  an  affili- 
ate of  the  National  Academy  of  Sciences  (of 
which  Chancellor  Carol  Aschenbrener  was  a 
participant),  while  softening  its  recommenda- 
tions for  U.S.  medical  schools,  basically  agreed 
in  principle  with  most  of  the  other  conclusions 
of  the  Pew  group.  The  IOM  report  suggested 
that  no  new  allopathic  or  osteopathic  medi- 
cal schools  be  opened;  that  class  sizes  remain 
static;  and  that  no  public  funds  be  allocated 
for  new  schools  or  expanded  class  sizes.  The 
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IOM  declared  unequivocally  that  there  was 
no  beneficial  effect  from  any  physician  sur- 
plus on  costs,  access,  or  quality. 

An  article  in  the  Archives  of  Internal  Medi- 
cine by  James  E.  Dalen,  M.D.,  M.P.H.  (Vol. 
1 56:21-24;  1/8/96)  went  beyond  speculating 
about  the  future  balance  of  the  physician 
supply  in  the  U.S.  by  stating  bluntly,  that  a 
surplus  exists  presently  both  in  subspecialty 
and  in  primary  care  areas!  The  former  conclu- 
sion was  not  surprising  as  current  data  sug- 
gest a 33%  excess  of  specialists  today,  or 
potentially  165,000  over  need  by  the  year 
2000.  His  conclusion  that  an  excess  exists 
presently  in  primary  care  was  based  upon 
separate  studies  by  Weiner,  Cooper, 
Whitcomb,  and  the  Council  on  Graduate 
Medical  Education  (COGME)  of  the  Ameri- 
can Medical  Association.  These  studies  in  the 
aggregate  accepted  a need  for  59  generalists 
per  100,000  population,  with  the  present 
number  estimated  to  be  68/100,000.  Dalen 
stated  that  the  apparent  proportional  dispar- 
ity between  the  number  of  specialists  and 
primary  care  physicians  was  an  allusion  cre- 
ated by  the  greater  rate  of  absolute  increase 
in  the  number  of  specialists  as  compared  to 
the  increase  in  primary  care  physicians. 
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In  1970,  there  were  308,487  physicians 
(151.4/100,000  population):  222,657  physi- 
cians were  in  active  patient  care  (109/ 

100.000) .  In  1992,  there  were  627,723  (245/ 

100.000)  with  461,405  (180.1/100,000)  in 
active  practice:  a 62  to  65%  increase  over  20 
years!  While  the  total  number  of  graduates  of 
U.S.  medical  schools  has  remained  stable  at 
about  17,000  per  year  for  the  past  10  years, 
the  number  of  physicians  in  GME  training  has 
increased  from  85,000  in  1988-89  to  108,000 
in  1 993-94.  The  number  of  U.S.  medical  school 
graduates  in  GME  remained  the  same  through 
these  years:  the  number  of  IMGs,  however, 
increased  by  80%  from  1 988  to  1 994  (1  2,433 
to  22,706)  with  75%  remaining  in  the  U.S. 
after  completion  of  their  training.  A signifi- 
cant number  of  the  training  positions  with 
which  these  individuals  match  are  on  the  East 
Coast  in  private  hospitals  in  underserved  ar- 
eas. These  hospitals  receive  substantial  finan- 
cial support  per  resident  from  Medicare.  This 
has  been  identified  as  a possible  factor  in 
burgeoning  supply  (and  imbalance)  of  physi- 
cians in  the  U.S.  and  to  be  particularly  prob- 
lematic as  "IMGs  are  even  more  likely  than 
U.S.  graduates  to  become  specialists  and  no 
more  likely  to  practice  in  underserved  areas." 
I shall  not  address  this  particular  issue  further, 
but  suffice  it  to  say  that  the  Pew  Commission, 
the  IOM  Study  Group,  as  well  as  the  COGME, 
the  Physicians'  Payment  Review  Commission, 
and  the  Prospective  Payment  Assessment 
Commission  have  all  made  recommendations 
to  dissociate  reimbursement  to  residency  pro- 
grams ($70, 000/resident/year)  from  Medicare 
in  order  to  disincentivise  hospitals  maintain- 
ing "service"  training  programs. 

If  there  are  underserved  areas  in  the  U.S., 
the  problem  must  be  where  graduates  go 
after  completion  of  their  training  or  the 
"maldistribution"  issue.  But,  enter  Managed 
Care  (M/C)  or  the  great  equalizer:  the  "effi- 
cient" user  of  resources.  In  California  and 
other  parts  of  the  U.S.  with  high  penetration 
by  M/C,  the  number  of  requisite  specialists  is 
identified,  and  the  excess  cut  from  plans.  In 
primary  care,  a few  physicians  are  supervis- 
ing a larger  number  of  physician-extenders, 
and  again,  the  excess  is  dismissed  from  the 
provider  panels.  There  is  an  out-migration  of 
physicians  from  these  regions  into  areas  of 
less  M/C  or  fewer  physicians.  Providers  from 
Northern  California  seem  to  be  moving  to 
Idaho  and  Utah  (for  now).  Ask  Nebraska 
physicians  who  are  recruiting,  how  many  and 
from  where  they  now  receive  responses  to 
advertisements  for  job  opportunities. 


What  might  this  mean  for  Nebraska?  I 
would  suggest  that  our  metropolitan  areas 
are  already  well-to-overstocked  with  special- 
ists, and  that  new  opportunities  for  practice  in 
these  areas  will  be  limited  if  not  diminishing. 
Even  to  remain  in  Nebraska,  some  of  these 
specialists  may  either  have  to  move  to  less 
populated  regions  or  participate  in  expanded 
outreach  activities.  In  primary  care,  however, 
there  continue  to  be  areas  that  are  absolutely 
or  relatively  underserved  both  in  metropoli- 
tan as  well  as  in  Greater  Nebraska.  Nation- 
wide, in  the  1995  matching  for  GME  posi- 
tions, 54.4%  of  the  1 4,539  U.S.  medical  gradu- 
ates entered  residency  in  a generalist  disci- 
pline; in  1992,  only  20%  entered  a primary 
care  program.  Clearly,  either  our  medical 
schools  have  responded  to  the  need  for  more 
primary  care  physicians  or  senior  medical 
students  are  paying  heed  to  manpower  data. 
The  University  of  Nebraska  Medical  Center 
graduated  67%  of  its  1995  senior  class  into 
primary  care  residency  programs,  and 
Creighton  matched  that  with  66%.  With  fewer 
job  opportunities  in  the  traditionally  "desir- 
able" areas  of  the  U.S.,  and  with  this  void 
continuously  moving  inward,  our  future  gradu- 
ates will  look  for  practice  positions  within  the 
state.  Further,  as  physicians  are  displaced 
from  practices  in  other  regions,  there  will  be 
heightened  interest  in  the  Midwest  (and  in 
Nebraska)  among  all  classes  of  these  physi- 
cians. I anticipate  our  retaining  our  own  train- 
ees and  witnessing  an  influx  of  outside  pro- 
viders over  the  next  5 years  to  the  extent  that, 
driven  by  M/C  and  market  forces,  the  met- 
ropolitan areas  will  see  a surplus,  and  there 
will  be  no  presently  underserved  area  in  Ne- 
braska that  cannot  attract  its  own  primary 
care  physicians  and  perhaps  specialty  ser- 
vices as  well. 

This,  of  course,  if  accurate,  would  be  good 
news  for  those  areas  of  the  state  with  access 
problems  (and  for  managed  care  proponents). 
What  it  also  will  necessitate,  however,  is  a 
strengthening  of  the  surveillance,  discipline, 
and  credentialing  capabilities  of  the  Board  of 
Examiners  in  Medicine/Surgery  to  be  certain 
that  our  communities  recruit  only  qualified, 
and  not  compromised,  physicians.  This  is  a 
particularly  important  consideration  today  as 
the  Partnership  Project  contemplates  and  con- 
ceives of  Licensure  and  Regulation  Redesign. 
Finally,  If  I am  at  all  accurate  in  my  prognos- 
tications, the  contentious  issues  raised  by  LB 
414  will  become  moot. 
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Can  We  Change  The  System? 
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Primary  care  physicians  are  being  required 
to  be  the  gatekeepers  of  medical  care  in  this 
country.  The  medical  schools  are  being 
mandated  by  the  government  to  produce 
sixty-five  percent  (65%)  of  their  graduating 
seniors  to  seek  residency  programs  in  Fam- 
ily Practice,  Internal  Medicine,  Pediatrics 
and  OB/GYN.  If  this  is  not  accomplished, 
the  medical  schools  are  being  threatened 
with  the  loss  of  government  support.  At  the 
same  time  there  is  a strong  move  to  elimi- 
nate physicians  in  surgical  specialties  and 
other  medical  specialties  not  identified  as 
primary  care. 

Currently,  most  medical  personnel  would 
agree  that  the  orthopaedist  is  the  primary 
care  physician  for  musculoskeletal  problems. 
Very  rarely  does  a patient  present  to  an 
orthopaedist's  office  with  a diagnosis  already 
made  and  a failed  course  of  nonoperative 
treatment.  Usually  the  orthopaedic  surgeon 
is  called  upon  to  work  the  patient  up,  make 
the  diagnosis,  and  begin  nonoperative  treat- 
ment. This  usually  means  spending  health 
care  dollars  on  EMG's,  MRI's,  x-rays,  physical 
therapy,  bone  scans  and  etc..  This  can  not 
continue  if  the  system  that  is  being  pro- 
posed is  to  work  in  this  country.  How  can 
we  change  it? 

Presently,  there  is  little  emphasis  on  the 
musculoskeletal  system  in  medical  school. 


In  the  residency  programs  of  primary  care 
physicians,  the  muscoloskeletal  system  gets 
even  less  emphasis.  Of  the  36  months  of 
residency  training  that  is  required  for  a fam- 
ily practice  physician,  only  1 month  is  de- 
voted to  musculoskeletal  care.  Internal  medi- 
cine residencies  usually  allow  1 elective 
month  of  Rheumatology.  In  most  pediatric 
residencies,  an  Orthopaedic  rotation  of  1 
month  is  usually  offered,  but  is  rarely  taken 
by  residents.  Eighteen  percent  (18%)  of  all 
visits  to  the  primary  care  physician  are  for 
complaints  of  musculoskeletal  system.  If  only 
three  percent  (3%)  or  less  of  the  training  is 
focused  on  care  of  the  musculoskeletal  sys- 
tem, how  can  these  physicians  be  expected 
to  evaluate  these  problems  adequately  and 
refer  only  the  fifteen  percent  (15%)  of  pa- 
tients that  truly  need  an  orthopaedic  surgi- 
cal consult. 

These  changes  have  to  occur  at  the  medi- 
cal school  level.  The  focus  needs  to  be 
changed  to  place  a greater  emphasis  on  the 
understanding,  diagnosis,  and  treatment  of 
musculoskeletal  problems.  The  primary  care 
residency  programs  in  this  country  must  also 
change  their  focus  and  give  a greater  em- 
phasis to  the  training  of  these  doctors  in  the 
care  of  problems  arising  from  the  muscu- 
loskeletal system.  Only  then  can  we  expect 
the  primary  care  physicians  to  be  able  to  run 
a tighter  ship  in  today's  health  care  system. 
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Dementia:  The  Role  of  Potentially  Treatable 
Psychiatric  Etiologies 
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FROM  it's  inception  in  1984,  the 
objective  of  our  prospective, 
clinical  dementia  study  has  been 
to  search  for  a potentially  treatable  dementia 
etiology  in  each  patient.  We  have  now  thor- 
oughly investigated  900  patients  with  dementia. 
The  patients  were  referred  by  themselves,  fam- 
ily members,  or  physicians. 

This  aspect  of  the  dementia  study  looks  at 
the  role  of  psychiatric  disease  as  the  cause  of 
dementia.  We  asked  the  following  questions: 

1 )  Is  psychiatric  disease  being  overlooked? 

2)  Is  all  dementia  organic? 

3)  Is  all  Alzheimer's  disease  really 
Alzheimer's  disease? 

The  patients  were  evaluated  in  a similar 
manner  using  a battery  of  tests,  in  addition  to  a 
thorough  history  and  physical  examination.  This 
battery  of  tests  included  cranial  CT,  serum 
studies  (CBC,  ESR,  MS-22,  FANA,  FTA-ABS, 
Folic  Acid,  Vitamin  Bi;  Vitamin  B12,  T3,  T4,  T7, 
magnesium,  bromide,  8:00  a.m.  coritsol,  and 
occasional  HIV  screening),  urine  studies  (UA, 
Porphyrin  screen,  and  24  hour  heavy  metal 
screen),  and  frequently  psychological  IQ  test- 
ing. The  diagnosis  of  depression  was  reached 
on  the  basis  of  history,  physical  examination, 
clinical  suspicion,  or  suggestion  by  the  patient, 
family  or  caregiver.  Our  study  has  made  gener- 
ous use  of  psychiatric  consultation  and  collabo- 
ration. 

Frequently,  dementia  studies  are  retrospec- 
tive and  do  not  emphasize  potentially  treatable 
psychiatric  disease.  Often  the  role  of  psychiat- 
ric disease,  depression  is  overlooked,  ignored, 
or  not  appreciated.  A clinical  example  of  severe 
depression  masquerading  as  dementia  is  the 
case  of  an  81  year  old  female  referred  by 
concerned  family  members  for  evaluation  of 
her  dementia.  She  had  previously  been  under 
the  care  of  a psychiatrist,  internist,  and  psy- 


chologist. They  informed  the  family  that  she 
had  Alzheimer's  disease  and  she  was  placed  in 
a nursing  home.  Upon  consultation,  we  found 
an  incidental  meningioma  that  had  been  previ- 
ously overlooked.  More  importantly,  we  dis- 
covered with  vigorous  psychiatric  evaluation 
that  the  patient  was  severely  depressed.  With 
aggressive  psychiatric  treatment,  including  ECT 
(electro-convulsive  therapy),  she  dramatically 
improved  and  returned  home  to  her  family, 
bond  market  and  family  business. 

A summary  of  our  900  dementia  patients 
(10-1-93)  reveals  216  patients  (24%)  to  have  a 
potentially  treatable  psychiatric  etiology  of  their 
dementia  (Table  1).  This  includes:  depression, 
162  patients  (18%);  alcoholism,  43  patients 
(4.8);  and  chronic  paranoid  schizophrenia,  acute 
paranoid  psychosis,  stress  and  multiple  street 
drug  abuse,  1 1 patients  (1.2%). 


TABLE  1 

900  Patients 


#OF 

PATIENTS 

% OF  TOTAL  900 
DEMENTIA  PATIENTS 
(10-1-93) 

DEPRESSION 

162 

18% 

ALCOHOLISM 

43 

4.8% 

CHRONIC  PARANOID 
SCHIZOPHRENIA, 
ACUTE  PARANOID 
PSYCHOSIS, 

STRESS, 

MULTIPLE  STREET  DRUG 
ABUSE 

11 

1.2% 

TOTAL 

216 

24% 

‘Reprints  request  and  correspondence  to:  J.F.  Aita,  M.D.,  8601 
West  Dodge  Road,  #1 1 0,  Omaha,  Nebraska  68114,  Phone  # (402) 
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Historically,  when  we  review  our  data,  over 
the  course  of  this  dementia  study,  we  have 
consistently  found  between  23.5%-25.5%  of 
our  patients  to  have  a psychiatric  cause  of 
their  dementia.  This  has  included  depression 
18%-21.33%,  alcoholism  2.67%-4.8%,  and 
chronic  paranoid  schizophrenia,  acute  para- 
noid psychosis,  stress,  multiple  street  drug  abuse 
0.25% -1.2%. 

These  results  support  the  hypothesis  that 
psychiatric  disease,  especially  depression,  may 
masquerade  as  dementia.  These  diseases  are  a 
major,  potentially  treatable  etiology  of  dementia 
and  must  be  aggressively  evaluated  and  vigor- 
ously treated.  They  are  frequently  overlooked, 
ignored  or  not  appreciated.  Thus,  not  all 
dementia  is  organic.  Therefore,  is  all  Alzheimer's 
disease  really  Alzheimer's  disease? 

OBJECTIVE:  To  evaluate  dementia  patients 
prospectively,  looking  for  potentially  treatable 
etiologies.  What  is  the  role  of  psychiatric  dis- 
ease in  the  cause  of  dementia?  Is  it  being 
overlooked?  Is  all  dementia  organic?  Is  all 
Alzheimer's  disease  really  Alzheimer's  disease? 


BACKGROUND:  Many  dementia  studies  are 
retrospective  and  do  not  emphasize  potentially 
treatable  psychiatric  disease. 

DESIGNS/METHODS:  In  an  ongoing  pro- 
spective, clinical  study  of  dementia,  we  have 
thoroughly  investigated  900  patients  for  poten- 
tially treatable  dementia  etiologies.  Patients 
were  referred  by  themselves,  family  members 
of  physicians. 

RESULTS:  Of  900  dementia  patients,  216 
(24%)  have  dementia  with  potentially  treatable 
psychiatric  etiology.  This  includes  the  follow- 
ing: depression,  162  patients  (18%):  alcohol- 
ism, 43  patients  (4.8%);  and  chronic  paranoid 
schizophrenia,  acute  paranoid  psychosis,  stress, 
and  multiple  street  drug  abuse,  1 1 patients 
(1.2%). 

CONCLUSION:  These  results  support  the 
hypothesis  that  psychiatric  disease,  especially 
depression,  is  a major,  potentially  treatable 
etiology  of  dementia  and  must  be  vigorously 
evaluated.  Not  all  dementia  is  organic.  There- 
fore, is  all  Alzheimer's  disease  really  Alzheimer's 
disease? 
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Lymphangiomatous  Cyst  of  the  Adrenal  Gland: 

An  Unusual  Cause  of  Flank  Pain 

CHRISTIAN  R.  JAGUSCH,  M3  EDWARD  D.  ADICKES,  D.O.  *PETER  M.  NEAL,  M.D. 

Creighton  School  of  Medicine  Creighton  School  of  Medicine  Creighton  School  of  Medicine 

Omaha,  NE  Department  of  Pathology,  Omaha,  NE  Division  of  Urology,  Omaha,  NE 
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ABSTRACT 

Cysts  of  the  adrenal  gland  are  rarely  encountered  in  clinical  practice.  Presenting  signs  and  symptoms  are  variable.  We 
present  a case  of  an  active  46  year  old  white  female  with  six  months  history  of  left  flank  pain  who  was  found  to  have 
a large  lymphangiomatous  cyst  of  the  left  adrenal  gland.  Curative  resection  of  the  cyst  and  left  adrenalectomy  were 
performed  with  preservation  of  the  left  kidney.  We  include  a review  of  the  literature. 


INTRODUCTION 

ADRENAL  cysts  have  a reported  inci- 
dence of  0.06%  in  the  general 
l population.1  Most  of  these  cysts 
are  discovered  at  autopsy,  or  on  CT  scan  for 
another  purpose.  These  benign  lesions  are  usu- 
ally of  minute  proportions.  Occasionally,  these 
cysts  grow  to  large  size  and  may  contain  many 
liters  of  fluid.  The  incidence  of  these  large  cysts 
is  unknown.  Controversy  exists  over  the  classifi- 
cation and  pathogenesis  of  these  lesions.  Al- 
though an  adrenal  cyst  is  an  infrequent  cause  of 
a patient's  complaints,  simple  excision  provides 
prompt  relief. 

CASE  REPORT 

A 46  year  old  white  female  presented  with  left 
lower  back  and  flank  pain  that  began  approxi- 
mately six  months  previously.  The  patient  re- 
ported several  other  problems  that  had  devel- 
oped over  the  past  six  months.  These  included 
headaches,  dyspnea  on  exertion,  one  episode  of 
dizziness  with  near-syncope,  some  difficulty  with 
constipation,  and  a recent  ten  pound  weight  loss. 
The  patient's  past  medical  history  was  unremark- 
able. The  patient  denied  alcohol  or  tobacco  use. 
Family  history  was  unremarkable  for  cancer  or 
endocrine  disorders.  Patient  denied  frequent 
dizziness,  palpitations,  hypertension,  hotflashes, 
anxiety,  or  tremors.  The  physical  examination 
was  unremarkable.  No  masses  were  palpable  on 
abdominal  examination.  Chest  roentengram 
showed  clear  lung  fields,  normal  cardiac  silhou- 
ette, and  two  areas  of  semilunar  calcification  in 
the  upper  left  abdomen  (Fig.  1 ).  An  ultrasound  of 
the  abdomen  revealed  a suprarenal  mass.  The 
CT  scan  confirmed  a 1 0 cm  x 7.5  cm  x 8 cm  rim- 
calcified  multilocular  cystic  mass  of  the  left  adrenal 
(Fig.  2).  The  kidneys  appeared  normal  in  size  and 
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FIGURE  1 

(Chest  X-ray)  - This  chest  roentengram  shows  two  large 
semilunar,  calcified  lesions  in  the  upper  left  abdomen. 


contour  and  no  retroperitoneal  lymphadenopathy 
was  noted.  No  other  intra-abdominal  abnormali- 
ties were  noted. 

Routine  laboratory  examination  was  unre- 
markable except  for  slightly  elevated  transami- 


*Reprints  request  and  correspondence  to:  Department  of  Surgery, 
Division  of  Urology,  Creighton  University  School  of  Medicine, 
601  North  30th  St.,  Omaha,  NE  681 31 . 


FIGURE  2 

(CT  scan)  - A CT-scan  through  the  mid-abdomen  reveals  a 10  cm  x 7.5  cm  x 8 cm 
rim  calcified  multilocular  cystic  mass  of  the  left  adrenal. 


nase  and  glucose  levels.  24  hour  urine  studies  for 
aldosterone,  urinary  free  cortisol,  catecholamines 
and  metanephrines  were  within  normal  limits. 
Plasma  cortisol,  renin,  aldosterone,  and  plasma 
fractionated  catecholamines  were  within  normal 
limits.  This  was  believed  to  be  a non-functioning 
adrenal  mass,  most  likely  an  adrenal  cyst.  Due  to 
its  large  size,  it  was  elected  to  perform  a CT- 
guided  fine-needle  biopsy  to  establish  a 
preoperative  diagnosis.  Fluid  and  core  needle 
samples  were  obtained.  Cytological  examina- 
tion was  negative  for  malignant  cells  and  did  not 
show  an  inflammatory  or  hemorrhagic  back- 
ground. Because  of  the  patient's  complaints  and 
the  large  tumor  size,  an  exploratory  laparotomy 
was  performed  with  the  intention  to  remove  the 
mass. 

A left  subcostal  incision  was  used.  A suprare- 
nal mass  that  extended  along  the  paravertebral 
fascia  towards  the  hilum  of  the  spleen  and  be- 
neath the  pancreas  was  identified.  The  mass  was 
adherent  to  the  spleen  and  dissection  caused 
several  tears  to  the  splenic  capsule  necessitating 
splenorrhaphy.  The  mass  encompassed  the  left 
adrenal  gland  which  was  removed  with  the  mass. 
The  left  kidney  was  uninvolved.  The  remainder  of 
the  abdominal  exploration  revealed  no  obvious 
pathology. 

The  patient's  post-operative  course  was  un- 
eventful. She  was  discharged  on  the  sixth  post- 
operative day  in  good  condition.  On  her  four- 


week  follow-up  visit,  the  patient  was  free  from 
flank  and  back  pain.  An  abdominal  CT  scan  will 
be  repeated  six  months  from  surgery. 

Pathological  examination  revealed  a cystic 
mass  that  measured  10  cm  x 5 cm  x 5 cm  and 
weighed  1 80  grams.  Grossly,  the  specimen  had 
a smooth  external  surface  and  consisted  of  nu- 
merous nodules  ranging  from  0.2  cm  to  3 cm. 
Sectioning  of  the  specimen  yielded  grossly  bloody 
fluid.  The  largest  nodule,  measuring  3 centime- 
ters, was  yellow  in  color  and  had  a markedly 
calcified  wall.  Imbedded  within  the  mass,  the 
adrenal  gland  was  identified  and  appeared  as  a 
yellow  nodular  structure.  Microscopic  examina- 
tion revealed  multicystic  fibrous  structures  with  a 
defined  cellular  lining  that  resembled  the  lining  of 
lymphatic  spaces.  Hemosiderin  deposition  and 
prominent  dystrophic  calcification  was  noted 
throughout  the  tumor.  Normal  adrenal  architec- 
ture was  identified  within  what  had  appeared 
grossly  to  be  the  remnant  adrenal  gland  (Fig.  3). 
In  addition,  scattered  nests  of  adrenal  tissue  were 
found  throughout  the  specimen.  No  lymph  nodes 
were  identified  on  gross  or  microscopic  exami- 
nation. Final  diagnosis  was  a lymphangiomatous 
type  of  adrenal  cyst. 

DISCUSSION 

The  pathological  classification  of  adrenal  cysts 
has  been  controversial  and  no  single  scheme  has 
been  universally  accepted.  The  most  commonly 
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FIGURE  3 

(Micrograph)  - Microphotograph  showing  the  wall  of  the  cyst  with  remnants  of  adrenal 
tissue  and  numerous  endothelial-lined  cysts.  Hematoxylin  and  eosin,  original  magnifica- 
tion 250x. 


used  classification  system  was  proposed  by  Fos- 
ter.2 He  outlined  four  types  of  adrenal  cysts  and 
provided  a percentage  for  each  type  to  indicate 
frequency.  The  most  common  type  is  the  endo- 
thelial cyst  (45%),  which  includes  the  lymph- 
angiomatous  and  angiomatous  subtypes.  The 
pathogenesis  of  this  type  of  cyst  is  unclear. 
Proposed  mechanisms  include:  ectasia  of  the 
lymphatics  of  the  adrenal  gland,  an  incomplete 
linkage  of  the  minute  lymphatics  of  the  adrenal  to 
larger  lymphatic  vessels,  and  cystic  degeneration 
of  a hamartoma.3  These  cysts  are  often 
multiloculated  and  contain  clear  or  milky  fluid. 
Microscopically,  these  cysts  consist  of  thin  septa 
of  fibrous  tissue  with  each  lobule  being  lined  by 
a single  layer  of  flattened  endothelium.2  Nests  of 
adrenal  tissue  between  lobules  are  common. 
Gaffey  et.  al.  have  used  immunohistochemistry 
staining  for  FVIII-RAg  and  type  IV  collagen,  which 
suggests  that  these  types  of  cysts  have  a lym- 
phatic or  hematogenous  origin.4 

The  so-called  pseudocyst  (39%)  is  the  second 
most  common.  These  are  usually  formed  after 
hemorrhage  into  a benign  or  malignant  cystic 
structure  around  the  adrenal  gland  or  after  hem- 
orrhage directly  into  the  adrenal  gland.  Grossly, 
these  cysts  are  generally  unilocular,  containing 
brown  or  red  fluid.  Although  most  cysts  rarely 
exceed  10  centimeters  in  diameter,  they  have 
been  reported  to  weigh  up  to  20.5  kilograms 
with  12  liters  of  fluid.2,5  The  histologic  appear- 
ance of  the  cysts  usually  consists  of  a dense 


fibrous  wall  without  an  endothelial  lining  and 
may  contain  areas  of  calcification,  organized 
thrombus,  or  amyloid  degeneration.  The  endo- 
thelial cyst  and  the  pseudocyst  are  similar,  thus 
differentiating  the  two  types  is  often  difficult. 
Incze  et.  al.  suggested  that  pseudocysts  origi- 
nated as  endothelial-lined  cysts  in  which  the 
endothelium  had  been  destroyed  and  replaced 
by  scar  secondary  to  hemorrhage.6  In  addition, 
they  suggest  that  only  these  two  types,  endothe- 
lial-lined and  fibrous-lined  cysts,  be  included  in  a 
classification  scheme  and  that  the  following  two 
types  defined  by  Foster  not  be  included. 

Foster  includes  the  parasitic  cyst  (7%)  and  the 
epithelial  cyst  (9%).  Briefly,  the  parasitic  cyst  is 
usually  due  to  an  echinococcal  infection  and 
resembles  similar  cysts  found  in  other  parts  of  the 
body.  The  epithelial  cyst  may  be  due  to  develop- 
mental abnormalities  possibly  representing  dis- 
placed tissue  from  the  urogenital  anlage  that  has 
undergone  cystic  transformation.7  Degenerative 
cystic  changes  in  malignant  or  benign  tumors  of 
the  adrenal  gland  are  included  in  this  class. 

In  practice,  the  presentation  of  the  adrenal 
cyst  is  variable.  Adrenal  cysts  are  generally  unilat- 
eral and  show  no  preference  for  the  left  or  the 
right  side.3  Bilateral  cysts  occur  most  often  in 
children. 9There  appears  to  be  no  gender  prefer- 
ence. They  affect  all  ages  with  a peak  incidence 
appearing  to  be  in  the  third  and  fourth  decades 
of  life. 
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Although  most  of  these  cysts  are  discovered 
incidentally,  some  cysts  enlarge  and  become 
clinically  significant.  Classically,  a triad  of  pre- 
senting symptoms  has  been  recognized  and 
most  patients  present  with  at  least  one  of  the 
three.  These  include  1)  dull  flank  pain;  2)  gas- 
trointestinal symptoms;  and  3)  a palpable  mass.3 
Hypertension  has  been  reported  as  a presenting 
symptom.  Yang  et.  al.  reported  an  adrenal  cyst  in 
a hypertensive  patient  with  elevated  urinary  VMA 
and  metanephrines  that  returned  to  normal  upon 
cyst  removal  and  proposed  that  the  adrenal  cyst 
was  a functional  lesion.8  Another  case  report 
proposed  that  compression  of  the  renal  vascula- 
ture by  the  cyst  caused  the  release  of  vasopres- 
sors that  caused  elevations  in  blood  pressure.9 
Anemia  and  associated  abdominal  pain  was 
reported  and  was  believed  to  be  secondary  to 
intracystic  hemorrhage.10 

Considering  the  variability  of  presenting  symp- 
toms, the  differential  diagnosis  of  an  adrenal 
cystic  lesion  is  extensive.  This  list  contains  several 
neoplasms,  most  importantly  adrenocortical  car- 
cinoma and  cystic  pheochromocytoma,  neuro- 
blastoma in  children,  ganglioneuromas, 
myelolipomas,  and  metastatic  disease.  Cysts  of 
the  kidney,  spleen,  liver,  pancreas,  and  mesen- 
tery must  be  considered.  Aneurysms  of  sur- 
rounding vasculature  are  possibilities.  Hydrops 
of  the  gallbladder  and  dilation  of  the  upper  renal 
segment  should  be  considered. 

The  list  can  be  narrowed  easily  by  various 
diagnostic  means.  First,  a thorough  history  and 
physical  examination  should  be  performed.  Un- 
fortunately, with  such  an  array  of  symptoms, 
further  diagnostic  testing  is  usually  required. 
Plain  abdominal  and  chest  films  may  reveal  a 
calcified  mass  in  the  suprarenal  area,  as  was 
demonstrated  in  our  case.  Arteriography, 
venography,  and  intravenous  pyelography  have 
been  largely  replaced  by  CT  scanning  and 
sonography  in  the  diagnosis  of  adrenal  cysts. 
Sonography  appears  to  be  a good  first  line 
measure  in  the  care  of  suspected  adrenal  cyst, 
however,  CT  scan  is  eventually  performed  in 
most  cases.  Several  findings  on  CT  scan  may 
provide  clues  to  the  diagnosis  of  adrenal  cyst.  In 
one  study  of  106  adrenal  masses,  it  was  con- 
cluded that  calcium  deposition  around  the  pe- 
riphery with  increased  density  at  the  base  was  a 
characteristic  pattern  of  adrenal  cysts.11  In  addi- 
tion, the  finding  of  an  identifiable  wall  on  CT  scan 
is  indicative  of  the  pseudocystic  type.12  The  size 
of  these  lesions  has  become  an  important 
diagnostic  measurement  useful  in  defining  crite- 


ria for  surgery  or  further  work-up.  Copeland 
provides  an  algorithm  to  follow  for  evaluation  of 
adrenal  masses  discovered  incidentally.13  Cystic 
lesions  more  than  6 centimeters  should  be  aspi- 
rated and  if  the  fluid  contents  are  clear,  the  work- 
up can  be  halted  with  the  diagnosis  that  this  is  a 
benign  cyst.  However,  if  the  contents  are  bloody, 
then  further  evaluation,  including  biochemical 
assessment  and  surgery,  are  necessary.  Copeland 
uses  the  6 centimeter  value  as  a cut-off  based  on 
the  increased  rate  of  mortality  and  morbidity 
associated  with  adrenalectomy  with  lesions  less 
than  that  measurement.  Another  study  of  45 
adrenal  masses  found  that  imaging  studies  alone 
could  not  distinguish  benign  from  malignant 
disease  and  reaffirmed  the  need  for  further  evalu- 
ation of  adrenal  masses  larger  than  six  centime- 
ters.14 

Another  modality  used  in  the  assessment  of 
adrenal  masses  is  the  use  of  biochemical  assays. 
If  the  patient  presents  with  symptoms  of  Cushing's 
syndrome,  hyperaldosteronism,  pheochro- 
mocytoma, or  adrenal  insufficiency,  a biochemi- 
cal work-up  is  warranted.  It  has  been  reported 
that  79%  of  adrenal  carcinomas  are  functional.15 
One  can  question  what  is  the  appropriate  work- 
up of  an  adrenal  mass  in  an  asymptomatic  pa- 
tient. Kearney  et.  al.  recommend  that  all  patients 
with  adrenal  cysts  be  evaluated  with  a biochemi- 
cal profile.9  Khoda  et.  al.  believe  that  imaging 
studies  alone  are  sufficient  for  evaluation  of 
adrenal  cysts,  but  performed  urine  metanephrine 
and  catecholamine  studies  on  five  of  the  nine 
patients  in  their  study  based  on  cyst  size.10  We 
believe  that  if  in  doubt  a biochemical  .profile 
should  be  performed.  If  these  results  are  positive, 
proper  planning  can  prepare  the  surgeon  for  a 
pheochromocytoma  or  adrenal  malignancy  and 
minimize  intraoperative  complications  of  a 
pheochromocytoma.  The  next  step  in  the  evalu- 
ation is  biopsy  of  large  or  suspicious  adrenal 
masses. 

For  preoperative  diagnosis,  fine  needle  aspira- 
tion under  CT  or  ultrasound  guidance  is  recom- 
mended. One  study  of  56  lesions  showed  an 
accuracy  rate  of  85.7%  for  determining  malig- 
nancy with  all  of  the  confirmed  adrenal  cysts 
being  reported  as  benign  on  fine  needle  biopsy.16 
Fluid  analysis  of  cystic  contents  has  been  shown 
to  help  distinguish  adrenal  cysts  from  those  of 
renal  or  pancreatic  origin.17'18  The  fine  needle 
aspiration  can  be  used  as  a diagnostic  and 
therapeutic  tool.  Reduction  of  cyst  size  following 
aspiration  has  been  reported  on  several  occa- 
sions and  was  observed  in  our  case.  Milsten  et. 
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al.  reported  a case  where  a patient  had  complete 
relief  of  symptoms  following  fluid  aspiration  of  a 
nine  centimeter  cyst,  but  the  cyst  recurred  and 
had  to  be  excised.'9  In  another  case  reported  by 
Khoda  et  al.,  cyst  aspiration  was  the  only  safe 
option  for  a patient  who  was  a poor  surgical 
risk.'0  We  believe  that  fine  needle  aspiration  is  a 
valuable  tool  in  the  assessment  and  treatment  of 
large  or  symptomatic  adrenal  cysts. 

The  next  step  for  many  patients  with  large 
adrenal  cysts  is  surgery  for  relief  of  their  symp- 
toms or  to  rule  out  malignancy.  Surgery  allows 
complete  examination  of  abdominal  anatomy 
and  provides  adequate  tissue  for  an  accurate 
pathological  diagnosis.  As  in  our  case,  an  exten- 
sive work-up  was  performed,  yet  surgery  was 
necessary  to  establish  a diagnosis  and  to  provide 
treatment. 

CONCLUSION 

With  the  increasing  use  of  imaging  modalities, 
the  discovery  of  adrenal  cysts  will  become  more 
frequent.  Adrenal  cysts  less  than  6 centimeters 
that  are  discovered  incidentally  can  be  managed 
conservatively,  however,  cysts  that  are  larger  or 
are  symptomatic  need  further  evaluation. 

The  management  of  large  adrenal  cysts  can  be 
accomplished  safely  and  effectively  in  a step- 
wise approach.  First,  a thorough  history  and 
physical  examination  needs  to  be  performed 
with  focus  on  endocrine  dysfunction.  Routine 
laboratory  examination  should  be  completed. 
Imaging  studies  should  be  obtained.  CT  scan  is 
the  most  reliable  and  cost-conscious  method.  If 
the  diagnosis  is  uncertain  or  if  malignancy  is 
suspected,  biochemical  assays  are  warranted. 
Finally,  the  decision  to  perform  a CT-guided 
biopsy  and  drainage  must  be  individualized.  This 
tool  can  be  therapeutic  and  diagnostic,  espe- 
cially when  a patient  is  a poor  surgical  candidate, 
or  when  a preoperative  diagnosis  is  desired. 
Ultimately,  most  of  these  large  cysts  need  surgi- 
cal removal. 

Removal  of  the  cyst  is  curative  and  prognosis 
is  excellent.  A repeat  CT  scan  can  be  a useful  for 
postoperative  follow-up.  Those  patients,  who 
undergo  CT-guided  drainage,  will  require  closer 
observation  for  cyst  recurrence.  Lymph- 
angiomatous  cysts  are  benign  lesions  and  patients 
should  be  counseled  appropriately. 
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VASA  previa  is  a recognized 
complication  of  velamentous 
cord  insertion,  occurring 
with  a relative  frequency  of  0.02%  or  1 in 
2761-5000  pregnancies.1-2  In  this  condition, 
the  fetal  vessels  separate  prior  to  reaching 
the  placenta  and  are  afforded  only  an  amni- 
otic  fold  for  protection  as  they  cross  the 
placental  surface  unsupported.2  Such  ves- 
sels have  also  been  reported  with 
succenturiate  placental  lobes  and  bi-lobed 
placentas.3  Multiple  gestations  represent 
another  significant  risk  factor.1  With  coinci- 
dental implantation  of  the  placenta  in  the 
lower  uterine  segment,  these  vessels  are 
placed  in  the  vicinity  of  the  internal  uterine 
os  where  they  are  prone  to  rupture  and 
laceration  following  either  spontaneous  or 
artificial  rupture  of  the  membranes.1  In- 
creased risk  of  fetal  mortality  may  also  result 
from  cord  compression  and  resulting  fetal 
ischemia.4  Late  or  absent  diagnosis  of  the 
condition  can  allow  significant  fetal  blood 
loss  with  resultant  fetal  mortality  exceeding 
50%.1 

Improvements  in  ultrasonography  and 
color  Doppler  imaging  have  allowed  for  a 
new  standard  of  care.  Diagnosis  of  vasa 
previa  prior  to  the  onset  of  vaginal  bleeding 
and  fetal  distress  has  proven  successful  in 
several  reports.5'7  Current  ultrasound  tech- 
nology offers  increased  resolution  of  the 
lower  uterine  segment  through  the  use  of 
higher  frequency  sound  waves.3 

CASE  REPORT 

A 30-year-old  Hispanic  woman,  gravida  3, 
para  2-0-0-2,  at  32  2/7  weeks  gestational  age 
presented  to  Labor  and  Delivery  with  vagi- 
nal bleeding.  She  denied  any  loss  of  fluid. 
On  evaluation,  the  patient's  vital  signs  were 
stable  and  physical  examination  revealed 
mild  bright  red  vaginal  bleeding.  She  was 
also  noted  to  have  preterm  uterine  contrac- 
tions. External  monitoring  showed  the  fetal 
heart  rate  to  be  in  the  130-140  range  and 


reactive.  Placenta  previa  was  suspected, 
based  on  an  earlier  ultrasound. 

On  admission,  ultrasound  revealed  a low- 
lying  placenta,  and  color  Doppler  flow  evalu- 
ation revealed  a color  pulse  over  the  cervix, 
raising  suspicion  of  possible  vasa  previa. 
(Figure  1)  The  patient  was  admitted  and 
started  on  intravenous  magnesium  sulfate 
tocolysis.  This  was  continued  until  her  con- 
tractions and  all  vaginal  bleeding  had  ceased. 

Because  vasa  previa  has  an  almost  100% 
fetal  mortality  rate,  the  patient  was  main- 
tained in  Labor  and  Delivery  on  strict  bed 
rest  and  close  observation.  Serial  ultrasounds 
revealed  a persistently  low-lying  placenta 
and  oligohydramnios. 

Because  of  documented  oligohydramnios 
and  based  on  good  neonatal  survival  rate 
statistics  for  fetuses  at  a gestational  age  of 
34  weeks,  delivery  by  cesarean  section  was 
performed.  A normal-appearing,  2,840  gram 
male  infant  with  Apgar  scores  of  8 and  9 at 
1 and  5 minutes  respectively  was  delivered. 

An  ovoid,  bi-lobed  placenta  was  removed 
intact  from  the  uterus.  On  close  inspection, 
several  vessels  were  noted  to  be  coursing 
the  placental  surface  through  the  membra- 
nous regions  between  the  lobes.  A focal 
intramembranous  hemorrhage  was  recog- 
nized. (Figure  2)  The  placenta  was  sent  to 
Pathology  for  further  evaluation.  The  final 
report  was  read  to  be  consistent  with  vasa 
previa. 

The  patient  had  an  unremarkable  postop- 
erative course  without  complications.  Both 
the  patient  and  her  infant  were  discharged 
to  home  on  the  fourth  postoperative  day. 
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FIGURE  1:  Ultrasonogram  at  32  2/7  weeks  gestation.  Arrow  indicates 
area  of  flow  activity  overlying  cervical  os. 


FIGURE  2:  Postpartum  examination  of  placenta  with  large  vessel  coursing 
across  membranes  indicated  by  arrow. 


DISCUSSION 

New  onset  vaginal  bleeding  and  fetal  heart 
rate  (FHR)  changes  in  the  third  trimester 
have  traditionally  been  the  target  signs  to 
initiate  evaluation  for  vasa  previa.  Differen- 
tial diagnoses  to  consider  include  both  pla- 
centa previa  and  abruptio  placenta.  Estab- 


lishing the  blood  loss  to  be  of  fetal  origin  has 
been  used  to  confirm  the  diagnosis.1'2  The 
Apt8  or  Singer  test  and  the  Kleihauer-Betke 
tests9  are  useful  to  distinguish  between  fetal 
and  maternal  blood.  Hemoglobin  electro- 
phoresis (which  can  be  performed  on  a 
sample  of  clotted  blood  from  the  vagina)  has 


192  Nebraska  Medical  Journal  July  1996 


also  proven  highly  reliable.10  Although  accu- 
rate, crucial  time  may  be  lost  while  waiting 
for  final  test  results.  Often  intervention  is 
dictated  by  indications  of  fetal  distress  (fetal 
tachycardia  and  sinusoidal  FHR  tracings) 
before  blood  test  results  can  factor  into  the 
management  process.1  Indeed,  it  is  not  un- 
common for  the  diagnosis  to  be  confirmed 
postpartum,  following  an  emergency  cesar- 
ean section  for  fetal  distress.1 

Other  methods  of  antepartum  diagnosis 
have  also  proven  unsatisfactory.  Both  palpa- 
tion for  pulsatile  vessels  within  the  mem- 
branes during  vaginal  exam  and  direct  visu- 
alization by  amnioscope  may  be  revealing,2 
but  provide  increased  opportunity  for  vessel 
rupture  and  fetal  hemorrhage  during  addi- 
tional vaginal  manipulation.3 

Improvements  in  ultrasonography  and 
Doppler  imaging  have  allowed  for  earlier 
recognition  of  vasa  previa.  Beginning  with 
Cianopoulos  et  al5  in  1987,  several  reports 
have  demonstrated  the  success  of  using  these 
modalities  for  diagnosis  in  the  antepartum 
period  (prior  to  the  onset  of  fetal  distress).6-7 
Current  ultrasound  techniques  make  this 
possible  by  providing  increased  resolution 
of  the  lower  uterine  segment.3  This  enhanced 
scanning  ability  can  be  complemented  by 
color-coded  Doppler  flow  analysis  to  detect 
and  assess  aberrant  areas  of  blood  flow. 
Smaller  caliber  vessels  that  previously  went 
unrecognized  by  standard  techniques  can 
now  be  examined  in  detail.  In  this  manner, 
full  analysis  of  blood  flow  near  the  cervical 
os  can  now  be  attained.  Our  case  report 
demonstrates  successful  application  of  these 
studies  to  a high-risk  patient  with  new  onset, 
third  trimester  vaginal  bleeding.  Other  pa- 
tients who  stand  to  benefit  are  those  dem- 
onstrating low-lying  to  marginal  placenta 
previa,  velamentous  insertion,  succenturiate 
or  bi-lobed  placentas,  or  multiple  gestations. 
Harding7  indicates  that  such  patients  war- 
rant further  investigation  by  Doppler  to  iden- 
tify potential  vasa  previa  before  mother  and 
fetus  become  symptomatic. 

Conscientious  attention  to  risk  factors  and 
a high  index  of  clinical  suspicion  in  the 
presence  of  intrapartum  new-onset  vaginal 
bleeding  or  fetal  distress  are  the  keys  to  the 
successful  recognition  and  management  of 
vasa  previa;  however,  the  current  case  sup- 
ports previously  reported  cases  that  patients 
with  identifiable  risk  factors  such  as  a low- 
lying  placenta,  velamentous  insertion,  mul- 


tiple gestation,  and  those  with  bi-lobed  or 
accessory  lobes  to  the  placenta  should  have 
color  flow  Doppler  imaging  of  the  cervix 
before  they  become  symptomatic.  In  this 
way,  conservative  management  and  timed 
delivery  can  be  planned  prior  to  the  onset  of 
perinatal  morbidity  and  mortality  that  re- 
sults from  this  condition. 

SUMMARY 

Ultrasound  and  Doppler  imaging  have 
proven  to  be  valuable  antepartum  diagnos- 
tic tools  for  the  early  recognition  of  vasa 
previa.  Recent  reports  have  demonstrated 
that  successful  detection  and  timely  man- 
agement can  subsequently  reduce  the  risk 
of  a life-threatening  fetal  hemorrhage.  We 
present  the  fourth  reported  case  of  vasa 
pevia  detected  antenatally  by  ultrasound. 
While  conscientious  attention  to  the  risk 
factors  and  a high  index  of  clinical  suspicion 
remain  important  considerations,  we  believe 
that  ultrasound  and  color  Doppler  flow  analy- 
sis represent  a highly  sensitive  diagnostic 
tool  for  those  patients  at  risk.  In  the  past, 
antenatal  diagnosis  has  relied  on  insensitive 
and  inconclusive  means,  often  only  after 
signs  of  fetal  compromise  have  become 
apparent.  Sonography  has  been  demon- 
strated to  offer  reduced  fetal  mortality  and 
therefore  must  be  considered  the  new  stan- 
dard of  care  for  management  of  suspected 
vasa  previa. 
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The  Multiple  Endocrine  Neoplasia  (MEN) 
Type  1 syndrome  classically  consists  of  pri- 
mary hyperparathyroidism,  pituitary  and  en- 
docrine pancreas  lesions.17  Despite  the  close 
association  between  hyperparathyroidism  and 
MEN  1 syndrome  and  the  known  effects  of 
the  disease  on  bone,  to  our  knowledge  this  is 
the  first  report  of  the  syndrome  presenting 
with  clinically  evident  bone  disease. 

CASE  REPORT 

A 30  year-old  white  male  mechanic  pre- 
sented with  acute  onset  right  hip  pain  following 
a fall  landing  directly  on  his  right  hip.  His  past 
medical  history  was  significant  for  borderline 


FIGURE  1 

AP  radiograph  of  the  right  hip  demonstrating  an 
intertrochanteric  hip  fracture  and  osteopenia. 


hypertension  and  diabetes  for  which  he  was 
discharged  from  the  Navy.  He  was  taking  no 
medications.  His  family  history  was  significant 
for  "a  gland  problem"  in  his  father  (recently 
deceased  at  age  53  of  "throat  cancer")  and 
recurrent  gastric  ulcers  in  his  sister.  Physical 
examination  revealed  an  obese  man  with 
cushinoid  features,  a high-pitched  voice,  multiple 
scars  and  open  sores  on  his  abdomen,  and 
tenderness  about  the  right  hip.  Radiographs 
of  the  right  hip  revealed  an  intertrochanteric 
fracture  and  osteopenia  (Fig.  1). 

The  patient  underwent  closed  reduction 
and  internal  fixation  of  his  intertrochanteric 
hip  fracture  with  a compression  screw  and 
side  plate.  His  post-operative  course  was  com- 
plicated by  hypertension  and  hyperglycemia. 
Due  to  the  unusual,  low  energy  mechanism  of 
his  fracture,  his  family  history  of  endo- 
crinopathy,  and  the  radiographic  finding  of 
osteopenia,  a metabolic  workup  was  initiated 
(See  Table  1).  A CT  scan  of  the  abdomen 
revealed  a 3 cm  left  adrenal  mass  with  right 
adrenal  gland  enlargement.  Ultrasound  ex- 
amination of  the  thyroid  gland  and  thyroid 
Tc99m  scan  were  negative.  A CT  of  the  head 
was  normal  with  no  evidence  of  pituitary 
enlargement. 

His  work-up  began  at  an  outside  institution 
where  the  diagnosis  of  primary  hyperpar- 
athyroidism was  made  on  the  basis  of  his 
elevated  PTH  and  hypercalcemia.  He  then 
underwent  neck  exploration  and  total 
parathyroidectomy  with  autotransplantation 
to  the  left  forearm  and  thyroid  biopsy.  Pathol- 
ogy specimens  demonstrated  chief  cell 
hyperplasia  of  all  four  parathyroid  glands  and 
focal  fibrosis  of  the  thyroid  gland.  Following 
this,  a left  adrenalectomy  was  performed. 
Subsequent  work-up  for  the  MEN  1 Syndrome 
at  our  institution  (See  Table  2)  confirmed  the 
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TABLE  I 

Presenting  Laboratory  Values 


Test 

Result 

Normal  range 

Calcium 

12.5  mg/dl* 

8.5-10.1  mg/dl 

Phosphorus 

2.6  mg/dl 

2.4  - 4.7  mg/dl 

Glucose 

328  mg/dl* 

70-106  mg/dl 

Parathyroid  hormone 

317  pg/ml* 

10-55  pg/ml 

T4 

6.6  mcg/dl 

4.5  - 12.0  mcg/dl 

T3  RU 

1.1  units 

0.72  - 1.24  units 

TSH 

2.2  IU/ml 

0.3  - 5 IU/ml 

T7  Index 

6.1 

5-12 

Serum  cortisol 

18.9  ug/dl 

7-25  ug/dl 

Serum  cortisol 

15.8  ug/dl* 

< 5.0  ug/dl 

(8  hours  post  1 mg  dexamethasone) 
Urine  free  cortisol  (24  hr) 

201  mcg/24hrs* 

20  - 90  mcg/24hrs 

Urine  total  metanephrines 

686  ug/24hrs 

140-785  ug/24hrs 

Urine  VMA 

3.4  mg/24hrs 

0. 0-7.0  mg/24hrs 

Urine  Calcium 

2054  mg/24hrs* 

100-250  mg/24hrs 

Urine  Creatinine 

71.0  mg/dl 

Urine  volume 

2100  ml/24hrs 

^denotes  abnormal  lab  value. 


TABLE  II 

Laboratory  Values  Post-Parathyroidectomy  and  left  Adrenalectomy 


Test 

Result 

Normal  Range 

Calcium 

8.8  mg/dl 

8.5-10.1  mg/dl 

Phosphorus 

3.7  mg/dl 

2.4  - 4.7  mg/dl 

Serum  cortisol 

23.5  ug/dl 

7-25  ug/dl 

Serum  cortisol 

7.3  ug/dl* 

< 5.0  ug/dl 

(8  hours  post  1 mg  dexamethasone) 
Gastrin 

132  pg/ml* 

0-100  pg/dl 

Prolactin 

67  ng/ml* 

0.1-6  ng/ml 

Testosterone 

70  mg/dl* 

260-1250  ng/dl 

Aldosterone 

14.4  pcg/ml* 

30  - 100  pcg/ml 

*denotes  abnormal  lab  value. 

diagnosis.  He  has  subsequently  undergone 
trans-sphenoidal  resection  of  a 1 cm.  ACTH 
and  prolactin  secreting  pituitary  adenoma  and 
pancreatic  resection  of  9 lesions  containing 
gastrin  and  somatostatin.  Interestingly,  this 
pattern  of  pituitary  Cushing's  disease  and 
gastrinoma  represents  an  extremely  rare  pre- 
sentation of  the  MEN  1 syndrome.6 

DISCUSSION 

While  serving  as  a format  to  review  the 
MEN  1 syndrome  and  its  fascinating  features, 
this  patient's  problem  also  provides  a review 
of  metabolic  bone  disease  including 
hyperparathyroidism  and  Cushing's  syndrome, 
two  problems  not  uncommon  to  the  practic- 
ing orthopaedist.  A review  of  this  patient's 
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work-up  reinforces  the  need  for  a thorough 
History  and  Physical  Examination  of  any  pa- 
tient with  metabolic  bone  disease.  Particular 
attention  should  be  paid  to  their  nutritional, 
environmental,  genetic,  toxic,  and  phar- 
macologic history.18 

Initial  laboratory  tests  should  include  se- 
rum calcium,  phosphorus,  glucose  and  elec- 
trolytes. A serum  parathyroid  hormone  level  is 
most  valuable  in  the  face  of  an  elevated  cal- 
cium since  primary  hyperparathyroidism  ranks 
equally  with  malignancy  as  the  most  common 
causes  of  hypercalcemia  accounting  for  90 
percent  of  cases.2  Once  the  diagnosis  of 
hyperparathyroidism  is  made,  particular  at- 
tention should  be  paid  to  the  pathology  of  the 
glands.  The  finding  of  4 gland  hyperplasia  in 


this  patient  raised  the  likelihood  of  a familial 
process. 

Clinically,  the  hyperparathyroidism  of  MEN 
1 syndrome  behaves  much  like  the  sporadic 
form  of  the  disease.  It  does  not  differ  in  the 
incidence  of  renal  impairment,  urolithiasis, 
subperiosteal  bone  resorption,  bone  cysts, 
histologic  changes  or  mortality.9  The  parathy- 
roid involvement  of  the  MEN  1 syndrome 
presents  at  an  earlier  age,  involves  multiple 
gland  hyperplasia  and  recurs  more  often  than 
sporadic  primary  hyperparathyroidism.  Found 
in  roughly  90  percent  of  the  patients  with 
MEN  1 syndrome,  hyperparathyroidism  is  most 
commonly  the  first  endocrine  abnormality 
seen,  presenting  usually  before  age  30. 13 

Historically,  radiologic  evidence  of 
hyperparathyroid  bone  disease  including  spe- 
cific signs  such  as  subperiosteal  bone  resorp- 
tion, osteitis  fibrosis  cystica,  or  non-specific 
osteopenia  were  relatively  common.1  The 
incidence  of  fracture  at  presentation  in  pri- 
mary hyperparathyroidism  has  been  reported 
as  ten  percent  in  two  large  series415  and 
recently  has  been  reported  even  lower.12  This 
apparent  change  in  clinical  presentation  has 
been  attributed  to  the  availability  of  the  mul- 
tichannel serum  autoanalyzer  in  the  1970's. 
Most  cases  now  present  at  an  asymptomatic 
stage  characterized  only  by  mild 
hypercalcemia  discovered  on  routine  serum 
analysis.8  Considering  the  intimate  relation- 
ship between  MEN  1 Syndrome  and  primary 
hyperparathyroidism,  it  is  surprising  that  to 
our  knowledge  there  have  been  no  reports  of 
the  syndrome  presenting  with  fracture  or  clini- 
cally evident  bone  disease. 

It  is  well  established  that  the  bone  disease 
of  hyperparathyroidism  results  from  an  in- 
crease in  osteoclast  number  and  activity.  The 
mechanism  by  which  this  occurs  has  not  been 
established  as  osteoclasts  paradoxically  do 
not  have  PTH  receptors.  PTH  is  known  to 
stimulate  osteoblasts  which  secrete  factors 
that  stimulate  osteoclasts  to  resorb  bone.  PTH 
has  also  been  shown  to  stimulate  the  final 
steps  in  the  differentiation  of  progenitor  cells 
into  osteoclasts.1  Recently  histomorphometric 
studies  have  demonstrated  that  cortical  bone 
is  primarily  effected16  and  the  depth  of  osteo- 
clast-mediated bone  resorption  is  increased 
only  on  the  endocortical  surfaces  in  patients 
with  mild  hyperparathyroidism.14 

Of  particular  interest  in  our  patient  was  his 
concurrent  problem  of  hypercortisolism  from 
true  Cushing's  disease.  The  relationship  be- 


tween bone  loss  and  adrenal  hyperfunction 
was  first  recognized  in  1 932  by  Cushing,  who 
observed  that  osteoporosis  and  fracture  were 
common  features  in  patients  with  basophil 
adenomas  of  the  pituitary  body.3  Retrospec- 
tive studies  in  small  populations  of  patients 
with  Cushing's  disease  have  demonstrated 
roentgenographic  evidence  of  decreased  bone 
mass  in  40  to  60%  with  pathologic  fracturing 
in  16  to  67%  of  patients.5  The  distribution  of 
bone  disease  involves  predominantly  the  axial 
skeleton,  specifically  trabecular  bone,  and  is 
less  obvious  in  the  long  bones.  This  patient's 
concomitant  Cushing's  disease  further  com- 
promised his  skeleton  and  contributed  to  his 
presentation  with  fracture. 

The  mechanisms  by  which  cortisol  stimu- 
lates bone  resorption  are  not  known.  How- 
ever, is  well  recognized  that  glucocorticoids 
directly  inhibit  osteoblast  function.  Glucocor- 
ticoid receptors  have  been  identified  in  osteo- 
blasts and  in  vitro  studies  have  demonstrated 
inhibition  of  cell  growth,  multiplication  and 
differentiation,  citrate  decarboxylation,  alka- 
line phosphatase  activity  and  synthesis  of 
type  I collagen  and  RNA.  In  addition,  excess 
glucocorticoids  have  been  shown  to  inhibit 
intestinal  calcium  absorption,  increase  par- 
athyroid activity  and  increase  urinary  calcium 
excretion5  (Fig.  2),  but  these  factors  probably 
play  a minor  role. 


FIGURE  2 

Pathogenesis  of  glucocorticoid-induced  osteopenia. 


The  Multiple  Endocrine  Neoplasia  (MEN) 
Type  1 syndrome  (Table  III)  classically  consists 
of  primary  hyperparathyroidism,  endocrine 
pancreatic,  and  pituitary  tumors  with  an  auto- 
somal dominant  inheritance  pattern  as  de- 
scribed by  Wermer.17  The  disease  has  been 
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TABLE  III 

MEN  1 Syndrome 

Hyperparathyroidism  (90%)* 

hyperplasia  » singular  adenoma 

Pituitary  adenoma  (20  to  40%)* 
prolactin 
growth  hormone 

chromophobe  (non-functioning)  tumor 
ACTH 

Endocrine  pancreas  tumors  (60%)* 
gastrin 
insulin 
glucagon 

pancreatic  polypeptide 
vasoactive  intestinal  polypeptide 
somatostatin 
ACTH 

Associated  adenomas 
adrenal  cortex 
thyroid  gland 

carcinoid  tumors  (bronchi  and  duodenum) 
subcutaneous  lipomas 

visceral  lipomas 

*denotes  incidence 

recently  mapped  to  chromosome  1 1 q.10  A 
number  of  other  adenomatous  lesions  associ- 
ated with  the  syndrome  have  been  described 
involving  the  adrenal  glands,  thyroid  gland, 
carcinoid  tumors  of  the  bronchi  and  duode- 
num as  well  as  subcutaneous  and  visceral 
lipomas.7  Cushing's  disease  is  a rare  finding 
with  only  5%  of  pituitary  lesions  secreting 
ACTH.  Signs  and  symptoms  at  presentation  of 
the  syndrome  are  most  often  related  to 
hypercalcemia  and  hyperparathyroidism13 
contrary  to  the  mode  of  presentation  of  this 
patient.  This  case  brings  to  light  some  very 
important  features  of  the  MEN  1 syndrome 
especially  in  relation  to  metabolic  bone  dis- 
ease and  illustrates  the  effects  of  primary 
hyperparathyroidism  and  Cushing's  syndrome 
on  the  skeleton. 

The  authors  would  like  to  thank  Kanai 
Ishihara,  M.D.  and  Robert  Anderson,  M.D. 
(Department  of  Endocrinology,  Omaha  VA 
Medical  Center)  for  their  work-up  and  care  of 
this  patient  and  review  of  this  manuscript. 

BIBLIOGRAPHY 

1 .  Albright,  F.,  and  Reifenstein,  E.C:  The  Parathy- 
roid Glands  and  Metabolic  Bone  Disease.  Williams  & 
Wilkins,  Baltimore,  1948. 


2.  Bilexikian,  J.P.:  Primary  Hyperparathyroidism.  In: 
Primer  on  the  Metabolic  Bone  Diseases  and  Disorders 
of  Mineral  Metabolism,  1st  Edition,  M.J.  Favus  (ed); 
American  Society  for  Bone  and  Mineral  Research, 
Kelseyville,  California,  pp.  109-111,  1990. 

3.  Cushing,  H.:  The  basophil  adenomas  of  the 
pituitary  body  and  their  clinical  manifestations  (pitu- 
itary basophilism).  Bull  Johns  Hopkins  Hosp., 
50:137,1932. 

4.  Hellstrom,  J.,  and  Ivemark,  B.I.:  Primary 
hyperparathyroidism-clinical  and  structural  findings  in 
138  cases.  Acta  Chir  Scand  (Suppl).,  294:7,  1962. 

5.  Hodgson,  S.F.:  Cortocosteroid-induced 

osteoporosis.  Endocrin  and  Metab  Clin.,  19(1  ):95-1 1 1, 
1990. 

6.  Ishihara,  K.,  Rodgers,  J.A.  and  Anderson,  R.J.: 
Pituitary  Cushing's  and  Gastrinoma:  A rare  presentation 
of  multiple  endocrine  neoplasia  type  1 (MEN  1).  Poster 
presentation:  American  Association  of  Clinical  Endocri- 
nologists Fourth  Annual  Meeting  and  Clinical  Con- 
gress, Chicago,  IL.  4/5/95. 

7.  Khosla,  S.,  and  Hunter,  H.:  Familial  Hyper-par- 
athyroid Syndromes.  In:  Primer  on  the  Metabolic  Bone 
Diseases  and  Disorders  of  Mineral  Metabolism,  1st 
Edition,  M.J.  Favus  (ed);  American  Society  for  Bone  and 
Mineral  Research,  Kelseyville,  California,  pp.  111-113, 
1990. 

8.  Lafferty,  F.W.:  Primary  hyperparathyroidism: 
Changing  clinical  spectrum,  prevalence  of  hyperten- 
sion, and  discriminant  analysis  of  laboratory  tests.  Arch 
Intern  Med.,  141:1761-1766,  1981. 

9.  Lamers,  C.,  and  Froeling,  P.:  Clinical  significance 
of  hyperparathyroidism  in  familial  multiple  endocrine 
adenomatosis  type  I (MEA  I).  Amer  J Med.,  66:422-424, 
1979. 

10.  Larsson,  C.;  Skosgeid,  B.:  Oberg,  K.,  et  al.:  Mul- 
tiple endocrine  neoplasia  type  I gene  maps  to  chromo- 
some 1 1 and  is  lost  in  insulinoma.  Nature.,  332:85,1 988. 

11.  Mundy,  G.R.:  Bone  Resorbing  Cells.:  In:  Primer 
on  the  Metabolic  Bone  Diseases  and  Disorders  of 
Mineral  Metabolism,  1st  Edition,  M.J.  Favus  (ed);  Ameri- 
can Society  for  Bone  and  Mineral  Research,  Kelseyville, 
California,  pp.  18-22.,  1990. 

12.  Mundy,  G.R.;  Cove,  D.H.;  and  Fisken,  R.:  Pri- 
mary hyperparathyroidism:  changes  in  the  pattern  of 
clinical  presentation.  Lancet.,  1:1317-1320,  1980. 

13.  Oberg,  K.;  Skogseid,  B.;  and  Eriksson  B.:  Multiple 
Endocrine  Neoplasia  Type  1:  Clinical,  biochemical  and 
genetical  investigations.  Acta  Oncologica.,  18:383-387, 
1989. 

1 4.  Parisien,  M.;  Silverberg.  S.J.;  Shane,  E.;  Dempster, 
D.W.;  and  Bilezikian,  J.P.:  Bone  disease  in  primary 
hyperparathyroidism.  Endocrin  and  Metab  Clin., 
1 9(1  ):1 9-32,  1990. 

15.  Pyrah,  L.N;  Hodgkinson,  A.;  and  Anderson,  C.K.: 
Primary  hyperparathyroidism.  Br  J Surg.,  53:245,  1966. 

16.  Silverberg,  S.J.;  Shane,  E.;  De  La  Cruz,  L.O,  et  al.: 
Skeletal  disease  in  primary  hyperparathyroidism.  J Bone 
Min  Res.,  4(3):283-291 , 1989. 

1 7.  Wermer,  P.  Genetic  Aspects  of  adenomatosis  of 
endocrine  glands.:  Am  J Med.,  16:363,  1954. 

18.  Whyte,  M.P.:  History  and  Physical  Examination. 
In:  Primer  on  the  Metabolic  Bone  Diseases  and  Disor- 
ders of  Mineral  Metabolism,  1st  Edition,  M.J.  Favus  (ed); 
American  Society  for  Bone  and  Mineral  Research, 
Kelseyville,  California,  pp.  59-60,  1990. 


July  1996 


Nebraska  Medical  Journal  197 


Comments  by  Daniel  B.  Einspahr,  M.D. 

This  case  report  by  Drs.  Rodgers  and  Garvin 
wonderfully  illustrates  an  uncommon  (and  cer- 
tainly less  often  diagnosed)  and  poorly  under- 
stood disease  process.  The  authors  have  con- 
cisely delineated  the  clinical  features  and  dis- 
ease manifestations  of  Multiple  Endocrine 
Neoplasia  Type  1.  They  are  also  effective  in 
showcasing  the  diversity  of  the  syndrome  by 
reinforcing  the  most  common  manifestation 
(hyperparathyroidism)  in  conjunction  with  the 
unusual  findings  of  gastrinoma  and  ACTH  se- 
creting pituitary  adenoma. 

In  reviewing  this  article,  I am  struck  by  several 
teaching  points.  1 ) Uncommon  disease  processes 
generally  present  with  common  symptoms/find- 
ings. This  patient  is  noted  to  have  diabetes  and 
hypertension  in  addition  to  the  hypercalcemia. 
When  confronted  with  findings  or  established 
disease  processes,  the  clinician  is  challenged  to 
at  least  consider  a secondary  cause  for  the 
finding.  For  example,  when  presented  with  a 
new  diagnosis  of  diabetes,  one  should  at  least 
consider  the  diagnosis  of  hemochromatosis, 
acromegaly,  pheochromocytoma,  Cushings  as 
well  as  drug  induced  illness.I 2  2 ) Unusual  findings 
mandate  an  aggressive  approach  to  establish  a 
firm  explanation  for  the  findings.  The  authors 
correctly  recommended  pursuing  an  explana- 
tion for  osteopenia  developing  in  this  30  year 
old  male.  3 ) Incomplete  penetrance  and  variable 
expressivity  of  autosomally  dominant  disorders. 
This  patients  father  and  sister  are  most  certainly 
affected  by  the  same  disorder  albeit  with  differ- 
ent manifestations.  This  would  imply  that  the 
similarly  affected  family  members  had  milder 
disease  and  thus  the  disease  was  never  diag- 
nosed. In  this  particular  case  all  family  members 
should  be  "screened"  with  serum  calcium,  blood 
sugar,  and  prolactin  in  addition  to  a careful 
history  and  physical.3  Chromosomal  studies  may 
also  play  a more  important  role  in  the  future.4 
How  often  do  we  as  physicians  neglect  to  con- 
sider the  need  to  fully  evaluate  close  family 
members  in  situations  where  heredity  plays  a 
role? 

I would  be  interested  in  additional  informa- 

tion in  this  particular  patients  history.  Obviously 
this  patient's  bone  disease  was  more  severe  due 
to  the  coexistence  of  hyper-parathyroidism  and 

Cushings.  I would  be  interested  in  knowing  if  he 
was  a smoker  or  heavy  user  of  caffeine  or  alco- 

hol, factors  which  may  have  contributed  to  his 
osteopenia.  We  are  also  not  told  if  he  is  a 
"compliant"  individual  or  one  not  prone  to  seek 


medical  attention  (open  sores  on  the  abdomen) 
and  was  this  a factor  responsible  for  his  late 
presentation.  I suspect  that  his  diabetes  and 
hypertension,  causes  for  his  dismissal  from  the 
Navy,  were  early  signs  of  his  endocrine  neoplasia. 
Would  an  astute  physician  have  been  able  to 
make  the  diagnosis  at  that  time? 

The  authors  suggest  that  hyperparathyroidism 
presents  with  fracture  10%  of  the  time.  Based 
only  on  my  own  experience  I suspect  that  this 
figure  is  a bit  high.  Widely  available  multichan- 
nel chemistries  and  the  media  attention  to 
osteoporosis  have  certainly  assisted  in  detecting 
both  hyperparathyroidism  and  bone  disease  at 
an  earlier  stage.  If  the  figure  is  accurate,  the 
implication  is  that  MEN  is  significantly 
underdiagnosed.  Unless  hyperparathyroidism  in 
MEN  is  milder  than  idiopathic  primary 
hyperparathyroidism  (there  is  no  evidence  to 
support  this)  1 0%  of  these  patients  should  also 
present  with  bone  fracture.  Either  we  are  not 
reporting  these  patients  or  we  are  not  identify- 
ing them  as  affected  individuals.  Equally  pos- 
sible is  that  many  MEN  patients  are  in  known 
affected  kindreds,  therefore  are  being  diagnosed 
earlier,  before  they  are  symptomatic,  and  before 
substantial  metabolic  bone  disease  develops. 

Based  on  age-adjusted  incidence  rates  of 
between  25  to  50  per  100,000  and  prevalence 
of  0.1  and  0.5  percent,  roughly  1800  to  5000 
Nebraskans  are  affected  by  primary  hyperpar- 
athyroidism. No  strong  data  exists  on  the  per- 
centage of  primary  hyperparathyroidism  which 
is  represented  by  the  MEN  syndrome.  It  is  safe  to 
say  that  a physician  practicing  in  Nebraska  may 
never  see  a case  of  multiple  endocrine  neoplasia 
but  we  should  hope  it  isn't  because  it  was  never 
looked  for. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  First  Bank  Building 
Lincoln,  NE  68508 


1.  Please  briefly  explain  estate  and  inherit- 
ance tax  laws.  Can  estate  planning  now 
help  my  family  in  the  future? 

The  federal  estate  tax  is  a burden  on  all 
property  owned  at  death;  certain  property 
that  was  previously  transferred;  and  pro- 
ceeds of  life  insurance  policies  owned  at 
death. 

The  Nebraska  estate  tax  is  based  on  a 
credit  for  state  death  taxes  available  on  the 
federal  estate  tax  return.  The  net  effect  is  the 
lowering  of  federal  taxes  generally  equal  to 
or  at  times  less  than  the  Nebraska  inherit- 
ance and  estate  taxes.  Property  located  in 
states  other  than  Nebraska  is  subject  to  that 
state's  particular  estate  or  inheritance  taxes 
or  both,  which  in  some  cases  may  exceed 
the  federal  credit  for  state  death  taxes. 

Federal  estate  tax  law  currently  gives 
each  individual  a credit  which  will  shelter 
$600,000  of  estate  assets  (less  any  previous 
gifts  not  qualifying  for  available  lifetime  ex- 
clusions or  deductions).  An  unlimited  mari- 
tal deduction  is  available  for  qualifying  as- 
sets that  are  properly  transferred  to  a surviv- 
ing spouse.  When  a surviving  spouse  dies, 
his  or  her  assets  in  excess  of  $600,000  will 
generate  estate  taxation  at  rates  ranging 
from  37%  to  55%  (and  for  very  large  estates 
at  60%). 

In  addition  to  federal  and  Nebraska  es- 
tate taxes,  Nebraska  inheritance  tax  is  im- 
posed on  Nebraska  real  property  and  the 
personal  property  of  Nebraska  residents. 
These  rates  are  usually  nominal  in  compari- 


son to  the  federal  estate  tax  rate.  For  ex- 
ample, Nebraska  inheritance  tax  rates  range 
from  only  1%  for  transfers  to  immediate 
family  to  1 8%  for  transfers  to  unrelated  ben- 
eficiaries. Property  passing  to  a surviving 
spouse  is  exempt  from  inheritance  taxation. 

Without  proper  planning  the  complex 
laws  governing  wills,  trusts  and  estates  are 
almost  invariably  geared  to  benefit  the  gov- 
ernment. In  contrast,  clients  who  understand 
the  guiding  principles  of  multigenerational, 
charitable  and  retirement  planning  gain  give 
their  families  a wonderful  gift  — a combina- 
tion of  wealth  preservation  and  a thoughtful 
plan  to  use  the  tax  savings  in  a way  benefi- 
cial to  the  client's  family  and  society  for 
generations. 


To  inquire  about  other  estate  planning  issues  contact 
your  estate  planning  advisor  or  to  receive  our  plan- 
ning manual  entitled  "Multigenerational,  Charitable 
and  Retirement  Planning  (Using  Wealth  to  Make  a 
Difference)",  please  call  our  estate  planning  hotline  1- 
800-822-21  17  or  write  to  Cline,  Williams,  Wright, 
Johnson  & Oldfather,  Attention  Daniel  R.  Stogsdill, 
1900  First  Bank  Building,  Lincoln,  Nebraska  68508. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  Daniel  R.  Stogsdill  of  the  Cline 
Williams  Law  Firm.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  26-28, 1 996 — Fall  Session,  Cornhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  1 8-20, 1 997 — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 

CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

JULY  24  - 25,  1 996 — Fifth  Annual  Conference:  The 
Managed  Care  Revolution:  Payor  Source  Re- 
form in  the  Post  Acute  Continuum  of  Care, 
Marriott  Hotel,  Omaha,  NE. 

AUGUST  24,  1996  — Team  Approach  to  Outpa- 
tient Management  of  Congestive  Heart  Failure, 
Creighton  Cardiac  Center,  Omaha,  NE 

SEPTEMBER  1 9-22, 1 996 — Eleventh  Annual:  Ameri- 
can Association  of  Cardiovascular  & Pulmonary 
Rehabilitation  Meeting,  Baltimore,  MD. 

SEPTEMBER  27-28  — Pulmonary  Program,  (TBA), 
Harvey's  Hotel  & Casino,  Council  Bluffs,  IA 

OCTOBER  2,  1996  • Ninth  Annual  Thomas  Timo- 
thy Smith,  MD  Lecture,  Boys  Town  National 
Institute  Auditorium,  Omaha,  NE 

OCTOBER  4-5,  1996  — Eleventh  Annual  : A Day 
With  the  Perinatologist,  Marriott  Hotel,  Omaha, 
NE. 

NOVEMBER  21-22,  1996  — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Conference  Center,  University  of  Ne- 
braska at  Omaha,  Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 

MAYO  FOUNDATION 

AUGUST  8-10,  1996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clinical 
Applications  of  Capillary  Electrophoresis.  Pro- 
gram Site:  Leighton  Auditorium,  Siebens  Build- 
ing, Mayo  Clinic,  Rochester,  Minnesota. 

AUGUST  18-20,  1996  — Success  With  Failure: 
New  Strategies  for  the  Evaluation  and  Treatment 
of  Congestive  Heart  Failure,  Vail  Cascade  Hotel, 
Vail,  Colorado. 


SEPTEMBER  29  - OCTOBER  4,  1 996  — Advances  in 
Diagnostic  Radiology  and  Advanced  Radiology 
Life  Support,  The  Broadmoor  Resort,  Colorado 
Springs,  Colorado. 

Contact:  Registrars,  Mayo  Foundation,  Section  of 
Continuing  Medical  Education,  200  First  St.  S.W., 
Rochester,  MN  55905,  Phone:  1-800-323-2688,  FAX: 
507-284-0532. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

OCTOBER  1 4-1  6,  1 996 — 1 996  International  Meet- 
ing on  ANCA  and  ANCA-Related  Diseases,  The 
7th  International  ANCA  Workshop.  Program  Site: 
Phillips  Hall,  Siebens  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDA  Y-FRIDAY,  JULY  26-AUGUST  2, 1 996—  1 8th 
Annual  Aspen  Conference  on  Pediatric  Disease, 
"Pediatric  Liver  Disease  and  Liver  Transplanta- 
tion", The  Gant,  Aspen,  Colorado.  Target  Audi- 
ence: Pediatric  Gastroenterologists,  Fee:$550 
before  7/1/96,  $625  after  7/1/96. 

FRIDAY,  AUGUST  23, 1 996—  Rural  Health  Oppor- 
tunities Fair,  University  of  Nebraska  Medical 
Center,  Outpaitient  Care  Center.  Targe  Audi- 
ence: Communities  Recruiting  Physicians,  Fee: 
$300  per  booth. 

MONDAY-SATURDAY,  SEPT.  23-28,  1996—  Emer- 
gency Medicine  1996:  Skills  and  Knowledge  for 
the  Practicing  Physician,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Emergency  Physicians/others  provid- 
ing care  in  the  ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1996  — 
9th  Annual  Internal  Medicine  Update,  University 
of  Nebraska  at  Lincoln  Student  Union,  Lincoln, 
Nebraska  (In  conjunction  with  Nebraska  football 
game).  Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

FRIDAY,  OCTOBER  11,1 996—  4th  Annual  College 
of  Medicine  Alumni  Day,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target  Au- 
dience: Alumni  - College  of  Medicine.  Fee:  No 
Charge. 

THURSDAY  EVENING,  OCTOBER  24,  1 996  — Fall 
Gastroenterology  Program,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $25. 

THURSDAY-SUNDAY,  DECEMBER  12-14,  1996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 

SUNDAY-FRIDAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after  2/ 
10/97. 

1 1 DAYS,  MARCH  1 0-2 1 , 1 9967  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 


Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  Scientists.  Fee:  TBA. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42  nd 
Street,  Box  985651,  Omaha,  NE  68198-5651.  Call  (402)  559-41 52 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONTEDUC  @ UNMC.EDU. 
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'*  x'/a  telling  You  for  the  last  time  mrs.  AverY--  x 
logger  Your  -doctor  ...  You're  no  longer  My  patient. 
Your  blood  PRESSURE  No  LONGER  MATTERS.  <■ 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
APRIL  19-21,  1996 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

David  L.  Bacon,  M.D.,  Kearney  ■ Chairman;  Christopher  C.  Caudill, 
M.D,  Lincoln;  lames  A.  Fosnaugh,  M.D.,  Lincoln;  Frederick  F.  Paustian, 
M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  William  R.  Palmer,  M.D., 
Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus;  Krynn  K.  Buckley,  M.D., 
Lincoln;  David  R.  Little,  M.D.,  Hastings;  Patrick  E.  Brookhouser,  M.D., 
Omaha;  Gordon  D.  Bainbridge,  M.D.,  Grand  Island;  Timothy  A.  Burd, 
Omaha 

The  following  report  is  submitted  to  the  House  of 
Delegates  by  the  Board  of  Directors  and  its  Executive 
Committee  for  approval. 

1.  RESOLUTION  #1  (F95)  CONTINUED 

OPPOSITION  TO  LB  414 

This  resolution  called  on  the  Association  to  con- 
tinue to  oppose  LB  41  4 which  dealt  with  the  indepen- 
dent practice  of  medicine  by  nurse  practitioners. 
Information  on  this  legislation  is  carried  in  the  report 
of  the  Commission  on  Legislation  and  Governmental 
Affairs. 

2.  RESOLUTION  #2  (F95)  FAILURE  TO  DISCLOSE 

This  resolution  called  on  Association  members  to 

closely  examine  any  contract  for  features  which  would 
interfere  with  or  limit  the  private  discussions  and 
conversations  between  a physician  and  his/her  adult 
patients  with  respect  to  any  aspect  of  their  medical 
condition  and  medical  care.  Information  on  this  reso- 
lution was  carried  in  the  NMA  Newsletter. 

3.  RESOLUTION  #3  (F95)  VIOLENCE  AGAINST 

MEDICAL  PRACTITIONERS  AND  HEALTH  CARE 

PRACTITIONERS  AND  THEIR  FAMILIES 

This  resolution  called  on  the  Association  to  ex- 
plore the  development  of  state  legislation  to  criminalize 
violence  and  threats  of  intimidation  directed  at  all 
health  care  workers  and  their  families.  The  Board 
considered  this  matter  and  obtained  information  from 
legal  counsel  which  indicated  that  existing  Nebraska 
statutes  already  provide  this  type  of  protection.  This 
being  the  case,  the  Board  took  no  further  action  on 
the  resolution. 

4.  RESOLUTION  #4  (F95)  EARLY  DISCHARGE  OF 

NEWBORN  INFANTS 

This  resolution  directed  that  the  Association  stress 
the  importance  of  the  physician  making  the  decision 
for  discharge  of  newly  delivered  mothers  and  infants 
and  consider  legislation  in  this  regard.  Two  legislative 
bills  on  this  subject  were  introduced  in  the  1996 
session  of  the  Nebraska  Legislature  and  the  Associa- 
tion testified  in  support  of  the  proposal  that  physi- 
cians make  the  decision  for  each  mother/infant  dyad 
relative  to  discharge  from  the  hospital. 


5.  RESOLUTION  #5  (F95)  MEDICAID 
MANAGED  CARE 

This  resolution  established  the  position  that  the 
Association  and  its  component  societies  be  accu- 
rately represented  in  any  study  of  the  Nebraska  Med- 
icaid Managed  Care  Program  and  that  the  Associa- 
tion recommend  a nominee  to  serve  on  the  Medicaid 
Managed  Care  General  Quality  Advisory  Committee. 
The  Association  nominated  Dr.  Chris  C.  Caudill  to 
serve  on  the  committee. 

6.  RESOLUTION  #6  (F95)  INSURANCE 
DISCRIMINATION  AGAINST  DOMESTIC 
VIOLENCE  VICTIMS 

This  resolution  noted  that  a recent  Congressional 
survey  indicated  that  one-half  of  the  large  insurance 
companies  in  the  United  States  have  denied  or  can- 
celed coverage  to  battered  women,  and  it  called  on 
the  Association  to  monitor  Senate  Bill  524  and  Senate 
Bill  1028  currently  being  considered  in  the  Congress. 
The  resolution  called  on  the  Association  to  sponsor 
legislation  at  the  state  level  if  legislation  was  not 
adopted  at  the  national  level.  The  Board  continues  to 
communicate  with  the  AMA  regarding  action  on 
these  bills  at  the  national  level  and  it  appears  that 
Congressional  consideration  of  this  legislation  will 
take  place  in  the  near  future.  The  Board  will  continue 
to  monitor  this  situation. 

7.  RESOLUTION  #8  (F95)  COMMUNICATION 
EFFECTIVENESS 

This  resolution  called  on  the  Association  to  form  a 
Communications  Effectiveness  Task  Force,  utilizing 
Association  members  who  have  experience  in  com- 
munications and  computers.  An  NMA  Electronic  Data 
Working  Group  was  appointed  and  its  activities  are 
currently  underway.  The  group  has  been  meeting  and 
it  is  anticipated  that  a report  of  its  activities  will  be 
forthcoming. 

8.  RESOLUTION  #9  (F95)  PARTICIPATION  TASK  FORCE 
This  resolution  called  on  the  Association  to  form  a 

Participation  Task  Force  to  review  avenues  of  partici- 
pation in  the  Association.  The  resolution  was  referred 
to  the  NMA  Commission  on  Association  Affairs  for  its 
review  and  consideration. 

9.  RESOLUTION  #10  (F95)  EDUCATIONAL  PROGRAMS 
RESOLUTION  #13  (F95)  CONOMIKES  PROGRAM 
These  resolutions  were  referred  to  the  Scientific 

Sessions  Committee.  The  first  resolution  called  on  the 
Association  to  work  with  the  Metro  Omaha  Medical 
Society  and  the  Lancaster  County  Medical  Society  to 
provide  educational  seminars  for  physicians  in  the 
entire  state.  The  second  resolution  proposed  that  the 
Association  work  with  the  Metro  Omaha  Medical 
Society  and  the  Lancaster  County  Medical  Society  to 
provide  the  Conomikes  program  for  physicians  in  the 
entire  state.  As  of  the  preparation  of  this  report,  the 
Board  is  awaiting  a report  back  from  the  Scientific 
Sessions  Committee. 

10.  RESOLUTION  #12  (F95)  MEDICAL  BUSINESS/ 
PRACTICE  MANAGEMENT  SERVICES 

This  resolution  called  on  the  Association  to  inves- 
tigate the  feasibility  of  establishing  an  office  of  medi- 
cal business/practice  management  service  and  to 
report  to  the  next  session  of  the  House  of  Delegates. 
The  Board  has  considered  this  matter  in  great  detail 
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and  plans  to  present  its  decisions  to  the  House  of 
Delegates  at  the  time  of  the  Annual  Session.  In  reach- 
ing its  decision,  the  Board  received  input  on  this 
service  from  an  individual  who  functions  in  this  arena 
in  Iowa.  Staffing  changes  in  the  Association  office 
have  also  had  an  important  impact  on  the  delibera- 
tions of  the  Board  regarding  the  subject  of  managed 
care/practice  management. 

1 1.  RESOLUTION  #14  (F95)  ELECTRONIC 

DISSEMINATION  OF  INFORMATION  BY  AMA 
This  resolution  called  on  the  NMA  to  encourage 
the  American  Medical  Association  to  define  specific 
information  needs  of  physicians  and  devise  an  elec- 
tronic means  of  rapidly  disseminating  that  informa- 
tion. The  NMA  delegation  to  the  AMA  submitted  this 
resolution  to  the  AMA  House  of  Delegates  for  consid- 
eration. The  AMA  House  amended  and  adopted  the 
resolution  which  directed  that  the  AMA  continue  to 
expand  its  efforts  to  define  and  address  the  specific 
information  needs  of  physicians  and,  in  coordination 
with  state  and  specialty  society  and  component  soci- 
ety efforts,  devise  an  electronic  means  of  rapidly 
disseminating  that  information  in  a user-friendly  for- 
mat. 

12.  RESOLUTION  #15  (F95)  NMA  DELEGATION  TO 
AMA  MEETINGS 

This  resolution  directed  that  the  seventh  position 
in  the  NMA  delegation  to  the  Annual  and  Interim 
AMA  meetings  be  filled  on  a rotating  basis  with  the 
Secretary-Treasurer,  Speaker,  and  Vice-Speaker  of  the 
NMA  House  of  Delegates.  This  resolution  has  been 
implemented  and  necessary  bylaw  revisions  will  be 
submitted  by  the  Commission  on  Association  Affairs 
to  this  session  of  the  House. 

13.  RESOLUTION  #16  (F95)  AMA  DELEGATES 
ATTENDANCE  AT  NMA  BOARD  MEETINGS 
This  resolution  directed  that  the  NMA's  Senior 

AMA  Delegate  or  designee  be  invited  to  attend  the 
NMA  regular  Board  meetings  as  a non-voting  mem- 
ber, in  lieu  of  the  second  Past  President.  This  resolu- 
tion has  been  implemented  and  Dr.  Blaine  Y.  Roffman 
now  meets  with  the  Board  of  Directors.  Necessary 
bylaw  revisions  will  be  submitted  to  the  House  by  the 
Commission  on  Association  Affairs  at  this  session. 

14.  RESOLUTION  #17  (F95)  SCRUTINY  OF  NMA 
BUDGET  PROCESS 

This  resolution  called  on  the  NMA  Board  of  Direc- 
tors to  look  for  greater  efficiencies  within  the  budget 
when  utilizing  its  financial  resources  and  called  on 
the  House  of  Delegates  to  look  favorably  upon  ac- 
tions of  the  Board  of  Directors  when  these  decisions 
need  to  be  made.  The  Board  has  continued  to  func- 
tion in  a conscientious  fashion  when  considering 
Association  expenditures.  As  an  example,  Item  21  of 
this  report  presents  a cost  saving  action  recently 
taken  by  the  Board. 

15.  RESOLUTION  #18  (F95)  MODEL  FOR  MEDICAID 
MANAGED  CARE  IN  RURAL  NEBRASKA 

This  resolution  called  on  the  Association  to  sup- 
port the  "Reach  Out:  Physicians  Initiative  to  Improve 
Care  to  Underserved  Americans  Program"  and  to 
communicate  this  support  to  government  agencies. 
The  Association’s  support  of  the  program  has  been 
expressed  to  representatives  of  the  Nebraska  Depart- 


ment of  Social  Services  with  whom  the  Executive 
Committee  of  the  Board  has  met  on  several  occasions 
for  purposes  of  discussing  Nebraska's  Medicaid  Man- 
aged Care  Program. 

16.  RESOLUTION  #19  (F95)  INSURANCE  CARRIER 
DECISIONS  ON  LAB  TESTING 

This  resolution  called  on  the  Association's  Ad-Hoc 
Committee  on  Health  Care  Insurance  and  Medical 
Delivery  Systems  to  study  the  issue  of  selective  pay- 
ment denial  for  specific  laboratory  studies.  The  Ad- 
Hoc  Committee  has  continued  to  consider  this  matter 
and  has  solicited  input  on  various  payment  denial 
instances  from  Association  members  in  issues  of  the 
NMA  Newsletter. 

17.  RESOLUTION  #20  (F95)  FEDERAL  BLOCK 
GRANTS  - STATE  DISTRIBUTION 

This  resolution  called  on  the  Association  to  com- 
municate to  the  Executive  and  Legislative  branches  of 
state  government  the  importance  of  maintaining  health 
service  delivery  as  opposed  to  expanding  the  bureau- 
cratic structure,  the  Association  monitor  legislative 
initiatives  and  pursue  action  through  the  negotiated 
rulemaking  laws  currently  in  place.  The  Board  has 
continued  to  study  this  matter  and  has  monitored  the 
federal  budget  process,  contacting  Nebraska's  Con- 
gressional delegation  in  this  regard. 

18.  AMA  STRUCTURE  AS  THIRD  PARTY  ADMINIS- 
TRATOR FOR  PHYSICIAN  ORGANIZATIONS 
The  NMA  submitted  a resolution  to  the  December 

meeting  of  the  AMA  House  of  Delegates  which  called 
on  the  AMA  to  explore  the  development  of  a national 
physician-owned  organization  which  could  serve  as  a 
third  party  administrator  for  physician  organizations. 
The  House  of  Delegates  referred  this  resolution  to  the 
Board  of  Trustees  requesting  a report  back  to  the  June 
1996  meeting  of  the  AMA  House  of  Delegates  or  to 
the  December  1996  House  session. 

19.75%  ADDITIONAL  DELEGATE 

The  NMA  submitted  a resolution  to  the  December 
1995  meeting  of  the  AMA  House  of  Delegates  which 
asked  that  the  AMA  update  a section  of  its  bylaws  to 
change  the  percentage  requirement  for  an  additional 
delegate  by  reducing  the  75%  requirement  of  state 
members  belonging  to  the  AMA  to  66  2/3%.  The 
AMA  House  of  Delegates  did  not  adopt  this  resolu- 
tion and  the  requirement  remains  at  75%. 

20.  LEGISLATIVE  WORKING  GROUPS 

The  Association  appointed  several  working  groups 
which  were  each  assigned  a specific  legislative  sub- 
ject area  for  purposes  of  study,  and  providing  specific 
recommendations  to  the  Commission  on  Legislation 
and  Governmental  Affairs.  This  is  a new  activity  area 
for  the  Association  and  it  proved  to  be  most  worth- 
while as  the  Association  prepared  to  consider  various 
legislative  issues  in  the  1996  Nebraska  Legislature. 
The  efforts  and  accomplishments  of  the  working  groups 
will  be  portrayed  in  the  report  of  the  Commission  on 
Legislation  and  Governmental  Affairs  to  be  consid- 
ered at  this  Annual  Session. 

21.  FINANCES 

The  Board  spent  a considerable  amount  of  its 
meeting  time  considering  the  annual  budget  for  the 
Association,  focusing  its  efforts  on  maintaining  a 
frugal  expenditure  of  Association  funds.  In  this  re- 
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gard,  the  Board  recently  completed  an  in-depth  re- 
view of  the  Association's  travel  expense  reimburse- 
ment policy  and  implemented  changes  which  will 
result  in  a savings  of  approximately  $4,000  per  year. 
The  Association  finished  1995  with  a General  Fund 
balance  of  $1  1 8,783. 

The  Board  requested  the  Scientific  Sessions  Com- 
mittee consider  the  re-institution  of  offering  exhibit 
space  at  the  Annual  Session.  The  Scientific  Sessions 
Committee  has  implemented  the  utilization  of  exhib- 
its as  a revenue  source  as  will  be  in  evidence  during 
this  Annual  Session. 

The  Association  generates  supplemental  income 
from  administrative  fees  from  Association  endorsed 
products  and  from  support  services  that  are  provided 
to  various  specialty  groups  and  organizations.  The 
Board  encourages  Association  members  to  take  ad- 
vantage of  endorsed  products  and  services  such  as 
the  Blue  Cross/Blue  Shield  group  health  insurance 
coverage,  the  Bartling  and  Hinkle,  P.C.,  collection 
service,  cellular  phones,  electronic  pagers,  office 
phone  systems,  fax  machines,  and  the  Physicians' 
Directory  listing  as  it  appears  in  each  issue  of  the 
Nebraska  Medical  Journal.  The  Board  calls  the  House's 
attention  to  the  fact  that  favorable  claims  experience 
with  the  NMA/Blue  Cross  Blue  Shield  group  health 
insurance  plan  has  provided  another  "premium  holi- 
day" month  for  the  second  consecutive  year  for  those 
physicians  insured  as  of  September  30,  1995. 

The  Board  continually  monitors  the  financial  situ- 
ation of  the  Association  and  will  provide  updated 
information  in  future  reports  to  the  House  of  Del- 
egates. 

22.  MEMBERSHIP 

The  Nebraska  Medical  Association  finished  1995 
with  a total  membership  of  1,955.  Our  dues-paying 
membership  continues  to  increase  and  the  Board 
appreciates  the  support  and  continuing  participation 
of  our  member  physicians.  The  Board  also  appreci- 
ates the  membership  recruitment  efforts  of  the  county 
medical  societies  and  requests  that  members  of  the 
House  of  Delegates  take  an  active  role  in  encourag- 
ing non-members  to  join  the  Association. 

The  1-on-1  membership  recruitment  project  which 
has  taken  place  in  various  areas  of  the  state  has  been 
beneficial  in  attracting  additional  members.  A de- 
tailed report  presenting  various  membership  statistics 
will  be  presented  at  the  Fall  Session. 

23.  NEBRASKA  MEDICAL  JOURNAL 

The  Board  has  continued  to  monitor  the  cost  and 
effectiveness  of  producing  the  Nebraska  Medical  Jour- 
nal. The  Editorial  Board  has  been  asked  to  do  a 
readership  survey  to  ascertain  the  value  of  the  Jour- 
nal, and  to  study  the  purpose  of  the  Journal,  and 
subsequently  report  its  findings  to  the  Board. 

24.  GOOD  SAMARITAN  HIV  TESTING 

The  Board  requested  that  the  NMA  Task  Force  on 
AIDS  consider  Resolution  #6  (A95)  which  dealt  with 
the  releasing  of  HIV/communicable  disease  test  re- 
sults of  trauma  victims  when  blood  exposure  occurs 
with  good  Samaritans.  The  Task  Force  reviewed  this 
matter  and  following  discussions  with  the  Nebraska 
Department  of  Health  proposed  that  one  option  be 
the  production  and  distribution  of  a fact  sheet  that 


could  be  provided  to  good  Samaritans  who  would  be 
concerned  about  a potential  exposure.  The  fact  sheet 
and  its  ultimate  distribution  would  be  a project  initi- 
ated by  the  State  Health  Department  in  conjunction 
with  the  NMA  and  perhaps  other  interested  organiza- 
tions. The  Board  requested  that  Dr.  Richard  Morin 
and  the  Task  Force  proceed  with  the  program  as 
outlined. 

25.  AMA  STUDY  OF  THE  FEDERATION  PROJECT 

The  Board  considered  an  interim  report  on  the 

AMA  Study  of  the  Federation  Project.  Based  on  the 
information  provided  in  the  report,  it  was  the  Board's 
consensus  that  the  NMA  delegation  to  the  December 
1995  AMA  meeting  should  oppose  the  proposals  in 
the  Federation  Study  as  currently  presented.  The 
Executive  Committee  of  the  Board  met  with  the  AMA 
delegates  and  related  the  Board's  position  to  them.  It 
is  anticipated  this  issue  will  be  discussed  in  more 
detail  in  the  report  of  the  NMA  Delegate  to  the 
American  Medical  Association  as  an  updated  version 
of  the  report  was  recently  made  available  for  review 
and  response. 

26.  THE  NEBRASKA  PARTNERSHIP  PROJECT 

The  Nebraska  Partnership  Project  is  an  effort  by 
state  government  which  will  eliminate  the  Depart- 
ments of  Institutions,  Health,  Social  Services,  Aging, 
and  the  Office  of  Juvenile  Services  and  in  their  place 
establish  three  new  departments  along  functional 
lines.  The  newly  formed  departments,  as  proposed  in 
LB  1044,  would  be  Health  and  Human  Services, 
Standards  and  Evaluation,  and  Finance  and  Support. 
LB  1044  provides  the  overall  administrative  structure 
and  reassigns  all  existing  programs  to  one  of  the  three 
departments.  While  the  Association  supports  LB  1044, 
we  have  worked  diligently  to  assure  the  new  structure 
retains  sufficient  physician  involvement  in  public  health 
programs  and  disciplinary  matters.  The  Health  and 
Human  Services  Committee  of  the  Nebraska  Legisla- 
ture has  adopted  amendments  to  LB  1044  which 
would  assure  that  physicians  will  be  placed  in  these 
roles. 

In  addition,  the  Association  has  named  an  NMA 
Task  Force  on  the  Nebraska  Partnership  Project  which 
will  become  quite  active  in  assessing  the  further  study 
and  deliberations  regarding  this  restructuring  pro- 
cess. The  Task  Force  is  a broadly  representative  group 
of  physicians  who  represent  various  medical  activity 
areas  in  the  State  of  Nebraska. 

27.  MEMBERSHIPPLAQUE 

The  Board  has  continued  to  study  the  develop- 
ment of  a membership  plaque  which  could  be  made 
available  to  members  of  the  Association  at  cost  plus 
$10.  The  Board  will  have  a sample  plaque  available  at 
the  time  of  the  Annual  Session  and  is  asking  that  the 
House  be  polled  to  determine  possible  interest  in 
making  available  the  plaque  at  a cost  of  $100.  The 
Board  will  then  proceed  or  terminate  this  effort  based 
on  the  will  of  the  House. 

28.  NOMINATIONS  AND  APPOINTMENTS 

• Radiation  Advisory  Council 

The  Board  recommended  that  Richard  A.  Hranac, 
M.D.,  of  Kearney  be  appointed  to  the  Radiation 
Advisory  Council  by  Governor  Nelson. 
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• Board  of  Advanced  Emergency  Medical  Care 

The  Board  recommended  that  John  M.  Finkner, 

M.D.,  Kearney,  Richard  A.  Walker,  M.D.,  Omaha,  and 
Lawrence  C.  Bausch,  M.D.,  Lincoln,  be  re-appointed 
to  the  Board  of  Advanced  Emergency  Medical  Care. 

• Board  of  Examiners  in 
Nursing  Home  Administration 

The  Board  recommended  that  James  A.  Fosnaugh, 
M.D.,  Lincoln,  be  re-appointed  to  the  Board  of  Exam- 
iners in  Nursing  Home  Administration. 

• Board  of  Advanced  Registered  Nurse  Practitioners 
The  Board  recommended  that  James  A. 

Fosnaugh,  M.D.,  Lincoln,  Roger  H.  Meyer,  M.D., 
Utica,  Frederick  F.  Paustian,  M.D.,  Omaha,  Bradley  D. 
Rodgers,  M.D.,  Kearney,  and  George  R.  Voigtlander, 
M.D.,  Pawnee  City,  be  appointed  to  the  Board  of 
Advanced  Registered  Nurse  Practitioners. 

29.  FUTURE  NMA  FALL  SESSIONS  OF  THE 

HOUSE  OF  DELEGATES 

The  Board  has  initiated  a study  of  whether  the 
structure/scheduling  of  the  NMA  Fall  Sessions  should 
be  revised,  along  with  considering  whether  there  is  a 
need  to  continue  scheduling  a fall  session  each  year. 
The  North  Central  Medical  Conference  states  of  Iowa, 
Minnesota,  Wisconsin,  North  Dakota  and  South  Da- 
kota were  surveyed  in  this  regard  as  were  Kansas  and 
Missouri.  It  was  noted  that  all  of  the  states  surveyed 
have  only  one  session  of  their  House  of  Delegates 
each  year,  with  the  exception  of  North  Dakota  which 
holds  an  interim  meeting  every  other  year.  Informa- 
tion was  also  obtained  regarding  the  timing/schedul- 
ing of  their  House  of  Delegates  sessions  along  with 
numerical  data  regarding  the  number  of  reports  and 
resolutions  considered  by  each  organization.  The 
Board  is  interested  in  receiving  input  during  this 
session  of  the  House  of  Delegates  as  to  whether  the 
Fall  Session  schedule  should  be  streamlined  to  con- 
sume less  of  the  members'  time,  whether  the  Fall 
Session  should  be  held  on  a weekend  other  than  in 
conjunction  with  a Nebraska  football  game,  and 
input  on  whether  there  is  continuing  need  to  sched- 
ule a Fall  Session  each  year.  The  Board  requests  that 
this  matter  be  discussed  in  reference  committee  in 
order  that  the  advice  of  the  House  can  be  made 
available  to  the  Board  as  it  continues  studying  this  matter. 

30.  ADMINISTRATIVE  FUNCTION  AND  OVERSIGHT 

OF  THE  BOARD  OF  DIRECTORS 

A.  In  July,  the  Board  of  Directors,  along  with  other 
members  of  the  Association,  conducted  a stra- 
tegic planning  seminar  at  the  Lied  Center  in 
Nebraska  City.  This  was  facilitated  by  Judith 
Magel  of  the  AMA.  A number  of  items  were 
identified  to  be  addressed.  The  details  of  this 
planning  seminar  were  presented  at  the  Fall 
Session.  Subsequent  to  this  the  Board  of  Direc- 
tors, at  its  annual  retreat,  spent  considerable 
time  in  a strategic  planning  seminar  to  crystal- 
lize the  ideas  presented  at  the  planning  semi- 
nar held  at  Nebraska  City.  A number  of  these 
items  have  appeared  in  activities  of  the  various 
boards  and  commissions  of  the  Association 
this  year. 


B.  Evaluation  of  the  Executive  Staff  of  the  NMA: 
This  year  the  Board  undertook  a written  evalu- 
ation of  the  Executive  Staff  using  the  manage- 
ment by  objective  format.  This  represents  a 
departure  from  previous  forms  of  evaluation  of 
the  Executive  Staff  and  will  provide  a standard 
format  by  which  to  do  future  evaluations. 

C.  The  Board  of  Directors  has  also  done  a self- 
evaluation  of  the  structure  and  function  of  the 
Board  in  order  to  determine  the  efficiency  and 
appropriateness  of  Board  function.  This  was 
done  in  order  to  improve  function  of  the  Board 
in  succeeding  years. 

31.  HOME  PAGE  ON  THE  INTERNET 

The  NMA  Electronic  Data  Working  Group  has 
designed  and  implemented  an  NMA  Home  Page  on 
the  Internet.  Plans  are  to  display  this  state  of  the  art 
communication  mechanism  during  this  Annual  Ses- 
sion. One  of  the  features  of  the  Page  will  be  an 
electronic  mail  process  which  is  of  interest  to  increas- 
ing numbers  of  Association  members.  More  informa- 
tion on  the  NMA  Home  Page  will  be  distributed  in  the 
near  future. 

32.  TELECONFERENCING 

The  Board  has  approved  the  implementation  of  a 
mechanism  whereby  commission  and  committee  mem- 
bers who  are  unable  to  attend  a scheduled  meeting 
will  be  able  to  phone  into  a central  service  and  be 
connected  to  the  meeting  in  the  Association  office. 
While  the  individual  will  be  expected  to  cover  the  cost 
of  the  call  (approximately  $1  2 for  one  hour),  the  Board 
feels  that  the  savings  of  practice/travel  time  will  be 
considerably  greater.  The  Association  will  cover  the 
set-up  fee  and  the  link-up  fee  per  participant.  The 
Board  feels  this  new  service  will  allow  increased  par- 
ticipation by  more  physicians  located  greater  distances 
from  Lincoln,  offering  true  state-wide  involvement. 

33.  APPOINTMENT  OF  KRYNN  K.  BUCKLEY,  M.D. 

TO  THE  BOARD  OF  DIRECTORS 

Robert  G.  Osborne,  M.D.,  of  Lincoln,  submitted  his 
resignation  from  the  NMA  Board  of  Directors  effective 
February  1,  1996.  Krynn  K.  Buckley,  M.D.  of  Lincoln, 
was  subsequently  appointed  to  complete  Dr.  Osborne's 
term  which  expires  at  the  time  of  this  Annual  Session. 

The  Board  presents  this  report  to  the  House  of 
Delegates  for  its  consideration  and  approval. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 
INTRODUCTION: 

The  Interim  Meeting  of  the  American  Medical  Asso- 
ciation House  of  Delegates  was  held  in  Washington, 

D. C.  December  3-6.  At  that  meeting,  94  reports  and  72 
resolutions  were  considered,  the  details  of  which  will 
be  elaborated  more  in  the  following  paragraphs. 

The  House  was  addressed  by  Congressman  Newt 
Gingrich,  Speaker  of  the  House  of  Representatives, 
regarding  the  status  of  the  "Contract  with  America" 
and  with  the  balanced  budget  proposals.  This  was  an 
insightful  discussion  and  was  followed  by  a brief  ques- 
tion and  answer  period. 
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The  main  theme  of  the  Interim  Meeting  this  year 
was  the  Reorganization  of  the  Federation.  A detailed 
report  of  the  studies  are  attached  to  this  report  for  the 
consideration  of  the  Nebraska  House  of  Delegates. 

Your  Association  was  ably  represented  by  Drs. 
Bacon,  Caudill,  Coll icott,  Dvorak,  Fosnaugh  and 
Roffman. 

NEBRASKA  RESOLUTIONS: 

Three  resolutions  submitted  by  the  Nebraska  Medi- 
cal Association  House  of  Delegates  were  considered 
by  the  AMA  House  of  Delegates. 

1 . The  House  amended  and  adopted  the  resolution 
which  directs  the  AMA  to  continue  to  expand  its 
efforts  to  define  and  address  the  specific  infor- 
mation needs  of  physicians  and,  in  coordination 
with  state,  specialty  society,  and  component 
section  efforts  devising  an  electronic  means  of 
rapidly  disseminating  that  information  in  a user 
friendly  format. 

2.  A second  resolution  to  ask  the  AMA  to  update 
Section  2.1 12  in  the  AMA  bylaws  changing  the 
75%  requirement  to  662/3%  or  more  of  the  con- 
stituent association  members  and  extend  the 
remedial  time  required  to  attain  the  662/3%  total 
from  one  year  to  three  years  was  not  adopted. 

3.  Finally,  the  resolution  which  called  upon  the 
AMA  to  explore  the  development  of  a national 
physician  owned  organization  which  could  serve 
as  a third  party  administrator  for  physician  orga- 
nizations was  referred  to  the  Board  of  Trustees 
for  a report  back  to  the  House  of  Delegates  at 
the  1996  Annual  or  Interim  Meeting. 

*A  related  resolution  was  also  referred  for  the  AMA 
Board  of  Trustees  to  determine  the  feasibility  of  estab- 
lishing a national  physician  owned  and  operated  health 
insurance  company. 

REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BYLAWS 

The  highlights  of  this  Reference  Committee  are  as 
follows: 

1 . The  Council  on  Ethical  and  Judicial  Affairs  (CEJA) 
concluded  that  "except  in  emergencies  and  in 
case  of  routine  care  for  short  term  minor  prob- 
lems, it  is  not  appropriate  for  physicians  to  treat 
themselves  or  immediate  family  members." 

2.  CEJA  also  provided  an  analysis  of  the  ethical 
issues  and  clinical  investigation  and  expressed 
particular  concern  that  when  research  has  the 
potential  for  therapeutic  benefit  mechanisms  be 
established  to  insure  equitable  selection  of  re- 
search subjects  so  that  populations  meeting  a 
protocol's  qualifying  clinical  criteria  are  not  ex- 
cluded unfairly. 

3.  The  House  of  Delegates  adopted  a resolution 
directing  the  AMA  to  express  its  strong  opposi- 
tion to  US  West  Yellow  Pages  or  any  other 
corporation  which  misrepresents  physicians  by 
failing  to  list  their  professional  degrees  in  the 
corporation's  advertising  directory. 


4.  The  House  also  adopted  a resolution  that  the 
AMA  submit  an  amicus  brief  to  the  Supreme 
Court  in  its  review  of  the  decision  by  the  7th 
Circuit  Court  of  Appeals  that  conversation  be- 
tween psychotherapists  and  patients  should  be 
protected  emphasizing  the  importance  of  physi- 
cian/patient confidentiality,  its  similarities  and 
differences  to  psychotherapist  patient  confiden- 
tiality and  the  affect  this  decision  could  have  on 
patient  confidentiality. 

5.  CEJA  revised  its  1994  clarification  regarding 
physician  use  of  drug  samples  for  themselves  or 
family  members  to  read  that  "the  Council's  Guide- 
lines for  personal  or  family  use  of  drug  samples 
as  long  as  these  practices  do  not  interfere  with 
patient  access  to  drug  samples".  It  would  not  be 
acceptable  for  non-retired  physicians  to  request 
free  pharmaceuticals  for  personal  use  or  use  by 
family  members. 

REFERENCE  COMMITTEE  A 

The  House  adopted  a resolution  calling  for  the 
AMA  to  reaffirm  its  support  for: 

1.  The  concept  of  individually  owned  health  insur- 
ances as  an  alternative. 

2.  Insurance  in  conjunction  with  employer  based 
health  insurance. 

3.  Freedom  of  choice  in  health  insurance  plans  that 
would  allow  several  plans  from  which  to  choose 
such  as  in  the  Federal  Employees  Health  Ben- 
efits Plan  (This  choice  should  include  a tradi- 
tional insurance  plan,  HMO  or  PPO  plan,  ben- 
efit payment  schedule  plan,  medical  savings 
account,  set  forth  in  policy  165.960  in  the  Pa- 
tient Protection  Act). 

A report  of  the  Council  on  Medical  Services  on 
Capitation  Update  provided  the  following  recommen- 
dations which  were  adopted  by  the  House  as  a series 
of  policy  statements  regarding  capitation. 

1.  AMA  believes  geographic  variations  in  capita- 
tion rates  of  public  problems  (e.g.  Medicare  or  Medic- 
aid) should  reflect  only  demonstrable  variations  in 
practice  cost  (e.g.,  hourly  staff  wages  and  rent  per 
square  foot)  and  correctly  validated  variations  in  utili- 
zation that  reflect  legitmate  and  demonstrable  differ- 
ences in  health  care  need).  In  particular,  areas  that 
have  relatively  low  utilization  rates  due  to  cost  con- 
tainment efforts  should  not  be  penalized  with  unrea- 
sonably low  reimbursement  rates.  In  addition,  these 
payments  should  be  adjusted  at  the  individual  level 
with  improved  risk  adjustors  that  include  demographic 
factors,  health  status,  and  other  useful  and  cost  effec- 
tive predictors  of  health  care  use. 

2.  That  in  the  context  of  changes  that  enhance  the 
physical  solvency  of  Medicare,  increase  beneficiary 
choice  and  encourage  privatization,  the  AMA  should 
accept  a defined  contribution  by  the  Federal  Govern- 
ment toward  the  purchase  of  private  health  insurance 
coverage  by  Medicare  beneficiaries.  This  defined  con- 
tribution should  equal  the  national  average  risk  ad- 
justed actuarial  value  of  government  Medicare  contri- 
bution of  individuals  retaining  traditional  Medicare 
coverage  adjusted  geographically  to  reflect  only  de- 
monstrable differences  in  practice  cost  and  correctly 
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validated  variations  in  utilization  with  further  adjust- 
ments as  needed  to  expeditiously  remedy  demon- 
strable acts  as  problems  in  specific  geographic  areas. 
In  particular,  areas  that  have  relatively  low  utilization 
rates  due  to  cost  containment  efforts  should  not  be 
penalized  with  unrealistically  low  reimbursement  rates. 
In  addition,  these  payments  should  be  adjusted  at  the 
individual  level  with  improved  risk  adjustors  that  in- 
clude demographic  factors,  health  status  and  other 
useful  and  cost  effective  predictors  of  health  care  use. 
The  value  of  this  contribution  should  reflect  the  cost  of 
access  to  needed  health  care,  including  preventative 
services  and  the  need  to  establish  the  physical  sol- 
vency of  Medicare. 

3.  That  the  AMA  provide  information  to  physicians 
to  assist  them  in  developing  and  maintaining 
equitable  compensation  arrangement  under 
capitated  and  noncapitated  payment  systems. 

4.  Let  the  AMA  continue  to  assist  physicians 
adjustng  to  a changing  market  by  providing  timely 
and  appropriate  products  and  services  dealing 
with  a variety  of  merging  capitated  and 
noncapitated  payment  methods. 

MEDICARE  CONVERSION  FACTOR: 

The  House  called  upon  the  AMA  to  oppose  any 
reduction  in  Medicare  conversion  factors,  and  if  any 
reduction  should  take  place  that  change  should  be 
gradual  and  that  if  Congress  proceeds  to  adopt  a 
single  Medicare  payment  conversion  factor,  the  Board 
of  Trustees  should  seek  the  following: 

1.  A true  budget  neutral  implementation  without 
unfounded  "behavioral  offsets"  to  minimize  dis- 
ruption to  physicians  and  their  patients. 

2.  An  incremental  implementation  taking  as  close 
to  three  years  as  possible  with  a single  Medicare 
Physician  Payment  Conversion  Factor  in  order 
to  minimize  negative  financial  impact  on  surgi- 
cal practices  and  to  reduce  financial  disincen- 
tives to  providing  care  for  Medicare  patients, 
and  for  the  implementation  method  to  minimize 
administrative  complexity,  reduce  opportunities 
for  budget  driven  conversion  factor  manipula- 
tion, and  take  into  account  other  potential  pend- 
ing RBRVS  reductions  for  surgical  services. 

PHYSICIAN/HOSPITAL  PACKAGE  PAYMENT 
PROJECTS: 

The  House  directed  the  AMA  to  continue  to  op- 
pose federally  funded  physician/hospital  package  pay- 
ment demonstration  projects.  In  addition,  the  House 
also  directed  the  AMA  to  advocate  that  average  pay- 
ment reimbursements  should  include: 

1.  Physician  payment  independent  system  for  pay- 
ing hospitals  and  providers. 

2.  When  used,  selective  contracting  criteria  of  the 
type  specified  by  AMA  policies  285.991  and 
285.997. 

3.  No  cash  rebates  to  patients  for  participating  in  a 
package  payment  demonstration. 

4.  Guarantees  of  quality  and  cost  effectiveness  of 
patient  care  have  been  tested  and  proved  to  be 
maintained  or  improved. 

5.  Program  development  and  implementation  that 


include  the  full  and  informed  participation  of  all 
physicians  involved. 

IMPLEMENTATION  OF  "CORRECT  CODING 
INITIATIVE": 

The  House  directed  that  the  AMA  make  every  effort 
to  delay  implementation  of  the  "Correct  Coding  Initia- 
tive" (Medicare)  until  adequate  review  and  input  for  a 
change  or  elimination  can  be  made.  Additionally,  the 
House  directed  that  the  AMA  advocate  that,  if  the 
"Correct  Coding  Initiative"  is  implemented,  distribu- 
tion of  the  voluminous  coding  edits  associated  with 
this  program  be  made  available  to  physicians  and  their 
organizations  on  a now  cost  or  low  cost  basis  in 
contrast  of  the  current  distribution  policies. 

POST-PARTUM  HOSPITAL  STAY  AND  NURSE 
HOME  VISITS: 

The  House  of  Delegates  adopted  a resolution  call- 
ing for  the  opposition  to  imposition  by  third  party 
payors  a mandatory  constraints  on  hospital  stays  for 
vaginal  deliveries  and  cesarean  sections  as  arbitrary 
and  as  detrimental  to  the  health  of  the  mother  and  of 
the  newborn. 

REFERENCE  COMMITTEE  B 

MONITORING  OF  MEDICAID  MANAGED  CARE: 

The  House  adopted  a resolution  calling  for  the 
AMA  to  help  promulgate  uniform  criteria  for  monitor- 
ing the  transformation  of  Medicaid  in  the  state  pro- 
gram providing  coverage  through  managed  care  plans 
and  the  impact  of  such  changes  on  access  and  quality 
of  all  eligible  groups.  Suggested  criteria  for  monitoring 
and  review  include: 

1.  Adequacy  of  public  notification  of  pending 
changes. 

2.  A phased  implementation  allowing  sufficient  time 
for  managed  care  infrastructure  to  develop  and 
for  smooth  transition  for  both  patients  and  pro- 
viders. 

3.  Sound  financial  underpinnings  with  capitated 
payments  actuarially  based  on  analysis  of  ex- 
pected utilization  and  enrollment  of  the  covered 
population,  and 

4.  Uniform  standards  of  quality. 

The  House  directed  that  the  AMA,  in  conjunction 
with  the  state  and  county  medical  societies  monitor 
and  report  back  to  the  AMA  House  of  Delegates  at  the 
1996  Interim  Meeting. 

RELEASE  OF  AUTOPSY  RESULTS: 

The  House  directed  the  AMA  to  adopt  as  policy 
and  recommend  appropriate  changes  in  state  regula- 
tions or  legislation  to  mandate  medical  examiners/ 
coroners  to  release  autopsy  findings  when  a patient 
dies  in  a hospital  to  attending  physicians  and  hospital 
Quality  Assurance  Committees  on  request. 

SUPERVISION  OF  MEDICAL  CARE  DELIVERED  BY 
ADVANCED  PRACTICE  NURSES: 

The  House  adopted  the  Board  of  Trustees  Report 
which  recommended  that  the  AMA: 

1.  Continue  to  assist  state  medical  societies  in 
monitoring  and  responding  to  scope  of  practice 
legislation. 
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2.  Continue  to  work  with  state  medical  societies  by 
providing  a clearinghouse  for  information  con- 
cerning proposed  state  legislation  allowing  ad- 
vanced practice  nurses  and  other  under-licensed 
personnel  deliver  medical  care. 

3.  That  the  AMA  promote  effective  interaction 
between  medicine  and  nursing  so  that  physi- 
cians and  advanced  practice  nurses  deliver  the 
best  quality  patient  care  under  the  supervision 
of  physicians  in  the  most  cost  effective  manner 
while  assuring  that  nurses  will  not  be  prompted 
to  deliver  services  beyond  the  limits  of  their 
training  and  experience,  or  that  of  the  supervis- 
ing physician. 

GRADUATE  MEDICAL  EDUCATION  FUNDING: 

The  House  directed  that  the  AMA  undertake  a 
comprehensive  study  of  the  options  for  financing  gradu- 
ate medical  education  and  develop  recommendations 
to  provide  a stable,  rational,  adequate  and  feasible 
system  for  financing  graduate  medical  education,  in- 
cluding mechanisms  to  implement  an  all  payor  system, 
the  use  of  vouchers,  payment  for  training  in  nonhospital 
settings  and  appropriate  allocations  of  the  training 
component  of  the  average  adjusted  per  capita  cost. 

Additionally,  the  House  directed  the  AMA  to  urge 
the  Accreditation  Council  for  Graduate  Medical  Edu- 
cation to  strongly  encourage  institutions  to  provide 
(i.e.  finance,  arrange  and  record)  training  and  specialty 
congruent  advanced  life  support  before  allowing  resi- 
dents to  participate  in  patient  care. 

Finally,  the  House  directed  the  AMA  to  study  the 
issue  of  managed  care  and  its  impact  on  graduate 
medical  education  and  issue  a report  back  at  the  1997 
Annual  Meeting. 

REFERENCE  COMMITTEE  D 

VIOLENCE: 

The  House  of  Delegates  adopted  the  report  nomi- 
nated by  the  Board  of  Trustees  which  expressed  sup- 
port for  the  efforts  of  the  Centers  of  Disease  Control 
and  Prevention  to  train  physicians  on  violence  preven- 
tion, encouraged  the  physicians  to  become  active  in 
local  efforts  to  address  the  needs  of  victims  of  violence 
and  to  support  the  inclusion  of  questions  on  violence 
and  licensing  and  certification  exams. 

REFERENCE  COMMITTEE  G 

PEER  REVIEW  AND  EXPUNGING  REMOTE  PEER 
CITATIONS 

The  House  directed  the  AMA  to  request  the  Health 
Care  Financing  Administration  to  establish  policy  that 
would  provide  that  Medicare  Peer  Review  Organiza- 
tion citations  for  matters  not  currently  defined  as 
quality  issues  be  deleted  from  physician  files. 

MEDICARE  CARRIER  MEDICAL  DIRECTOR: 

The  House  of  Delegates  adopted  a resolution  that 
requested  that  the  AMA  vigoroulsy  seek  an  act  of 
legislation  which  would: 

1.  Remove  existing  authority  granted  to  Medicare 
carriers  as  sole  entities  to  make  medical  neces- 
sity decisions. 

2.  Establish  the  various  peer  review  organizations 
as  entities  also  empowered  to  make  medical 
necessity  decisions. 


3.  Establish  the  right  to  consult  physicians,  labora- 
tories and  other  providers  to  bill  patients  for 
"medically  unnecessary"  services  if  the  patient 
has  signed  a "waiver". 

4.  Empower  the  peer  review  organization  to  edu- 
cate attending  physicians  who  order  "medically 
unnecessary"  services  from  other  providers  to 
reduce  such  inappropriate  utilization  as  medi- 
cally deemed  to  exist,  and  while  legislation  is 
being  enacted,  work  with  the  Health  Care  Fi- 
nancing Administration  in  the  Department  of 
Health  and  Human  Services  regarding  this  issue. 

ELIMINATION  OF  MANAGED  CARE  CONTRACT 
GAG  RULE 

The  House  of  Delegates  adopted  a resolution  call- 
ing upon  the  AMA  to  seek  regulation  or  legislation  that 
will  prevent  third  party  payors  from: 

1.  Censoring  physicians  from  discussing  any  issue 
with  patients  that  may  have  a bearing  on  their 
health,  including  consequences  of  payment  de- 
cisions by  the  third  party  payor. 

2.  Including  in  any  contract  with  the  physician 
prohibition  from  discussing  any  issue  with  pa- 
tient that  may  have  a bearing  on  their  health. 

SUMMARY 

Overall,  the  Interim  Meeting  was  quite  productive 
dealing  with  issues  primarily  related  to  reorganization 
of  the  Federation,  managed  care  issues,  Medicare 
reimbursement  and  domestic  violence. 

Your  Delegation  wishes  to  thank  you  for  the  oppor- 
tunity to  represent  you,  the  Nebraska  Medical  Associa- 
tion, at  the  American  Medical  Association  House  of 
Delegates.  We  stand  ready  to  present  any  future  reso- 
lutions to  the  AMA  House  of  Delegates  and  support 
the  Nebraska  Medical  Association  viewpoints  on  these 
issues. 

Respectfully  submitted, 

Paul  E.  Collicott,  M.D.,  FACS 

REPORT  OF  THE 
STUDY  OF  THE  FEDERATION 

EXECUTIVE  SUMMARY 

The  purpose  of  the  Study  of  the  Federation  is  to  find 
ways  to  strengthen  the  Federation  of  Medicine  so  that 
it  serves  physicians  efficiently  and  effectively,  provid- 
ing the  best  value  for  the  dues  they  spend.  The  dynam- 
ics of  the  current  and  likely  future  environment  strongly 
indicate  that  today's  Federation  will  have  to  change  to 
meet  the  challenges  of  the  future.  The  Federation 
Study  Report  distributed  in  the  Fall  of  1995  described 
a vision  of  what  would  characterize  a Federation  de- 
signed to  succeed  in  the  twenty-first  century,  and 
presented  an  action  plan,  in  the  form  of  recommenda- 
tions, to  begin  building  it.  The  members  of  the  Federa- 
tion deliberated  on  the  plan  during  the  AMA  House  of 
Delegates  meeting  in  December,  1995,  and  the  major 
premises  and  directions  of  the  proposed  "new  Federa- 
tion of  medicine"  were  endorsed. 

Several  topics  in  the  original  design  were  com- 
mented on  at  length  and  returned  for  additional  work. 
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After  substantial  follow-up  communication  with  Fed- 
eration members  on  these  topics,  the  Project  Team 
discussed  them  and  refined  the  Federation  rebuilding 
plan,  which  is  reflected  in  the  recommendations  in  this 
report.  Specifically,  the  following  clarifications  and 
new  approaches  are  provided: 

• A smaller  Federation  Coordination  Team, 
selected  using  a less  complex  method,  is 
suggested  to  pursue  the  critically  important 
task  of  clarifying  roles  and  helping  to  identify 
win-win  opportunities  for  collaborative  ac- 
tion throughout  the  Federation. 

• A new  approach  to  specialty  representation 
is  suggested  through  which  AMA  members 
choose  the  specialty  society  they  wish  to 
have  represent  them  in  the  House  of  Del- 
egates. 

• Active  outreach  is  suggested  to  bring  in  new 
physician  organizations  and  groupings  of 
physicians  in  order  to  determine  the  way  they 
can  best  participate  in  the  AMA/Federation. 

• Implementation  processes  are  spelled  out 
more  clearly. 

This  report  is  being  distributed  four  months  in  ad- 
vance of  the  1996  AMA  Annual  Meeting  to  provide 
Federation  members  adequate  opportunity  to  discuss 
it.  It  is  hoped  that  positive  action  will  be  taken  so  that 
the  process  of  building  the  Federation  of  the  future 
can  begin  in  earnest. 


REPORT  OF  THE  STUDY 
OF  THE  FEDERATION 
INTRODUCTION 

AMA  Council  on  Long  Range  Planning's  Report  A 
(A-93),  assessed  the  environment  facing  organized 
medicine  for  the  future  and  organized  medicine's  state 
of  preparedness  to  function  effectively  in  that  environ- 
ment. The  report  concluded  that  the  current  Federa- 
tion evolved  in  response  to  environmental  forces  that 
were  vastly  different  from  those  that  characterize  the 
current  and  likely  future  environments.  Therefore,  it  is 
essential  that  the  Federation  take  steps  now  to  ensure 
its  future  relevance. 

To  that  end,  the  Council  recommended  a Federa- 
tion-wide process  using  a "Consortium"  approach  that 
would  ensure  broad  participation  and  creative  thought. 
A 200-member  Consortium  and  a 30-member  Project 
Team,  both  broadly  representative  of  the  Federation, 
were  established  to  conduct  the  work.  The  partici- 
pants in  these  groups  were  drawn  from  county  societ- 
ies, state  societies,  specialty  societies,  and  the  AMA, 
as  well  as  other  stakeholder,  and  were  selected  to 
reflect  a broad  cross-section  based  on  geography, 
gender,  practice  arrangement,  age  and  other  key  char- 
acteristics of  physicians.  Participants  are  both  physi- 
cian members  and  medical  society  staff.  One  of  the 
purposes  of  the  effort  to  assure  broad  participation 
was  to  make  this  a study  of  the  Federation  bv  the 
Federation.  The  AMA  played  a key  role  in  initiating  it 
but  recognized  that,  to  be  successful,  the  project 
requires  genuine  ownership  by  all  the  components  of 
the  Federation. 


The  work  began  in  May  1 994  with  Consortium  and 
Project  Team  meetings.  The  Consortium  met  four  times 
and  the  Project  Team  eight  times.  Extensive  field  re- 
search was  conducted  in  the  early  phase  of  the  work 
so  that  the  group  had  the  benefit  of  the  perceptions 
and  opinions  of  physicians,  both  members  and  non- 
members, as  well  as  the  views  of  leaders  in  organized 
medicine.  A consulting  firm,  Tecker  Consultants,  was 
engaged  to  assist  in  the  project.  Tecker  Consultants 
brought  to  the  work  considerable  experience  with 
non-profit  organizations  as  well  as  expertise  in  the  use 
of  IRIS,  an  electronic  decision  support  system  that  was 
used  extensively  throughout  the  project. 

In  the  fall  of  1995,  the  initial  action  report  of  the 
study  was  sent  to  all  the  participating  organizations.  At 
the  AMA's  1995  Interim  Meeting,  representatives  of 
the  Federation,  meeting  as  the  AMA  House  of  Del- 
egates, discussed  the  report  at  length,  and  approved 
the  fundamental  premises  and  directions  recommended 
by  the  report  as  well  as  some  of  the  specific  recom- 
mendations related  to  how  the  new  Federation  should 
work.  Other  specific  aspects  of  the  report  were  sent 
back  for  further  work.  Key  among  these  were  the 
formulas  for  specialty  representation  and  representa- 
tion by  mode  of  practice  and  demographic  character- 
istics. In  addition,  more  specific  information  on  the 
implementation  process  was  requested. 

Intensive  work  followed  the  1 995  Interim  Meeting. 
A request  for  input  on  key  questions  was  sent  to  the 
entire  Federation.  In  addition,  Dr.  Painter,  Chair  of  the 
Federation  Study  contacted  many  of  the  specialty 
society  leaders  directly  to  get  additional  input.  In  total, 
these  efforts  generated  specific  input  from  over  fifty 
organizations  and  individuals  from  state,  county,  and 
specialty  societies.  Their  perspectives  were  very  help- 
ful to  the  Project  Team  as  it  conducted  the  follow-up 
analysis  for  this  report. 

What  did  the  physicians  of  America  and  the  leader- 
ship of  organized  medicine  tell  us  through  the  original 
research  and  the  follow-up  work  that  was  done? 

• Come  Together  - The  most  prominent,  concise 
message  for  medical  associations  from  physi- 
cians is  "come  together"; 

• Common  Voice  - Achieving  a common  voice, 
unified  around  patient  care  issues,  is  the  objec- 
tive that  should  bring  medical  associations  to- 
gether; 

• Leadership  in  Quality  of  Care  - Helping  physi- 
cians be  advocates  for  quality  of  care  on  behalf 
of  their  patients  and  exercising  leadership  in  the 
new  quality  assessment  arena  are  critical  goals; 

• Communicate  - Providing  a means  of  two-way 
communication  and  a "connection"  between 
medical  associations  and  individuals  is  a must; 

• "Bang  for  the  Buck"  - Physicians  object  to  pay- 
ing multiple  dues  to  what  they  perceive  as  orga- 
nizations that  often  duplicate  each  other's  activi- 
ties, and,  even  worse,  often  neutralize  each 
other's  efforts  by  promoting  inconsistent  posi- 
tions and  sending  conflicting  or  confusing  mes- 
sages; 

• Rapid  Response  - Physicians  are  frustrated  by 
organizations  they  perceive  to  be  slow  to  act 
and  inflexible  at  a time  when  rapid  response  is 
essential  and  becoming  more  so; 
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• Cost  Effective  - The  combined  dues  of  medical 
associations  are  becoming  unaffordable  to  phy- 
sicians, at  least  in  the  context  of  perceived  value; 
and 

• Realize  Your  Potential  - Despite  these  concerns, 

physicians  still  see  organized  medicine  as  their 
best  hope  for  representing  what  is  fundamental 
and  of  value  in  medicine. 

Fstablishine  a Federation  that  is  responsive  to  these 
needs  and  concerns,  not  the  positioning  of  any  single 
component,  is  the  purpose  of  the  Study  of  the  Federa- 
tion. The  ultimate  value  of  the  proposed  Federation  to 
all  participants  is  a Federation  that  is  viable  for  the 
future  because  it  is  relevant  to  the  times. 

THE  VISION 

The  vision  of  the  new  Federation  that  emerged 
from  this  study  is  based  on  the  expectation  of  a future 
environment  that  is  very  different  from  the  current  and 
past  environments.  The  changes  called  for  by  the 
findings  of  this  study  do  not  mean  that  the  current 
Federation  was  poorly  designed.  It  made  eminent 
sense  in  1901  when  the  McCormack  Committee  pro- 
posed it  as  a revolutionary  change  in  the  way  the  AMA 
was  then  organized  so  that  it  could  become  a Federa- 
tion. However,  that  was  a different  era  with  very 
different  characteristics:  Physicians  were  more  homo- 
geneous, born  and  trained  almost  exclusively  in  the 
U.S.;  there  were,  for  all  intents  and  purposes,  only  two 
specialties  — general  practice  and  surgery;  there  was 
essentially  only  one  kind  of  practice  — solo  practice; 
and  almost  all  health-related  regulation  was  under- 
taken by  state  or  local  governments.  A Federation  built 
around  state  medical  societies  was  a natural  fit  for 
those  times.  The  comparison  to  today's  environment, 
and  tomorrow's,  need  not  be  spelled  out  characteristic 
by  characteristic.  The  vision  for  the  future  Federation 
described  in  this  report  was  arrived  at  the  same  way 
the  current  Federation  was  designed  in  1901  — by 
looking  at  the  environment  and  asking  what  makes 
sense  for  the  times. 

In  1994-1995,  when  this  study  evaluated  the  envi- 
ronment and  physicians'  perceptions,  it  was  clear  that 
there  are  new  needs  and  new  expectations.  Physicians 
need  and  want  help  now.  They  perceive  an  environ- 
ment that  is  forcing  them  to  change  their  professional 
lives  rapidly,  in  many  cases  before  they  fully  under- 
stand the  implications  of  those  changes.  They  need 
organized  medicine's  guidance  and  support  as  they 
face  these  challenges.  Physicians  are  experiencing 
very  real  pressures,  and  are  more  cost  conscious  in 
their  practices  as  well  as  in  their  decision  making  on 
professional  memberships.  They  are  looking  for  cost 
effective  organizations  that  deliver  real  value  and  are 
being  very  selective  in  their  choice  of  what  to  support. 
They  want  to  see  a Federation  that  is  sensitive  to  these 
needs  and  can  demonstrate  responsiveness  to  them, 
right  now! 

The  "fit"  between  the  characteristics  of  the  Federa- 
tion and  the  characteristics  of  the  environment  is  the 
single  most  important  factor  in  the  ability  of  all  medical 
associations,  both  individually,  and  collectively  as  the 
Federation,  to  be  responsive  to  these  pressing  needs. 
The  "vision"  of  a new  Federation  that  responds  to  this 
challenge  was  developed  by  the  Consortium,  and  is 
best  described  by  the  following  characterizations: 


• Strong  Working  Relationships  will  be  the  hall- 
mark of  the  new  Federation.  A voluntary,  but 
very  committed,  cooperative  approach  is  envi- 
sioned that  will  create  a true  Federation  in  which 
organizations  have  strong  stakes  in  mutual  goals, 
providing  the  basis  for  independent  organiza- 
tions to  act  in  concert  on  issues  that  require 
broad  based  but  highly  focused  impact  on  be- 
half of  constituents. 

• Inclusivitv  will  be  valued.  Appropriate  roles  and 
forms  of  participation  will  be  provided  for  all 
physicians  and  physician  organizations  with  le- 
gitimate contributions  to  make.  Active  efforts 
will  be  made  to  reach  out  to  physicians  and 
organizations  that  are  currently  underrepre- 
sented. 

• Representation  will  be  appropriately  related  to 
the  scale  and  nature  of  the  participating  organi- 
zations in  the  Federation. 

• Incentives,  both  direct  and  indirect,  will  be  an 
important  part  of  how  the  new  Federation  is 
structured  and  functions,  and  will  stimulate  col- 
laborative working  relationships,  including  mem- 
bership efforts.  Ultimately,  all  physicians  must 
find  sufficient  value  in  the  new  Federation  to 
cause  them  to  support  the  whole  "system"  with 
their  active  commitment  and  participation  as 
well  as  their  membership  dues. 

• Trust  will  be  the  essential  ingredient  that  en- 
ables cooperative  action  to  take  place  at  all 
levels  between  and  among  individuals  and  orga- 
nizations. All  participants  in  the  new  Federation 
will  work  actively  to  achieve  and  maintain  that 
trust.  A mechanism  and  process  will  be  provided 
for  resolving  disagreements  as  one  dimension  of 
what  it  will  take  to  maintain  trust. 

• Future-Oriented  approaches  will  be  emphasized 
so  that  issues  are  anticipated,  environmental 
trends  are  taken  into  account,  and  so  that  the 
needs  of  students,  young  physicians,  and  others 
who  will  become  the  next  generation  of  Federa- 
tion leaders  will  be  taken  into  account. 

• Open  dialogue  will  be  sought  as  the  key  to 
timely  and  workable  responses  to  issues.  The 
new  Federation  will  provide  a forum  for  discus- 
sion and  debate  on  key  policy  concerns. 

• Comprehensive  and  effective  communication 

will  be  a principal  methodology  for  getting  work 
done.  The  new  Federation  will  facilitate  commu- 
nication, interaction  and  connection  among 
physicians  and  medical  associations;  the  Federa- 
tion will  be  accessible  to  members  and  respon- 
sive to  their  changing  needs  and  concerns. 
Modern  information  technology  will  be  a key  to 
achieving  this  objective. 

• Value  to  Members  will  be  the  predominant  suc- 
cess criterion.  The  new  Federation  will  work  to 
minimize  unnecessary,  duplicative  processes  and 
services  in  order  to  be  cost-effective,  returning 
the  greatest  value  per  member  dollar. 

• Decisiveness  and  Impact  will  be  what  organized 
medicine  is  known  for.  Efficient  and  informed 
decision  making  will  be  fostered  and  facilitated 
and  will  drive  concerted,  goal  oriented  action. 
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These  are  not  utopian  goals  generated  by  musings 
of  what  would  characterize  a perfect  world.  They  are 
a statement  of  the  expectations  that  phvsicinas  ex- 
pressed in  the  research  done  during  the  Federation 
Study.  Are  they  achievable?  After  hundreds  of  hours  of 
study,  dialog,  and  creative  effort,  the  conclusion  of  the 
more  than  200  participants  in  the  Consortium  and  the 
Project  Team  is  "yes."  It  will  require  courage,  enlighten- 
ment, and  most  of  all  hard  work,  but  it  is  achievable. 
More  than  that  it  is  necessary.  It  is  the  quid  pro  quo 
physicians  are  demanding  for  their  continued  support 
and  participation  in  organized  medicine. 

Will  it  be  worth  the  time,  trouble,  and  cost  that  is 
required?  Consider  where  organized  medicine  might 
be  today  if  a Federation  with  these  characteristics  had 
been  put  in  place  ten  years  ago: 

• Patient  Advocacy  - Would  organized  medicine's 
ability  to  enhance  physicians'  roles  as  patient 
advocates  have  been  more  effective  in  the  dy- 
namic environment  that  has  developed? 

• Health  Reform  - Would  the  national  health  re- 
form effort  of  the  early  1990's  have  been  able  to 
initially  ignore  the  need  for  organized  medicine's 
input,  and  then  pursue  it  only  on  a selective 
basis  through  a divide-and-conquer  strategy? 

• Managed  Care  - Would  the  major  market  dy- 
namics of  the  managed  care  movement  have 
been  anticipated  earlier  and  more  accurately? 
Would  the  experiences  of  the  "bellweather"  ar- 
eas of  the  country  have  been  understood  and 
communicated  better  to  others  in  order  to  stimu- 
late mutual  support  and  a creative  response  to 
this  new  phenomenon? 

• Oualitv-Oriented  Peer  Review  - Would  the  need 
for,  and  capability  of,  defining  and  measuring 
the  quality  of  care  using  new  data  technologies 
have  been  appreciated  and  understood  sooner 
so  that  organized  medicine  could  ensure  that 
physicians  remain  the  principal  source  of  exper- 
tise and  the  "peers"  in  peer  review? 

• Business  Success  - Would  wavs  have  been  found 
to  avoid  the  costly  and  annoying  problem  of 
many  medical  organizations  contacting  the  same 
physicians  and  trying  to  sell  them  the  same 
products  and  services? 

• Membership  - Would  more  compatible  and  co- 
ordinated membership  marketing  techniques  and 
strategies  have  enabled  all  medical  societies  to 
achieve  better  membership  results  at  less  cost? 
Would  aggregate  dues  be  lower  as  a result? 

• Communications  - Would  there  be  a more  con- 
sistent and  clear  message  going  out  to  the  Ameri- 
can public  as  well  as  to  physicians  regarding 
what  organized  medicine  really  stands  for  and  is 
doing? 

• Representativeness  - Would  the  academic  com- 
munity,  young  physicians,  women  physicians, 
minority  physicians,  and  other  underrepresented 
groups  have  identified  within  organized  medi- 
cine a comfortable  and  receptive  niche  and  an 
accessible  way  to  participate? 

• Value  and  Impact  - Would  organized  medicine's 
estimated  $1  billion  aggregate  operating  bud- 


get, 6000  staff-years  of  effort,  and  the  incalcu- 
lable man-years  of  volunteer  time  that  is  annu- 
ally spent  have  generated  more  total  impact  for 
physicians  and  their  patients? 

These  are,  of  course,  rhetorical  and  hypothetical 
questions  for  which  definitive,  provable  answers  can- 
not be  provided.  But  they  are  worth  considering  as  a 
way  of  breathing  life  into  the  intended  characteristics 
of  the  new  Federation.  All  of  organized  medicine  will 
likely  agree  that  these  things  are  eminently  desirable. 
The  Federation  study  has  concluded,  using  informed 
decision  processes,  that  they  are  achievable.  The  study's 
recommendations  define  the  path  that  leads  in  that 
direction  and  the  initial  steps  to  treading  that  path. 

THE  NEW  FEDERATION  - A STATUS  REPORT 

In  October  1995,  the  first  "action"  report  of  the 
Federation  Study  (ie.,  report  with  specific  recommen- 
dations for  change)  was  officially  sent  to  all  of  the 
Federation  components  for  their  consideration.  The 
AMA's  Interim  Meeting  in  December  was  the  first  big 
test  for  the  report's  findings,  since  the  AMA  House  of 
Delegates  is  the  only  body  in  which  all  elements  of  the 
Federation  participate.  The  34  recommendations  in 
the  report  were  thoroughly  discussed,  and  the  follow- 
ing actions  were  taken  (See  Appendix  A for  the  spe- 
cific wording  of  the  recommendations  as  adopted  by 
the  AMA  House  of  Delegates): 

1.  The  Federation  should  be  consciously  restruc- 
tured in  a way  that  retains  the  fundamental 
characteristics  of  individual  physician  member- 
ship and  independent  organizational  identities. 
but  which  moves  the  Federation  in  the  direction 
of  functioning  in  a more  coordinated  and  effi- 
cient manner. 

2.  The  existing  components  of  county,  state,  spe- 
cialty, and  AMA  are  adequate  and  appropriate 
building  blocks  for  the  "new  Federation,"  and  the 
AMA  should  be  the  framework  within  which  the 
new  Federation  is  constructed  and  evolves. 

3.  The  key  purposes  of  the  new  Federation  should 
be  to  "increase  the  value  of  membership"  (all 
Federation  units  fora!]  physicians)  and  to  achieve 
maximum  "unity  of  voice  and  action"  on  behalf 
of  physicians. 

4.  Achieving  increased  value  for  members  "will 
require  streamlining  of  roles  to  reduce  duplica- 
tion (ie,  cost  and  dues)."  Roles  clarification  and 
collaborative  efforts  "will  be  the  highest  priority 
in  implementing  the  new  Federation." 

5.  Since  AMA  is  to  be  the  framework  for  the  new 
Federation,  it  makes  sense  to  target  the  initial 
changes  in  structure  within  the  AMA. 

6.  The  AMA  House  should  "reflect  the  major  di- 
mensions of  a physician's  life,"  and  should  be  "as 
inclusive  as  possible  of  physician  organizations 
and  groups  that  have  a stake  in  and  a contribu- 
tion to  make  to  the  goals  of  the  Federation." 
Specific  dimensions  of  a physician's  life  that 
were  identified  as  pertinent  include  geographic 
location,  specialty,  mode  of  practice  or  other 
professional  activity,  demographic  characteris- 
tics, ethnicity,  career  stage,  and  cultural  charac- 
teristics. 
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7.  State  societies  should  be  represented  in  the 
AMA  House  on  the  same  basis  as  they  are 
currently. 

8.  Specialty  societies  should  continue  to  be  eli- 
gible for  participation  in  the  House  based  on  the 
current  criteria,  and  should  be  represented  in 
the  AMA  House,  based  on  a formula  to  be 
developed.  The  formula  should  provide  for  a 
"bonus  delegate  for  being  unified"  on  the  same 
basis  as  states. 

9.  There  should  be  "participation"  opportunities  for 
organizations  or  groups  of  physicians  that  do 
not  necessarily  involve  having  a vote  in  the 
House. 

10.  The  AMA  "Councils  and  other  governance  ele- 
ments should  be  analyzed  to  determine  if  similar 
efforts  to  reflect  change  should  be  made  in  each 
case"  (to  be  done  by  the  Council  on  Long  Range 
Planning). 

11.  A mechanism  and  work  process  should  be  de- 
veloped for  the  purpose  of  "clarifying  roles  and 
achieving  coordination  of  efforts"  and  "establish- 
ing a process  for  pursuing  collaborative  efforts 
among  Federation  members" 

Topics  on  which  follow-up  work  was  requested 
include: 

1 . Clarification  and  simplification  of  the  mecha- 
nism for  pursuing  roles  clarification  and  collabo- 
rative efforts  within  the  Federation. 

2.  The  specific  formula  for  specialty  representa- 
tion. The  House  of  Delegates  asked  that  the 
follow-up  work  take  into  account  concerns  about 
redundancy  of  specialty  representation  (ie., 
within  a specialty  discipline)  and  ways  to  en- 
courage more  unity  of  voice  and  action. 

3.  How  representation  by  mode  of  practice,  demo- 
graphics, and  other  characteristics  could  be  best 
achieved. 

4.  How  the  changes  to  AMA  governance  processes 
and  mechanisms  will  be  implemented. 

ENCHANCINCi  VALUE  FOR  PHYSICIANS 

It  is  clear  that  the  medical  practice  environment  is 
changing  rapidly  and  irrevocably.  The  roles,  functions, 
and  structure  of  the  AMA,  state  medical  associations, 
specialty  societies,  and  local  medical  societies  will 
have  to  change  to  respond  to  the  variety  of  ways  that 
physicians  are  providing  their  services  and  to  the 
changing  expectations  physicians  have  of  their  medi- 
cal associations. 

The  research  done  as  part  of  this  study  sends  a clear 
message.  Physicians  believe  they  are  paying  too  much 
in  dues  to  too  many  organizations  that  appear  to  be 
doing  largely  the  same  things.  Physicians'  expectations 
are  that  organized  medicine  will  "get  its  act  together" 
and  figure  out  who  can  and  should  do  what,  and 
where  collaboration  is  needed.  Duplication  should  be 
eliminated  as  much  as  possible,  and  opportunities  to 
create  synergy  and  efficiency  of  resource  utilization 
should  be  maximized. 

The  reality  is  that  physicians  have  more  choices 
today  than  they  did  in  the  past.  Large  group  practices, 


hospitals,  managed  care  organizations,  medical 
school's,  pharmaceutical  companies,  the  Internet,  and 
others  offer  many  of  the  services  and  forms  of  support 
for  physicians  that  they  once  looked  to  medical  soci- 
eties to  provide.  So  not  only  are  their  needs  changing, 
their  choices  of  where  and  how  to  get  those  needs  met 
are  more  diverse. 

In  short,  organized  medicine  has  competition, 
and  it  is  stiff  competition.  To  compete  successfully, 
changes  will  be  needed.  Changes  will  have  to  occur 
in  aM  medical  societies  in  order  to  achieve  the  objec- 
tive of  increased  value  for  members,  and  the  ultimate 
impact  must  be  heard,  felt,  and  seen  by  individual 
physicians.  Changes  at  the  "official"  levels  of  orga- 
nized medicine  may  be  needed  to  set  the  stage,  but 
the  real  change  will  come  in  what  medical  organiza- 
tions do.  This  will  require  changes  in  roles  and  rela- 
tionships of,  between,  and  among  medical  societies. 

This  is,  of  course,  easier  said  than  done!  Each  orga- 
nization in  the  Federation  has  its  own  programs,  tradi- 
tions, political  imperatives,  financial  base,  and  need  to 
survive.  In  the  day-to-day  world,  these  factors  take 
precedence  over  the  need  to  be  a good  partner  in  the 
Federation,  and  they  drive  a natural  tendency  to  com- 
pete rather  than  collaborate.  One  of  the  principal 
findings  of  this  study,  therefore,  is  that  all  medical 
societies  must  work  actively  to  streamline  roles  so  that 
each  component  of  the  new  Federation  performs  those 
roles  and  functions  it  is  best  equipped  to  do  efficiently 
and  effectively,  and  find  opportunities  to  work 
collaborativelv  rather  than  separately.  In  the  absence 
of  such  a firm  commitment  and  active  effort,  it  cannot 
be  achieved. 

Collaboration  can  produce  dramatic  results  and 
dramatic  savings.  Two  examples  bear  this  out: 

Credentials  Verification  - This  is  an  activity  many 
county  societies  engage  in  to  provide  service  to 
members  and  generate  non-dues  revenue.  Several 
years  ago,  the  Dallas  County  Medical  Society  and 
Tarrant  County  Medical  Society  (Fort  Worth)  initi- 
ated a joint  project  to  provide  credentials  verifica- 
tion services.  After  start  up  losses  the  first  few  years, 
the  activity  approached  breakeven.  Recently,  the 
Harris  County  Medical  Society  considered  the  need 
for  a similar  service  in  the  Houston  area,  but  instead 
of  starting  its  own,  it  decided  to  invest  in  the  Dallas- 
Tarrant  business,  and  pursue  this  in  a collaborative 
fashion.  The  effect  of  taking  this  collaborative  ap- 
proach speaks  for  itself: 

• Harris  County's  start-up  investment  was  25%  of 
what  it  would  have  taken  to  start  its  own  pro- 
gram. 

• The  investment  and  expanded  market  from  Har- 
ris County  helped  make  the  existing  program  in 
Dallas-Tarrant  more  financially  sound,  and  made 
it  a more  viable  business  in  both  the  short  term 
and  the  long  term. 

• The  increased  size  of  the  program  enabled  it  to 
reduce  the  price  of  the  service  so  that  users  of 
the  service  in  aN  the  areas  receive  more  value. 

In  short,  everyone  was  a winner. 
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Litigation  Center  - This  is  a collaborative  effort  by 
AMA  and  state  societies  to  identify  opportunities 
for  legal  action  on  issues  of  broad  impact,  and  to 
serve  as  an  information  and  advocacy  clearing- 
house. The  intent  is  to  improve  impact  by  dealing 
with  issues  early  and  proactively  and  to  avoid  each 
organization  having  to  do  as  much  independent 
information  gathering  on  the  same  topics. 

This  kind  of  collaborative  effort  will  not  happen  on 
a wide  scale  spontaneously.  It  requires  a specific  mecha- 
nism and  process  to  champion  it  and  guide  it.  The 
Consortium  believes  that  the  AMA  Board  of  Trustees 
is  the  appropriate  body  to  ultimately  perform  this  role 
on  an  ongoing  basis.  However,  getting  this  activity 
initiated  will  require  a full-time  effort.  Initially,  there- 
fore, a temporary,  (3  year)  mechanism  called  the  Fed- 
eration Coordination  Team  (FCT)  should  be  estab- 
lished for  this  purpose.  The  FCT  should  be  broadly 
representative  of  the  Federation  and  should  be  se- 
lected based  on  the  expertise  each  individual  member 
brings  to  the  task.  Its  scope  of  work,  as  approved  by 
the  House  of  Delegates  at  1-95,  will  be: 

a.  Clarifying  roles  and  achieving  active  coordina- 
tion of  efforts: 

i)  developing  a process  for  helping  to  coordi- 
nate the  responses  of  medical  associations  to 
key  issues, 

ii)  enhancing  communication  among  medical 
associations  and  between  medical  associa- 
tions and  physicians, 

b.  Establishing  a process  for  pursuing  collaborative 
efforts  among  Federation  members: 

i)  identifying  opportunities,  including  joint  ven- 
tures, for  medical  associations  to  work  to- 
gether, 

ii)  promoting  information  sharing  and  compat- 
ible database  development  among  medical 
associations. 

It  should  be  emphasized  that  the  FCT  will  be  a 
working  group  charged  with  fostering  voluntary,  coop- 
erative efforts.  It  will  have  no  role  in  developing  policy, 
and  will  not  have  any  authority  to  impose  solutions  on 
any  Federation  organization.  Its  success  will  come 
from  finding  logical  and  rational  solutions  that  are 
inherently  attractive  and  constitute  the  basis  for  "win- 
win"  changes  among  Federation  organizations. 

The  following  recommendations  provide  the  basis 
for  activating  and  pursuing  this  important  activity. 

Recommendation  1: 

That  a Federation  Coordination  Team  be  established 
to  achieve  the  functions  endorsed  by  the  AMA/Federa- 
tion Fiouse  in  Policy  545.962,  which  are  to  clarify  roles 
and  achieve  active  coordination  of  efforts  in  the  Federa- 
tion and  to  establish  a process  of  pursuing  collaborative 
efforts  among  Federation  members. 

Recommendation  2: 

That  the  life  span  of  the  Federation  Coordination 
Team  be  three  years,  reflecting  the  expectation  that  the 
AMA/Federation  Board  of  Trustees  will  assume  the 
responsibilities  of  the  Federation  Coordination  Team  at 
end  of  the  Team's  tenure. 


Recommendation  3: 

That  the  Federation  Coordination  Team  be  com- 
posed of  20  individuals  and  that  these  individuals  be 
selected  in  the  following  manner: 

(a)  the  Chair  of  the  Study  of  the  Federation,  Dr. 
Joseph  T.  Painter,  appoint  a Selection  Commit- 
tee of  five  individuals  chosen  from  the  members 
of  the  current  Project  Team,  the  Consortium,  and 
the  House  of  Delegates. 

(b)  the  Selection  Committee  select  the  individuals 
to  serve  on  the  Federation  Coordination  Team, 
with  the  limitation  that  the  members  of  the  Se- 
lection Committee  cannot  appoint  themselves  to 
the  Federation  Coordination  Team; 

(c)  some  of  the  members  of  the  Coordination  Team 
be  drawn  from  the  current  members  of  the  Project 
Team  to  provide  for  continuity  in  implementing 
the  recommendations  of  the  Study  of  the  Federa- 
tion; and 

(d)  The  FCT  be  as  representative  as  possible  of  the 
broad  diversity  of  the  Federation  and  its  physi- 
cian constituencies,  including  such  dimensions 
as  age,  gender,  and  career  stage  (i e.  medical 
student,  resident,  young  physician). 

Recommendation  4: 

That  the  AMA/Federation  Board  of  Trustees  select, 
from  among  the  members  of  the  Federation  Coordina- 
tion Team,  an  individual  to  serve  as  the  Chair  of  the 
Team  and  that  the  AMA/Federation  Board  of  Trustees 
appoint  individuals  to  fill  any  vacancies  that  may  occur 
on  the  Team. 

Recommendation  5: 

That  the  AMA/Federation  Board  of  Trustees  work 
closely  with  the  Federation  Coordination  Team  so  that 
the  Board  is  in  a position  to  assume  responsibility  for 
the  functions  of  the  Coordination  Team  at  the  end  of 
the  three-year  tenure  of  the  Team. 

Recommendation  6: 

That  the  Federation  Coordination  Team  report  to  the 
AMA/Federation  Board  of  Trustees  and  that  the  FCT 
communicate  regularly  about  its  work  with  the  AMA/ 
Federation  Board,  the  AMA/Federation  House  of  Del- 
egates, and  the  other  organizations  which  comprise  the 
Federation  of  Medicine. 

Recommendation  7: 

That  during  the  tenure  of  the  Federation  Coordina- 
tion Team,  all  Federation  units  represented  directly  in 
the  House  of  Delegates,  as  well  as  county  societies,  be 
required  to  provide  financial  support  to  the  FCT's  activi- 
ties through  annual  assessments  based  on  their  total 
membership  levels. 

It  is  expected  that  the  Federation  Coordination 
Team  will  function  with  a modest  budget.  Current 
estimates  are  that  large  societies  (10,000  members  or 
more)  would  be  assessed  $1,000  per  year  for  the 
three-year  life  span  of  the  FCT;  societies  between 
5000-9,999  members,  $750/year;  societies  between 
2000-4,999  members,  $500/year;  staffed  societies 
under  2000  members,  $100/year;  the  AMA,  $65,000/ 
year;  and  unstaffed  county  societies  would  be  solic- 
ited for  contributions  but  on  a voluntary  basis.  The 
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recommended  size  and  selection  process  for  the  FCT 
is  designed  to  produce  a workable  approach,  assure 
broad  Federation  representation,  a sound  mix  of  ex- 
pertise, and  continuity  with  the  Federation  Study. 

It  is  expected  that  in  doing  its  work,  the  FCT  will 
reach  out  and  invite  participation  by  representatives  of 
Federation  units  in  specific  projects  that  are  devel- 
oped to  test  ideas  and  approaches  to  achieving  the 
overall  goal  of  increased  coordination  and  efficiency 
within  the  Federation.  In  addition,  the  FCT  will  work 
closely  with  the  AMA/Federation  Board  of  Trustees  so 
that  a smooth  transfer  of  responsibilities  is  possible  at 
the  end  of  the  three-year  startup  period. 

SPECIALTY  SOCIETY  REPRESENTATION 

Specialty  is  the  principal  medical  identity  of  most 
physicians.  Over  the  past  fifty  years,  specialties  have 
increased  in  number  as  the  base  of  medical  knowl- 
edge has  exploded,  driving  commensurate  growth  in 
the  number  of  specialty  societies  representing  those 
interests.  In  the  late  1 970's,  specialty  societies  became 
voting  members  of  the  AMA  House  of  Delegates, 
reflecting  their  increased  level  of  activity  and  stature  in 
organized  medicine. 

As  the  Federation  Study  addressed  how  best  to 
achieve  the  characteristics  of  inclusivity,  balance,  rep- 
resentativeness, and  coordinated  action  on  behalf  of 
members,  specialty  representation  was  one  of  the 
most  difficult  dimensions.  Clearly,  specialty  societies 
have  a far  more  prominent  presence  in  the  health 
sector  than  in  the  past.  They  are  a principal  source  of 
continuing  medical  education  for  physicians,  and  en- 
joy strong  membership  support.  If  the  Federation  is  to 
be  truly  representative  of  both  the  interests  of  physi- 
cians and  of  the  universe  of  physician  organizations, 
an  increased  presence  and  role  for  specialty  societies 
in  the  AMA/Federation  must  be  achieved. 

However,  there  are  concerns  about  redundancy  of 
representation  stemming  from  the  existence  of  mul- 
tiple specialty  organizations  within  many  specialty 
disciplines.  In  addition,  there  were  questions  about 
whether  the  specialty  societies  want  or  need  more 
representation,  and  if  so,  how  much.  Concern  also  has 
been  expressed  about  whether  specialty  societies  ever 
would  feel  the  need  to  be  as  supportive  of  Federation 
membership  and  advocacy  efforts  as  other  Federation 
units.  And  finally,  some  concern  was  expressed  about 
the  differences  in  organizational  culture  related  to 
decision  processes  and  opportunities  for  grassroots 
participation. 

The  Consortium  and  Project  Team  grappled  with 
these  various  dimensions  of  the  specialty  representa- 
tion question  at  some  length.  Since  the  1995  Interim 
Meetings,  there  has  been  additional  information  gath- 
ering the  dialog  with  the  Federation  on  this  topic.  The 
Project  Team  has  fashioned  a response  to  specialty 
representation  that  responds  to  the  needs  of  the  Fed- 
eration and  addresses  the  key  issues  that  the  Project 
Team  was  asked  to  consider. 

(a)  It  does  not  disenfranchise  any  of  the  specialty 
societies  currently  represented  in  the  House  of 
Delegates. 

(b)  It  recognizes  the  significance  of  specialty  soci- 
ety roles  and  stature  in  the  health  sector. 


(c)  It  provides  a way  to  "equalize"  the  differences  in 
the  number  of  specialty  organizations  in  various 
specialty  disciplines  (ie.  compensate  for  redun- 
dancy), and  at  the  same  time  maintain  the  direct 
participation  of  specialty  organizations  in  Fed- 
eration decision  processes. 

(d)  It  links  membership  to  the  representational  pro- 
cess and  provides  an  avenue  of  regular  ac- 
countability back  to  grassroots  members  who 
are  the  ones  that  annually  make  a specialty 
society  representational  choice  through  a bal- 
loting process. 

(e)  It  provides  an  annual  communications  opportu- 
nity with  members  that  can  be  used  to  reinforce 
their  "connection"  with  the  Federation. 

(f)  It  provides  incentive  for  specialty  societies  to 
promote  increased  membership  throughout  the 
Federation  as  a means  of  enhancing  their  role 
and  presence  in  decision  processes. 

(g)  It  provides  a phased  approach  to  implementa- 
tion that  will  enable  all  affected  components  of 
the  Federation  to  adjust  in  a controlled  manner. 

Recommendation  8: 

That  the  number  of  AMA  delegate  positions  allo- 
cated to  the  specialty  societies  in  the  AMA/Federation 
House  be  determined  in  the  following  manner: 

(a)  Once  a year,  the  AMA  will  send  a specialty- 
representation  "ballot"  to  each  AMA  physician 
member,  plus  fourth  year  medical  student  mem- 
bers, asking  each  member  to  identify  on  the 
ballot  one  specialty  society  to  represent  him  or 
her  in  the  AMA/Federation  House  of  Delegates 
for  the  next  year; 

(b)  The  specialty-representation  ballot  will  indicate 
that  physicians  should  be  members  of  the  spe- 
cialty society  which  they  select  on  the  ballot  to 
represent  them  in  the  AMA  Federation  House  of 
Delegates; 

(c)  Until  the  year  2000,  the  number  of  delegates 
and  alternate  delegates  allocated  to  a specialty 
society  will  be  on  the  basis  of  one  delegate  and 
one  alternate  delegate  for  each  2000  AMA  mem- 
bers, or  portion  of  2000  AMA  members,  who 
select  that  particular  specialty  society  on  the 
annual  ballot  and  return  the  ballot  to  the  AMA; 

(d)  After  the  year  2000,  the  number  of  delegates 
and  alternate  delegates  allocated  to  a specialty 
society  will  be  on  the  basis  of  one  delegate  and 
one  alternate  delegate  for  each  1 000  AMA  mem- 
bers, or  portion  of  1000  AMA  members,  who 
select  that  a particular  specialty  society  on  the 
annual  ballot  and  return  the  ballot  to  the  AMA; 
and 

(e)  Each  specialty  society  that  meets  the  eligibility 
criteria  and  is  represented  in  the  AMA/Federa- 
tion House  be  allocated  at  least  one  delegate 
and  alternate  delegate  position  regardless  of  the 
number  of  AMA  members  who  select  the  society 
on  the  ballot  and  return  the  ballot  to  the  AMA. 

Recommendation  9: 

The  first  specialty-selection  ballot  be  distributed  in 
the  fall  of  19 96  and  the  resulting  data  be  used  to 
determine  the  number  of  delegates  and  alternate  del- 
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egates  which  will  be  allocated  to  specialty  societies  for 
the  1997  Annual  and  Interim  Meetings. 

Appendix  B provides  statistical  information  on  spe- 
cialty representation  based  on  this  approach.  Because 
specific  specialty  society  delegate  strength  would  be 
determined  by  balloting,  specific  society-by-society 
estimates  cannot  be  made.  Total  maximum  potential 
specialty  society  strength  in  the  House  can  be  esti- 
mated however,  and  is  included  in  the  material. 

Recommendation  10: 

That  the  Council  on  Long  Range  Planning  study  the 
current  Bylaws  criteria  that  specialty  societies  must 
meet  to  be  granted  and  retain  representation  in  the 
AMA/Federation  House,  as  well  as  the  processes  through 
which  specialty  societies  apply  for  representation  in  the 
AMA/Federation  House,  in  order  to  determine  if  changes 
in  those  criteria  and  processes  should  be  made  in  light 
of  the  new  approach  to  specialty  representation  de- 
scribed in  Recommendation  8 and  the  overall  direction 
and  intent  of  the  recommendations  in  this  report. 

REPRESENTATION  BY  MODE  OF 
PRACTICE  AND  OTHER  CHARACTERISTICS 

At  the  1995  Interim  Meeting,  the  House  of  Del- 
egates endorsed  the  concept  that  the  composition  of 
the  House  of  Delegates  should  "reflect  the  major 
dimensions  of  a physician's  life."  Geographic  location 
and  specialty  are  two  of  those  dimensions,  and  are 
relatively  easy  to  address  in  terms  of  an  approach  to 
representation.  The  other  key  dimensions,  mode  of 
practice,  demographic  characteristics,  ethnicity,  cul- 
tural, etc.,  are  much  more  difficult  to  "capture"  in  an 
organizational  sense,  because  they  are  less  self-defin- 
ing (eg.,  what  are  the  appropriate  categories  for  "mode 
of  practice"  and  how  permanent  are  they?).  In  addi- 
tion, this  must  be  approached  on  a dual  track;  where 
organizations  already  exist  that  represent  these  inter- 
ests, consideration  should  be  given  to  providing  op- 
portunity for  direct  participation,  but  where  such  orga- 
nizations do  not  already  exist,  new  mechanisms  may 
have  to  be  created  for  that  purpose.  Either  way,  this  is 
an  exploratory  and  evolving  process. 

The  Project  Team  explored  how  to  best  provide 
opportunity  for  these  groups  to  express  an  interest  in 
Federation  participation  while  leaving  flexible  the 
particular  mechanism  through  which  such  participa- 
tion might  best  be  accomplished.  It  is  clear  that  this 
dimension  of  the  new  Federation  will  have  to  evolve  in 
response  to  changing  needs  and  interest  levels. 

Recommendation  71: 

That,  in  order  to  implement  Policy  545.962,  which 
states  that  the  House  of  Delegates  should  be  composed 
of  organizations  that  reflect  the  major  dimensions  of  a 
physician's  life,  the  AMA/Federation  Board  of  Trustees, 
organize  hearings  and/or  engage  in  other  forms  of 
active  outreach  to  special-interest  physician  oreaniza- 
tions,  and  mode-of-practice  organizations  to  solicit  their 
views  on  the  best  wav  of  encourasine  their  active 
participation  in  the  new  Federation  of  Medicine:  and 
the  Board  of  Trustees,  with  support  from  appropriate 
Councils,  use  the  input  from  these  outreach  efforts  to 
idenfity  the  best  approach  to  incorporating  special- 
interest  medical  associations  (ethnic,  cultural,  demo- 
graphic, etc.)  and  mode  of  practice  organizations  (group 


practices,  managed  care  organizations,  solo  physicians, 
physicians  in  medical  teaching,  research  physicians, 
physicians  in  administration,  etc.)  into  the  AMA/Federa- 
tion House  of  Delegates. 

Clearly,  th  s is  an  exploratory  undertaking.  The  find- 
ings from  this  outreach  and  analysis  will  be  brought 
back  to  the  House  of  Delegates  for  further  consider- 
ation. 

There  are  currently  three  organizations  with  "ob- 
server" status  in  the  House  of  Delegates  whose  con- 
stituencies are  primarily  physicians.  Consistent  with 
the  intent  that  the  new  Federation  be  characterized  by 
inclusivity,  it  is  recommended  that  they  be  offered 
voting  privileges  in  the  House. 

Recommendation  12: 

That  the  AMA/Federation  House  of  Delegates  offer 
a voting  seat  to  each  of  the  following  organizations: 
National  Medical  Association,  American  Medical 
Women's  Association,  and  the  American  Osteopathic 
Association. 

Where  physicians'  interests  are  not  already  ad- 
dressed by  organizations  a different  approach  will  be 
required. 

A very  flexible  approach  is  needed  that  would 
facilitate  discussion  among  physicians  with  similar  in- 
terests and  enable  the  AMA  to  provide  focused  infor- 
mation and  outreach  to  such  physicians.  It  will  be 
important  to  have  conduits  through  which  the  indi- 
vidual member  can  participate  in  and  provide  input  to 
the  AMA. 

Recommendation  13: 

That  the  AMA/Federation  hold  hearings  and/or  en- 
gage in  other  forms  of  active  outreach  to  seements  of 
the  membership  (women  physicians,  solo  practice,  IMG's 
physicians  in  research,  employed  physicians,  etc.  ) to 
solicit  their  input  on  how  they  could  participate  actively 
in  the  AMA/Federation:  and  that  the  Board  of  Trustees, 
with  support  from  appropriate  Councils,  use  the  input 
from  these  outreach  efforts  to  identity  mechanisms  and 
processes  on  how  active  participation  by  such  groups 
can  best  be  achieved. 

ACHIEVING  COMMON  VOICE  AND 
COORDINATE  IMPACT 

The  goal  of  speaking  with  a common  voice  and 
achieving  coordinated  impact  was  the  principal  stimu- 
lus for  the  Council  on  Long  Range  Planning's  recom- 
mendation that  the  Study  of  the  Federation  be  con- 
ducted. In  the  research  done  early  in  the  study,  this 
goal  surfaced  again  as  a key  expectation  of  physicians. 
It  is  one  of  the  principal  reasons  physicians  keep 
saying  organized  medicine  should  "get  its  act  together." 
It  was  prominently  built  into  the  design  criteria  that 
define  the  characteristics  of  the  new  Federation. 

The  Project  Team  discussed  this  at  length  and  offers 
the  following  recommendation  as  a starting  point. 

Recommendation  14: 

That  the  AMA/Federation  House  of  Delegates  ac- 
knowledge the  need  for  a "statement  of  collaborative 
intent"  that  respects  the  autonomy  of  constituent  orga- 
nizations, but  also  characterizes  the  nature  of  the  work- 
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ing  relationships  that  must  exist  among  &U  members  of 
the  new  Federation  if  it  is  to  achieve  its  objectives,  and 
that  the  Council  on  Judicial  and  Ethical  Affairs  and  the 
Council  on  Long  Range  Planning  and  Development 
work  together  to  develop  and  recommend  such  a 
statement.  The  statement  should  address  such  topics  as: 

(a)  promoting  trust  and  cooperation  throughout  the 
Federation  of  Medicine; 

(b)  striving  to  help  the  Federation  of  Medicine  speak 
with  a unified  voice,  particularly  on  critical  issues 
relating  to  patient  care; 

(c)  working  cooperatively  with  other  Federation 
organizations  to  advance  the  image  of  physi- 
cians, the  medical  profession,  and  the  Federa- 
tion as  a whole; 

(d)  supporting,  whenever  possible,  the  policies  es- 
tablished by  the  AMA/Federation  Flouse  of  Del- 
egates, and  providing  prior  notice  to  other  Fed- 
eration organizations  when  public  opposition  to 
the  policy  positions  established  by  the  AMA/ 
Federation  Flouse  of  Delegates  is  necessary; 

(e)  openly  sharing  information  that  can  help  other 
Federation  organizations  succeed,  especially  in- 
formation that  helps  the  Federation  be  respon- 
sive to  member  needs; 

(f)  working  with  other  Federation  organizations  to 
minimize  duplication  of  services,  increase  effi- 
ciency in  organized  medicine,  and  provide  the 
best  possible  value  to  members  through  reduced 
dues  and  enhanced  service;  and 

(g)  working  cooperatively  with  other  Federation 
organizations  to  achieve  better  communications 
among  physicians,  between  physicians  and  their 
medical  associations,  and  among  the  organiza- 
tions which  comprise  the  Federation  of  Medicine. 

One  of  the  dimensions  of  organized  medicine  in 
which  unity  is  difficult  to  maintain  is  advocacy.  The 
design  of  the  new  Federation  acknowledges  the  con- 
tinued autonomy  and  independent  identity  of  the 
organizations  that  make  it  up.  There  is  a recognition 
that  AMA/Federation  House  of  Delegates  policy  can- 
not be  binding  on  constituent  organizations.  And  yet 
the  need  for  consistency  and  mutual  support  in  public 
advocacy  as  well  as  other  activities  in  increasingly 
compelling.  This  was  an  issue  of  specific  concern  that 
was  raised  at  the  1995  Interim  Meeting  in  the  context 
of  specialty  representation.  It  is  obvious  that  individual 
societies  are  often  subject  to  constituency  pressures 
that  drive  policy  positions  that  are  not  fully  consistent 
with  AMA  House  policy.  But  there  is  the  need  to  do 
more  to  minimize  those  situations  and  do  even  more 
to  close  gaps  where  they  exist  or  threaten. 

Recommendation  15: 

That  the  organizations  represented  in  the  AMA/ 
Federation  Flouse  of  Delegates,  recognizing  the  special 
need  for  coordinated  action  with  regard  to  public 
policy  activities,  agree  that  they  will: 

(a)  work  toward  what  they  believe  to  be  in  the  best 
interest  of  all  patients  and  physicians; 

(b)  share  information  and  knowledge  on  key  public 
policy  issues  so  that  everyone  can  build  on  it  in 
seeking  solutions; 

(c)  take  established  AMA/Federation  Flouse  of  Del- 


egates policy  into  consideration  as  each  element 
of  the  Federation  develops  its  own  policies  and 
positions;  and 

(d)  communicate  regularly  and  openly,  and  share 
with  each  other,  in  advance,  positions  and  pub- 
lic statements  which  represent  major  departures 
from  AMA/Federation  Flouse  of  Delegates  policy, 
and  actively  work  to  find  acceptable  common 
ground  before  agreeing  to  disagree. 

One  of  the  effects  of  a more  diverse  House  of 
Delegates  will  hopefully  be  a policy  development 
process  that  reflects  the  broadest  possible  diversity  of 
interests,  and  thus  generates  policy  that  addresses  the 
needs  and  concerns  of  all  Federation  participants.  If 
this  is  the  case,  situations  in  which  organizations  are 
inclined  to  not  support  House  of  Delegates  policy  will 
be  minimized. 

ENABLING  STEPS 

Most  of  the  recommendations  in  this  report  call  for 
changes  in  representational  approaches.  It  is  hoped 
that,  collectively,  they  will  constitute  "enabling  steps" 
that  will  make  it  easier  for  real  collaboration  to  take 
place,  by  setting  the  stage  for  changes  in  how  we  work 
together  as  a total  team.  These  changes  will,  over  time, 
help  the  Federation  to  extend  its  culture  of  openness 
and  creativity  to  meet  the  challenges  of  the  emerging 
environment. 

Building  a truly  effective  framework  for  organized 
medicine  is  likely  to  require  changes  in  governance, 
mechanisms  and  processes.  The  specific  changes  in 
the  governance  structure  will  be  implemented  through 
the  normal  mechanisms  that  have  always  been  used 
for  such  purposes.  Where  Bylaws  changes  are  needed, 
the  Council  on  Constitution  and  Bylaws  will  be  asked 
to  draft  appropriate  language  for  consideration  by  the 
House  of  Delegates.  Where  additional  developmental 
work  is  needed,  appropriate  councils  or  the  Board  will 
undertake  those  tasks.  The  recommendations  in  the 
report  identify  the  specific  implementation  agents 
wherever  possible. 

When  dealing  with  changes  of  this  magnitude,  there 
are  always  considerations  that  have  not  been  antici- 
pated. As  they  surface,  they  will  be  addressed  by  the 
appropriate  elements  of  the  AMA  and  other  Federa- 
tion units. 

Recommendation  16: 

That  the  AMA  Bylaws  be  modified  to  be  consistent 
with  the  recommendations  presented  in  this  report  and 
the  actions  of  the  Flouse  of  Delegates  on  Board  of 
Trustees  Report  40  (1-95). 

The  proposed  changes  in  the  governance  structure 
will  require  bylaws  modifications  through  the  usual 
mechanisms  and  will  be  subject  to  approval  by  the 
House  of  Delegates.  In  addition,  the  representational 
mechanisms  evolving  from  recommendations  11,  12 
and  13  of  the  this  report  will  need  to  be  developed  to 
allow  all  physician  organizations  and  special  physician 
groups  to  become  participants  at  an  appropriate  level. 
Where  an  organization's  bylaws  are  in  conflict  with  the 
AMA  bylaws,  the  organization  may  choose  to  change 
its  bylaws  or  the  AMA  may  choose  to  grant  a special 
exception  to  permit  representation. 
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Recommendation  17: 

That  the  recommendations  of  this  report  be  adopted 
in  lieu  of  recommendations  17,  18,19,  21,  and  22  of 
Board  Report  40  (T95),  "Report  of  the  Study  of  the 
Federation"  and  the  remainder  of  the  report  be  filed. 

SUMMARY 

The  preceding  analysis  and  set  of  recommenda- 
tions is  the  product  of  over  two  years  of  work  by  more 
than  200  individuals,  all  driven  by  the  same  goal:  to 
design  a Federation  of  Medicine  that  will  be  able  to 
meet  the  challenges  of  the  future  and  be  worthy  of  the 
support  of  the  physicians  of  America.  Following  the 
1995  AMA  Interim  Meeting,  the  Project  Team  was 
encouraged  by  the  openness  of  debate,  the  under- 
standings reached,  and  the  ultimate  progress  that  was 
made.  In  addressing  the  issues  that  were  referred  back 
for  further  consideration,  the  Project  Team  took  seri- 
ously the  diverse  input  that  was  provided  at  the  In- 
terim Meeting  and  subsequently,  and  worked  within 
the  framework  of  the  two  years  of  deliberations  that 
took  place  in  the  Consortium. 


The  Project  Team  believes  that  this  report  addresses 
the  issues  and  provides  sound  responses  to  them: 

• It  provides  a way  to  achieve,  in  practical  ways, 
the  more  collaborative  approach  that  physicians 
have  indicated  they  expect  from  their  medical 
associations; 

• It  provides  a way  to  position  the  Federation  to 
assist  physicians  as  they  cope  with  the  changing 
environment: 

• It  provides  a way  to  reduce  cost  and  enhance 
value  to  members; 

• It  positions  the  Federation  to  be  future  oriented 
and  proactive  in  its  activities. 

• It  provides  a way  for  the  Federation  to  be  inclu- 
sive. while  at  the  same  time  maintaining  a man- 
ageable decision  making  process;  and 

• It  provides  a basis  for  the  trust  that  is  needed  to 
forge  a Federation  that  has  the  strength  to  hold 
together  in  the  face  of  pressures  to  divide  it. 

What  remains  is  to  understand  and  acknowledge 
the  urgency  with  which  the  vision  must  be  pursued, 
and  then  act  on  it. 


POLICY  ADOPTED  BASED  ON  BOARD  OF  TRUSTEES  REPORT  40,  (1-95)  APPENDIX  A 


Recommendation  1:  The  Federation  of  Medicine  should 
be  restructured  in  a way  that  enables  each  medical  associa- 
tion to  retain  its  individual  identity  and  activities,  but 
which  functions  more  like  a total  enterprise.  The  AMA 
should  become  the  framework  within  which  a new  Federa- 
tion of  medicine  is  established. 

Recommendation  2:  The  restructured  Federation  of  or- 
ganized medicine  should  be  built  on  the  basic  components 
of  the  existing  Federation:  local  medical  societies/counties, 
state  medical  societies,  specialty  societies  and  the  national 
umbrella  organization  (The  AMA).  Additional  components 
may  need  to  be  included. 

Recommendation  3:  Individual  physician  membership 
should  remain  the  predominant  form  for  membership  in  all 
components  of  the  Federation. 

Recommendation  5:  The  primary  objectives  of  the  new 
Federation  should  be:  (1)  an  increase  in  value  of  member- 
ship; and  (2)  unity  of  voice  and  action  of  all  Federation 
components. 

Recommendation  6:  Physicians  should  be  encouraged  to 
join  organized  medicine  at  all  levels  of  the  restructured 
Federation.  There  should  be  initiatives  to  encourage  maxi- 
mal collaboration  in  membership  development  efforts 
among  components  of  the  Federation 

Recommendation  7:  Federation  participants  must  rec- 
ognize that  achieving  real  unity  of  voice  and  action  and 
achieving  true  enhancement  of  the  value  of  membership 
will  require  significant  streamlining  of  roles  throughout 
the  Federation  to  reduce  duplication  (i.e.,  cost  and  dues) 
and  create  synergy. 

Recommendation  8:  The  roles  of  organizations  serving 
physicians  should  be  clarified  and  positioned  to  take  full 
advantage  of  the  strategic  advantages  enjoyed  by  each 
kind  of  organization.  The  Federation  of  organized  medi- 
cine will  be  a catalyst  and  a forum  for  pursuing  collabora- 
tive efforts  to  enhance  the  value  of  membership  through- 
out the  Federation.  This  effort  will  be  the  highest  priority 
in  the  implementation  process  for  creating  the  new  Fed- 
eration. 

Recommendation  9:The  AMA  House  of  Delegates  should 
be  composed  of  individuals  representing  organizations 


that  reflect  the  major  dimensions  of  a physician's  life. 

Recommendation  10:  The  Federation  House  of  Del- 
egates should  strive  to  be  as  inclusive  as  possible  of 
physician  organizations  that  have  a stake  in,  and  a contri- 
bution to  make  to,  the  goals  of  the  Federation. 

Recommendation  11:  State  societies  should  be  repre- 
sented by  one  delegate  for  every  1000  AMA  members  or 
portion  thereof. 

Recommendation  12:  State  societies  should  continue  to 
count  AMA  direct  members  from  that  state  for  purposes  of 
determining  delegation  size. 

Recommendation  13:  Specialty  societies  should  con- 
tinue to  have  representation  in  the  AMA  House  of  Del- 
egates with  a delegate  allocation  formula  to  be  developed 
for  the  consideration  of  the  AMA  House  of  Delegates  at  its 
1996  Annual  Meeting. 

Recommendation  14:  The  current  criteria  for  specialty 
society  eligibility  will  continue  to  apply. 

Recommendation  16:  State  societies  should  continue  to 
get  a "bonus  delegate"  for  being  unified.  Specialty  societies 
that  are  unified  should  also  get  a "bonus  delegate." 

Recommendation  20:  Consistent  with  the  idea  that 
"voting"  is  not  the  only  way  to  participate  in  an  organiza- 
tion, mechanisms  should  be  established  through  which 
organizations  or  groups  of  physicians  with  particular  in- 
terests can  meaningfully  participate  in  the  Federation 
without  having  a vote  in  the  House  of  Delegates.  The  AMA 
Council  on  Long  Range  Planning  should  be  asked  to 
identify  such  mechanisms. 

Recommendation  24:  Consistent  with  Section  2.73  of  the 
AMA  Bylaws,  the  Speaker  of  the  House  shall  establish  a 
special  committee  of  the  House  to  study  ways  to  enhance 
the  election  process  for  positions  on  the  AMA  Board  of 
Trustees  and  to  study  the  size,  composition,  and  terms  of 
service  of  the  AMA  Board  to  enable  it  to  function  in  the 
context  of  the  new  Federation  of  Medicine.  At  a minimum, 
a progress  report  on  the  work  of  this  committee  should  be 
presented  to  the  AMA  House  at  its  1996  Annual  Meeting. 
The  final  report  of  this  committee  shall  be  presented  to  the 
House  no  later  than  the  1996  Interim  Meeting. 
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Recommendation  27:  The  AMA  Councils,  and  other 
governance  elements  should  be  analyzed  by  the  Council  on 
Long  Range  Planning  to  determine  if  similar  efforts  to 
reflect  change  should  be  made  in  each  case. 

Recommendation  28:  To  establish  a new,  effective  Fed- 
eration of  Medicine,  a mechanism  will  be  needed  for  the 
purposes  of: 

a.  Clarifying  roles  and  achieving  active  coordination  of 
efforts: 

i)  developing  a process  for  helping  to  coordinate  the 
responses  of  medical  associations  to  key  issues, 

ii)  enhancing  communication  among  medical  associa- 
tions and  between  medical  associations  and  physi- 
cians, 

b.  Establishing  a process  for  pursuing  collaborative  ef- 
forts among  federation  members: 

i)  identifying  opportunities,  including  joint  ventures, 
for  medical  associations  to  work  together, 


Appendix  B contains  two  tables.  Table  1 estimates  the 
number  of  specialty  society  delegates  during  the  1997- 
2000  transition  phase.  During  that  phase,  each  specialty 
society  is  guaranteed  one  delegate,  with  additional  del- 
egates awarded  on  the  basis  of  one  delegate  per  2,000 
ballots  cast  for  the  society.  Table  2 estimates  the  number 
of  specialty  society  delegates  after  the  transition  phase 
(e.g.,  the  year  2000),  at  which  time  the  delegate  allocation 
formula  continues  to  guarantee  one  delegate,  but  addi- 
tional delegates  are  awarded  on  the  basis  of  one  delegate 
for  each  1 ,000  ballots  cast  for  that  society.  The  calculations 
in  both  tables  are  based  on  1994  year-end  membership 
figures.  Final  year-end  membership  figures  for  1995  were 
not  available  when  the  calculations  were  made. 

The  total  number  of  AMA  members  who  are  eligible  to  cast 
specialty-representation  ballots  is  approximately  261,000 
physicians.  This  figure  includes  regular  members,  resi- 
dent members,  and  dues-exempt  members.  Medical  stu- 
dent members  are  not  included  in  that  figure  because  they 
would  not  be  eligible  to  cast  ballots  for  specialty  society 
representation  in  the  AMA  House. 

Tables  1 and  2 estimate  the  number  of  delegates  allocated 
to  specialty  societies.  In  most  instances,  the  number  of 
AMA  delegates  allocated  to  a particular  specialty  society 
could  not  be  calculated  because  there  is  no  way  to  antici- 
pate which  society  a physician  would  identify  on  the 
specialty-representation  ballot.  Only  delegates  for  the 
American  Academy  of  Family  Physicians,  the  American 
Academy  of  pediatrics,  and  the  American  society  of  Anes- 
thesiologists were  calculated  because  it  seemed  reason- 
able to  assume  that  AMA  members  in  those  specialty 
societies  would  select  those  societies  to  represent  them 
because  they  are  the  only  organizations  in  that  specialty. 
However,  even  these  numbers  are  not  certain,  because 
members  of  those  organizations  may  also  be  members  of 
other  specialty  societies.  The  kev  point  about  Tables  1 and 
2 is  that  they  present  a reliable  estimate  only  of  the  TOTAL 
number  of  specialty  society  delegates  during  and  after  the 
transition  phase. 


ii)  promoting  information  sharing  and  compatible  da- 
tabase development  among  medical  associations. 

Recommendation  29:  The  current  Project  Team  of  the 
Study  of  the  Federation  shall  provide  a report  at  the  1996 
AMA  Annual  Meeting  that  clarifies  and  provides  more 
detail  regarding  specialty  society  representation  and  rep- 
resentation by  major  dimensions  of  a physician's  profes- 
sional life,  Further,  the  Project  Team  should  provide  more 
specific  details  regarding  how  the  new  Federation  should 
be  implemented,  including  transition  steps.  In  pursuing 
its  work  between  now  and  the  1996  Annual  Meeting,  the 
Project  Team  should  solicit  broad  input  from  components 
of  the  Federation  to  determine  and  assess  their  attitudes, 
desires,  and  intent  regarding  the  principles  of  the  restruc- 
tured Federation.  The  report  of  the  Project  Team  shall  be 
made  available  to  all  Federation  components  well  in  ad- 
vance of  the  1996  Annual  Meeting  so  that  everyone  will 
have  the  opportunity  to  review  it  thoroughly  and  be  able  to 
act  on  it  at  the  1996  Annual  Meeting. 


APPENDIX  B 

Table  1 estimates  the  maximum  number  of  specialty  soci- 
ety delegates  during  the  transition  phase  to  be  160  del- 
egates. That  figure  was  calculated  on  the  assumptions 
that:  (1)  ah  AMA  members  who  are  also  specialty  society 
members  cast  a ballot  for  specialty  society  representation 
(261,000/2,000=131  delegates),  and  (2)  there  would  be  29 
small  specialty  societies  in  the  AMA  House  that  are  awarded 
one  delegate  each  because  they  are  unlikely  to  reach  the 
2,000  ballot  threshold  for  an  additional  delegate.  (At  its 
1995  Interim  Meeting,  the  House  agreed  that  small  spe- 
cialty societies  should  not  be  excluded  from  the  House.) 
Thus,  131  plus  29  equals  160  delegates. 

Table  2 estimates  the  maximum  number  of  specialty  soci- 
ety delegates  after  the  transition  phase  to  be  290  del- 
egates. That  figure  was  calculated  on  the  assumptions  that 
all  AMA  members  cast  a ballot  for  a specialty  society 
(261,000/1,000=261  delegates),  plus  29  small  specialty 
societies  are  allocated  one  delegate  each. 

Each  table  also  includes  a column  that  indicates  the 
number  of  specialty  society  delegates  that  would  result  if 
only  75%  of  physicians  eligible  to  cast  a ballot  actually 
send  one  back.  Experience  suggests  that  it  is  very  unreal- 
istic to  assume  that  aU  eligible  physicians  will  return  a 
ballot.  The  75%  response  level  is  simply  a benchmark  level 
used  for  demonstration  purposes,  but  is  as  good  a guess  as 
any  regarding  how  this  balloting  system  will  actually  play 
out.  The  number  of  specialty  society  delegates  under  the 
75%  response  assumption  is  120  during  the  three  year 
phase-in  period  and  218  after  the  year  2000.  It  is  expected 
that  in  the  early  part  of  the  phase-in  period,  even  the  75% 
response  assumption  may  be  optimistic  because  it  will  take 
time  for  physicians  to  understand  this  new  approach  to 
awarding  delegate  positions  to  specialty  societies. 

For  purposes  of  comparison,  at  the  1995  Interim  Meeting, 
there  were  332  state  society  delegates  in  the  House  and  82 
specialty  society  delegates. 
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TABLE  1:  Estimates  of  the  Number  of  AMA  Delegates 
from  Specialty  Societies  During  the  Transition  Phase.  1997  - 2000: 
Based  on  1 Delegate  per  2,000  AMA  Members 


Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each 

Specialty 

Spedalty 

Soedaltv  Societies 

Soedaltv  Society 

Ballot 

Ballot 

FAMILY/GENERAL  PRACTICE 
Amer  Acad  of  Family  Phys 

17.005 

9 

7 

PEDIATRICS 

Amer  Acad  of  Pediatrics 

8.578 

5 

4 

ANESTHESIOLOGY 
Amer  Soc  Anesthesiologists 

10,459 

6 

4 

INTERNAL  MEDICINE 
Amer  Coll  Cardiology 

7.02l| 

Amer  Coll  of  Gastroenterology 
Amer  Gastroenterological  Assoc 
Amer  Soc  Gastrointestinal 
Endoscopy 

Amer  Soc  Internal  Med 
Amer  Coll  Phys 

1.6261 
2.117 
1.141 1 

13.295 

26,561 

\ Specific 

\ Numbers 

f Cannot  be 
/ Determined 

Specific 
Numbers 
Cannot  be 
Determined 

Amer  Coll  Rheumatology 
Amer  Genatrics  Soc 
Amer  Soc  Clinical  Oncology 
Amer  Soc  Hematology 
Renal  Phys  Assoc 

1.323  i 
2.546/ 
3.453/ 
1.469 
7671 

1 

OBSTETRICS  4 GYNECOLOGY 
Amer  Coil  Ob  4 Gyn 
Amer  Fertility  Soc 

10.553\ 

4.533/ 

Specific 
. Numbers 

^ Cannot  be 
Determined 

Specific 
Numbers 
Cannot  be 
Determined 

Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each 

Specialty 

Spedalty 

Soedaltv  Societies 

Soedaltv  Society 

Ballot 

Ballot 

PATHOLOGY 

Amer  Soc  Clinical  Pathologists 

4.3131 

Specific 

Specific 

Amer  Soc  Cytology 

600* 

V Numbers 

Numbers 

Coil  Amer  Pathology 

6,824 

f Cannot  be 

Cannot  be 

Natl  Assoc  Med  Examiners 

341  y 

Determined 

Determined 

United  States  4 Canadian  Acad  of 

1.653 

Pathology 

SURGERY 

Amer  Soc  Colon  & Rectal  Surg 

265 

Amer  Coll  Chest  Phys 

6.375 

Amer  Coll  of  Surgeons 

26.549 

Amer  Pediatric  Surgical  Assoc 

244 

Amer  Soc  of  Abdominal  Surgeons 

3.106 

Inn  Coll  Surg-US  Section 

2.347 

Congress  Neurological  Surgeons 

1.715 

Amer  Assoc  Neurological  Surg 

1.750 

Amer  Acad  Ophthalmology 

7.430 

Amer  Soc  Cat  4 Refrac  Surgery 

2.140 

i 

Contact  Lens  Assoc  of  Ophthal 

708 

1 

Amer  Acad  Orthopaedic  Surgeons 

9.173 

Amer  Orthopaedic  Assoc 

335 

\ 

Amer  Ortho  Foot  4 Ankle  Soc 

316 

\ Specific 

Specific 

\ Numbers 

Numbers 

Amer  Acad  Oto-Head  & Neck 

4.637 

/ Cannot  be 

Cannot  be 

Surg 

/ Determined 

Determined 

Amer  Larynological,  Rhino  4 

487 

Otological  Soc 

Amer  Acad  Facial  Plastic  4 Recon 

837 

Surg 

Amer  Assoc  Plastic  Surg 

259 

Amer  Soc  Plastic  & Recon  Surg 

1.677 

Amer  Soc  Maxillofadal  Surgeons 

253 

Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each 

Spedalty 

Specialty 

Soedaltv  Sodeties 

Soeciaity  Sodetv 

Ballot 

Ballot 

Amer  Assoc  for  Thoracic  Surgery 

579 

Soc  Thoradc  Surgeons 

1.753 

Amer  Thoradc  Soc 

2.920 

Amer  Assoc  Clin  Urologists 

2.090 

Amer  Urological  Assoc 

3,250 

Amer  Soc  Dermatologic  Surgery 

1.374 

Assoc  of  Military  Surg  of  the  US 

2.671 

PSYCHIATRY 

Specific 

Specific 

Amer  Acad  Child  4 Adol  Psych 

1.100' 

^ Numbers 

Numbers 

Amer  Psych  Assoc 

10,005^ 

^ Cannot  be 

Cannot  be 

Determined 

Determined 

RADIOLOGY 

Amer  Coll  Radiology 

10.0341 

Amer  Roetgen  Ray  Soc 

1,949 

i 

Amer  Soc  Therapeutic  Radiology 

2.033 

V Specific 

Specific 

4 Oncology 

f Numbers 

Numbers 

Assoc  University  Radiologists 

746 

1 Cannot  be 

Cannot  be 

Radiological  Soc  of  North  Amenca 

8 232, 

Determined 

Determined 

Soc  Cardiovascular  4 

72S| 

Interventional  Radiology 

OTHER 

Amer  Acad  of  Allergy  4 

614| 

Immunology 

Amer  Acad  Otolaryngic  Allergy 

1.253 

Amer  Coll  of  Allergy  4 

1,655 

Immunology 

Amer  Acad  of  Dermatology 

3.429 

i Specific 

Specific 

Soc  for  Investigative  Dermatology 

723 

\ Numbers 

Numbers 

f Cannot  be 

Cannot  be 

Determined 

Determined 

Amer  Coll  Emerg  Phys 

4 753 

Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each 

Specialty 

Spedalty 

Soedaltv  Sodeties 

Specialty  Society 

Ballot 

Ballot 

Amer  Coll  Prevent  Med 

533 

Amer  Assoc  Public  Health  Phys 

87 

Aerospace  Med  Assoc 

780 

Amer  Acad  Neurology 

4 325 

Amer  Coll  Nudear  Med 

377 

Amer  Coll  Nudear  Physicians 

623 

Soc  of  Nuclear  Medidne 

2.051 

Amer  Coll  Occupational  4 Environ 

2.910 

Med 

Amer  Acad  Phys  Med  4 Rehab 

2.463 

Amer  Acad  Insurance  Med 

218 

Amer  Acad  Pain  Med 

364 

Amer  Coll  Legal  Med 

4C6 

Amer  Coll  Med  Quality 

842 

Amer  Coll  Physician  Executives 

4.502 

Amer  Group  Prac  Assoc 

5.510 

Amer  Assoc  Electrodiagnostic 

793 

Med 

Amer  Med  Directors  Assoc 

689 

Amer  Soc  Addiction  Med 

1,441 

Soc  of  Med  Consultants  to  the 

381 

Armed  Forces 

Soc  Critical  Care  Med 

2.321 

Total  AMA  Members  Eligible  to 

251.000 

Cast  a Ballot 

Delegate  Total 

160 

120 
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TABLE  2:  Estimates  of  the  Number  of  AMA  Delegates 
from  Specialty  Societies  After  the  Year  2000: 
Based  on  1 Delegate  per  1,000  AMA  Members 


Maximum 

Maximum 

Maximum 

Maximum 

Number  of 

Number  of 

Number  of 

Number  of 

Delegates 

Delegates 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each  Specialty 

Specialty 

Specialty 

SPECIALTY  GROUPING 

in  each  Specialty 

Specialty 

Specialty 

Soecialtv  Societies 

Society 

Ballot 

Ballot 

Soecialtv  Societies 

Society 

Ballot 

Ballot 

Soc  Thoracic  Surgeons 

1.753 

FAMILY/GENERAL  PRACTICE 

Amer  Thoracic  Soc 

2.920 

Amer  Acad  of  Family  Phys 

17.005 

13 

13 

Amer  Assoc  Clin  Urologists 

2.090 

Amer  Urological  Assoc 

3.250 

PEDIATRICS 

Amer  Acad  of  Pediatncs 

8.678 

9 

7 

Amer  Soc  Oermatologic  Surgery 

1,374 

Assoc  of  Military  Surg  of  the  US 

2.671 

ANESTHESIOLOGY 

Amer  Soc  Anesthesiologists 

10.469 

11 

8 

PSYCHIATRY 

Amer  Acad  Child  & Adol  Psych 

1.100 

^ Specific 

Specific 

Amer  Psych  Assoc 

10,005 

f Numbers 

Numbers 

INTERNAL  MEDICINE 

Cannot  be 

Cannot  be 

Amer  Coll  Cardiology 

7.0211 

Determined 

Determined 

RAOIOLOGY 

Amer  Coll  of  Gastroenterology 

1.626 

Amer  Coll  Radiology 

10.034 

Amer  Gastroenterological  Assoc 

2.117' 

Amer  Roetgen  Ray  Soc 

1.949 

\ 

Amer  Soc  Gastrointestinal 

1.141 

Specific 

Specific 

Amer  Soc  Therapeutic  Radiology 

2.033 

V Specific 

Specific 

Endoscopy 

\ Numbers 

Numbers 

& Oncology 

f Numbers 

Numbers 

V Cannot  be 

Cannot  be 

Assoc  University  Radiologists 

746 

I Cannot  be 

Cannot  be 

Amer  Soc  Internal  Med 

13.295 

/ Determined 

Determined 

Radiological  Soc  of  North  Amenca 

8.282 

Determined 

Determined 

Amer  Coll  Phys 

25.561 

Soc  Cardiovascular  & 

72q 

Interventional  Radiology 


Amer  Coll  Rheumatology 

1.323 

Amer  Geriatrics  Soc 

2.546 

Amer  Soc  Clinical  Oncology 

3.453 

Amer  Soc  Hematology 

1.465 

Renal  Phys  Assoc 

767 

OBSTETRICS  & GYNECOLOGY 

Specific 

Specific 

Amer  Coll  Ob  4 Gyne 

lO.Sois 

. Numbers 

Numbers 

Amer  Fertility  Soc 

4,533^ 

^ Cannot  be 

Cannot  be 

Determined 

Determined 

OTHER 


Amer  Acad  of  Allergy  4 

6l4 

Immunology 

Amer  Acad  Otolaryngic  Allergy 

1.2531 

Amer  Coll  of  Allergy  4 

1.6551 

Immunology 

\ Specific 

Specific 

Amer  Acad  of  Dermatology 

3.429  \ Numbers 

Numbers 

Soc  for  Investigative  Dermatology 

723  V Cannot  be 

Cannot  be 

/ Determined 

Determined 

Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each  Specialty 

Specialty 

Specialty 

Soecialtv  Societies 

Society 

Ballot 

Ballot 

PATHOLOGY 

Amer  Soc  Clinical  Pathologists 

4.3131 

Amer  Soc  Cytology 

600\ 

Specific 

Specific 

Coll  Amer  Pathology 

6.824 

y Numbers 

Numbers 

Natl  Assoc  Med  Examiners 

341/ 

Cannot  be 

Cannot  be 

US  4 Canadian  Acad  of  Pathology 

1.555 / 

Determined 

Determined 

SURGERY 

Amer  Soc  Colon  4 Rectal  Surg 

265 

Amer  Coll  Chest  Phys 

6.375 

Amer  Coll  of  Surgeons 

26.549 

Amer  Pediatric  Surgical  Assoc 

244 

Amer  Soc  of  Abdominal  Surgeons 

3.106 

Infl  Coll  Surg-US  Section 

2.347 

Congress  Neurological  Surgeons 

1.715 

Amer  Assoc  Neurological  Surg 

1.750 

Amer  Acad  Ophthalmology 
Amer  Soc  Cat  & Refrac  Surgery 
Contact  Lens  Assoc  of  Ophthal 

Amer  Acad  Orthopaedic  Surgeons 
Amer  Orthopaedic  Assoc 
Amer  Ortho  Foot  4 Ankle  Soc 

Amer  Acad  Oto-Head  4 Neck 
Surg 

Amer  Larynological.  Rhino  4 
Otological  Soc 

Amer  Acad  Facial  Plastic  & Recon 
Surg 

Amer  Assoc  Plastic  Surg 
Amer  Soc  Plastic  4 Recon  Surg 
Amer  Soc  Maxillofacial  Surgeons 

Amer  Assoc  for  Thoracic  Surgery 


Specific 
Numbers 
Cannot  be 
Determined 


Amer  Coll  Emerg  Phys 

4.753  / 

Maximum 

Maximum 

Number  of 

Number  of 

Delegates 

Delegates 

If  100%  of 

If  75%  of 

Number  of 

AMA  Members 

AMA  Members 

AMA  Members 

Return  a 

Return  a 

SPECIALTY  GROUPING 

in  each  Specialty 

Specialty 

Specialty 

Specialty  Societies 

Society 

Ballot 

Ballot 

Amer  Coll  Prevent  Med 

583 

Amer  Assoc  Public  Health  Phys 

87 

Aerospace  Med  Assoc 

780 

Amer  Acad  Neurology 

4,325 

Amer  Coll  Nuclear  Med 

377 

Amer  Coll  Nuclear  Physicians 

628 

Soc  of  Nuclear  Medicine 

2,051 

Amer  Coll  Occupational  & Environ 

2.910 

Med 

Amer  Acad  Phys  Med  & Rehab 

2.463 

Amer  Acad  Insurance  Med 

218 

Amer  Acad  Pain  Med 

364 

Amer  Coll  Legal  Med 

406 

Amer  Coll  Med  Quality 

842 

Amer  Coll  Physician  Executives 

4.602 

Amer  Group  Prac  Assoc 

5610 

Amer  Assoc  Electrodiagnostic 

793 

Med 

Amer  Med  Directors  Assoc 

689 

Amer  Soc  Addiction  Med 

1,441 

Soc  of  Med  Consultants  to  the 

381 

Armed  Forces 

Soc  Critical  Care  Med 

2,321 

Total  AMA  Members  Eligible  to 

261.000 

Cast  a Ballot 

Delegate  Total 


290 218 
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THE  STUDY  OF  THE  FEDERATION  PROJECT  TEAM 


APPENDIX  C 


Mark  Andrejeski 
AAMSE 

Kim  Bateman,  MD 

Council  on  Long  Range  Planning 

Gregory  Bernica 

Harris  County  Medical  Society 

Cathy  O.  Blight,  M.D. 

Genesee  County  Medical  Society 

Lonnie  R Bristow,  MD 
American  Medical  Association 

Clair  Callan,  MD 

Amer  Med.  Woman's  Assoc. 

Harry  Caulfield,  Jr  , MD 

The  Permanente  Medical  Group,  Inc. 

Ruth  M.  Covell,  MD 
Section  on  Medical  Schools 

Nancy  W.  Dickey,  MD 
American  Medical  Association 


James  D.  Felsen,  MD 
Service  and  Specialty  Society 

Robert  Graham,  MD 

American  Academy  of  Family  Physicians 

Michael  He,  JD 

American  Medical  Association 

P.  Mona  Khanna,  MD 
Resident  Physician  Section 

Marie  G.  KufFner,  MD 
Hospital  Medical  Staff  Section 

Barbara  Lauter 

American  Society  of  Internal  Medicine 

William  E.  Madigan 
Michigan  State  Medical  Society 

Robert  D McCullough,  DO 
American  Osteopathic  Association 

Keith  Michl,  MD 

Vermont  State  Medical  Society 


Robert  C.  Montgomery,  MD 
Amer  Group  Practice  Assoc. 

Eugene  Ogrod,  II,  MD 
California  Medical  Association 

Joseph  T Painter,  MD 
American  Medical  Association 

Robert  L.  Phillips,  Jr.,  MD 
Medical  Student  Section 

Colin  C.  Rorrie,  Jr.,  Ph  D 

American  College  of  Emergency  Physicians 

John  K.  Scott,  MD 

American  Academy  of  Otolaryngology  Head 
and  Neck  Surgery 

Roy  Wm.  Skoglund,  MD 
Council  on  Legislation 

Robert  M.  Wah,  MD 
Young  Physicians  Section 

Frederick  J.  Wenzel,  FACMPE 
Medical  Group  Management  Association 


REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  AMA  met 
November  30-December  2,  1995,  at  the  Omni 
Shoreham  in  Washington,  DC.  Twenty-two  resolutions 
were  submitted,  six  reports  considered  and  one  infor- 
mational report  presented. 

The  delegation  began  with  a long  term  planning 
session,  Thursday,  November  30.  The  session  discussed 
the  Study  of  the  Federation.  Many  aspects  of  the  new 
study  were  discussed.  Representatives  from  the  study 
were  available  for  questions  and  comments.  There 
were  some  areas  of  disagreement,  however,  the  unity 
of  the  organization  was  understood.  Recommenda- 
tion 1 2,  as  put  forward,  was  one  area  of  concern  to  the 
YPS  as  well  as  to  the  FIOD.  The  comments  were  taken 
constructively  by  the  representatives  and  were  to  be 
voiced  on  the  floor  of  the  House  of  Delegates  by  our 
delegates,  as  well.  It  will  be  interesting  where  these 
recommendations  take  the  AMA  in  the  future. 

Of  the  twenty-two  resolutions,  one  was  referred  to 
the  House  of  Delegates  for  action  1-95.  Two  resolu- 
tions were  referred  for  introduction  to  the  A-96  ses- 
sion. Six  resolutions  were  combined  with  other  similar 
resolutions,  13  resolutions  were  adopted,  two  were 
referred  for  study  and  three  were  not  adopted.  Six 
reports  were  adopted  as  well.  One  of  the  reports  had 
been  referred  for  study  at  the  A-95  session.  This  report 
was  adopted  and  the  resulting  resolution  was  ad- 
vanced to  the  House  of  Delegates,  1-95  session  as 
Resolution  720. 

At  the  1-95  HOD,  Resolution  720  and  701  were 
combined.  These  resolutions  asked  that  the  AMA  take 
an  active  part  in  redefining  the  "board  eligible"  status 
of  physicians  and  the  impact  of  that  status  as  a man- 
aged care  standard.  As  a member  of  the  reference 
committee  advancing  the  original  resolution  at  the 
A-95  YPS  meeting,  I was  pleased  to  see  it  again 
combined  to  its  original  form  and  advanced  in  the 


House  of  Delegates.  With  the  passage  of  this  substi- 
tute resolution,  the  AMA  will  1 ) oppose  discrimination 
against  physicians  completing  the  required  clinical 
practice  time  before  taking  board  examinations;  2)  ask 
the  American  Board  of  Medical  Specialties  and  the 
specialty  boards  to  create  a uniform  nomenclature  for 
this  stage  of  the  board  certification  process;  and  3) 
work  with  the  NCQA  and  other  developers  of  MCO 
quality  "report  cards"  to  ensure  that  physicians  in  the 
process  of  becoming  board  certified  are  not  discrimi- 
nated against  solely  for  lack  of  board  certification.  I 
feel  that  this  is  an  important  step  in  supporting  young 
physicians  as  they  enter  the  arena  of  managed  care.  As 
I stated  in  my  previous  report,  this  resolution  sup- 
ported the  feeling  of  the  YPS  delegates  that  "board 
certification  should  be  a 'voluntarily  sought  and 
achieved  validation  of  excellence'  but  should  not  'be 
used  as  the  sole  measure  of  quality  of  care,  eligibility 
to  contract  with  managed  care,  competence  to  prac- 
tice medicine,  or  to  determine  hospital  privileges'." 

I was  pleased  to  be  Chair  of  Reference  Committee 
A involving  general  and  public  health  issues.  The 
committee  members  were  diverse  but  camaraderie 
and  hard  work  accomplished  good  results.  As  the 
chair  of  the  committee,  I was  pleased  to  be  able  to 
serve  the  delegation  well  with  some  debate  but  little 
change  to  our  presented  agenda  at  the  final  session. 
Our  committee  reviewed  resolutions  involving  the 
electronic  network  capabilities  of  the  Web,  Internet 
access,  guides  and  home  pages.  As  a matter  of  inter- 
est, members  of  the  YPS  Governing  Council  were 
working  on  establishing  a home  page  link  through  the 
AMA  home  page  as  requested  by  one  of  the  resolu- 
tions. Public  health  issues  involving  alcohol  advertise- 
ment to  minors  (similar  to  the  tobacco  advertisement 
issue),  Prostate  Specific  Antigen  for  early  detection  of 
prostate  cancer,  and  a report  on  tobacco  advertise- 
ment were  addressed.  Section  business  such  as  recy- 
cling, physician  representation  and  terms  of  service 
were  also  discussed.  The  development  of  a Fellow  of 
the  AMA  was  debated  with  great  enthusiasm,  but  the 
specifics  were  difficult  to  agree  upon.  The  resolution 
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was  modified  and  will  be  submitted  to  the  HOD  at  the 
A-96  meeting.  The  PSA  resolution  will  also  be  submit- 
ted then. 

Other  issues  advanced  by  the  YPS  and  presented  to 
the  HOD  1-95  meeting  included  eight  resolutions  and 
three  reports.  Five  resolutions  were  adopted,  two  re- 
ferred, one  not  adopted.  Two  reports  were  adopted, 
one  not  adopted.  Of  importance  was  the  Board  of 
Trustees  Report  36  regarding  AMA  involvement  in 
NCQA.  By  advancing  this  report,  a committee  will  be 
formed  to  develop  strategy  to  incorporate  AMA  policy 
emphasizing  physician  involvement  into  NCQA.  CEJA 
topics  (NA),  CHAMPUS  reimbursements  (referred), 
"Any  willing  provider"  (NA),  Weapons  at  schools 
(amended),  Excessive  AMA  campaign  costs  (referred), 
International  medical  missions  standards  (amended), 
Medical  emergency  definitions  (A),  Observation  care 
definition  (A)  and  Board  certification  standards 
(amended)  were  addressed. 

During  my  year  as  delegate  to  the  Young  Physicians 
Section  of  the  American  Medical  Association,  I am 
pleased  to  have  been  able  to  serve  on  reference 
committees  at  both  meetings.  The  opportunity  to  chair 
the  reference  committee  provided  experience  that 
will  serve  me  well.  I appreciate  the  Nebraska  Medical 
Association  and  Lancaster  County  Medical  Society 
selecting  me  to  serve  as  delegate. 

Respectfully  submitted, 

Michelle  B.  Petersen,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

As  many  changes  are  experienced  in  the  delivery  of 
health  care,  the  mission  of  the  medical  school  remains 
the  same  — to  ready  the  medical  student  to  take  their 
place  in  the  delivery  of  outstanding  care  of  the  patient. 
To  render  the  student  capable  of  accepting  that  re- 
sponsibility, they  must  understand  and  embrace  the 
centrality  of  the  patient-physician  relationship,  be  sci- 
entifically sound,  be  committed  to  life-long  learning, 
and  be  compassionate  to  those  seeking  the  physicians 
help.  We  have  an  obligation,  therefore,  to  have  a 
curriculum  to  address  these  needs  as  well  as  the  needs 
in  the  community  that  we  envision  in  the  future.  The 
last  few  years  at  our  institution  have  been  the  begin- 
ning of  some  curricula  changes  and  on  the  immediate 
horizon  are  further  changes. 

A.  Knowing  that  life-long  learning  is  extremely  im- 
portant, we  have  instituted  small-group  prob- 
lem-based learning.  In  this  method,  the  stimulus 
to  learn  will  be  a problem  presented  in  a pa- 
tient. The  student  takes  an  active  part  in  the 
learning,  with  the  faculty  member  acting  as  a 
facilitator  in  the  process.  We  have  not  gone  to 
an  all  problem-based  curriculum  but  rather  a 
hybrid  that  correlates  the  lectures  given  with 
the  problems  under  study  at  that  time.  Experi- 
ence shows  this  can  be  an  exciting  way  to  learn 
and  it  mirrors  the  activity  of  physicians  in  the 
practice  of  medicine  throughout  the  breadth  of 
their  careers. 


B.  With  vision  that  primary  care  and  the  ambula- 
tory sites  for  that  care  were  becoming  increas- 
ingly important  in  health  delivery,  four  years 
ago  we  instituted  a mandatory  family  practice 
clerkship  and  increased  ambulatory  care  experi- 
ence in  Internal  Medicine.  These  excellent  pro- 
grams were  enthusiastically  embraced  by  the 
students.  We  feel  that  these  programs  have 
played  a role  in  increasing  to  55%  the  number  of 
students  who  chose  primary  care  in  the  most 
recent  match.  The  curricula  changes  should 
ready  the  students  for  the  21st  century  and 
serve  perceived  community  needs  as  well. 

The  next  changes  in  the  curriculum  that  figure 
prominently  in  our  medical  student  training  will  be  the 
increased  accentuation  on  geriatrics  and  gene  therapy. 
This  is  in  response  to  the  aging  of  America  and  the 
vision  that  gene  therapy  will  be  the  technology  that 
will  reshape  how  we  practice  medicine.  To  this  end, 
we  have  been  successful  in  the  recruitment  of  several 
new  chairs  with  expertise  and  a shared  vision  of  the 
future. 

These  are  some  of  the  challenges  to  American 
medicine  - physicians'  flexibility  to  change,  increase 
delivery  in  ambulatory  sites,  the  aging  of  America, 
continued  growth  of  technology  changes  character- 
ized by  gene  therapy;  we  as  a medical  school  are 
responding  to  those  challenges  which  will  ready  the 
physician-in-training  for  the  21st  century. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

Dear  Colleagues: 

The  interest  in  primary  care  among  our  graduates 
remains  strong.  Sixty-seven  percent  of  the.  Class  of 
1996  are  entering  a primary  care  field  for  their  first 
year  of  training  (compared  to  61%  last  year).  The  last 
year  more  than  50%  of  our  graduates  entered  primary 
care  was  1988.  Forty-five  percent  of  our  graduates 
will  enter  training  programs  in  the  state  of  Nebraska 
(42%  will  be  at  UNICOM  affiliated  programs). 

Changes  in  our  undergraduate  curriculum  con- 
tinue to  emphasize  primary  care.  In  the  first  two 
years,  students  spend  two  afternoons  a week  in  the 
Integrated  Clinical  Experience  (ICE)  which  presents 
biopsychosocial  aspects  of  medical  care.  A course 
called  Primary  Care  Introduction  to  Medicine  com- 
bines the  efforts  of  primary  care  specialists  in  family 
medicine,  internal  medicine,  and  pediatrics  to  pro- 
vide valuable  instruction  in  the  ICE  curriculum.  A 
month-long  period  in  the  second  year  is  devoted  to 
helping  students  learn  basic  skills  such  as  first  aid, 
prescription  writing,  and  how  to  deal  with  "uncer- 
tainty in  medicine".  These  skills  are  important  during 
the  three  week  block  of  time  spent  with  a generalist 
between  the  first  and  second  years.  Each  student  also 
spends  one  afternoon  a month  in  a primary  care 
physician's  office  throughout  the  first  and  second 
years. 
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Primary  care  opportunities  continue  in  the  junior 
year  as  well.  Students  spend  eight  weeks  in  a rural 
family  medicine  practice  in  addition  to  their  basic 
clerkships  in  internal  medicine,  obstetrics/gynecology, 
pediatrics,  psychiatry,  and  surgery.  In  addition  to  vari- 
ous electives  during  their  senior  year,  they  spend  four 
weeks  engaged  in  a basic  science  selective  in  order  for 
them  to  see  the  relevance  of  basic  science  to  the 
clinical  setting. 

Major  changes  instituted  this  fall  include  a new 
grading  system.  First  year  students  are  graded  on  a 
honors,  high  pass,  pass,  marginal,  and  fail  system  which 
is  standardized  across  core  subjects.  Plans  are  under- 
way to  utilize  this  system  across  all  four  years.  Current 
first  and  second  year  students  will  be  required  to  pass 
Step  1 of  the  USMLE  (United  States  Medical  Licensure 
Examination)  prior  to  entering  their  senior  year  of 
medical  school. 

Over  the  last  several  years,  several  new  primary 
care  residencies  have  been  initiated.  These  are  the 
primary  care  residency,  which  consists  of  two  years  of 
undifferentiated  training  followed  by  two  years  of 
either  family  medicine  or  internal  medicine,  the  four 
year  residency  track  in  family  medicine  which  includes 
up  to  one  year  of  training  in  a rural  community,  and 
three  year  residencies  in  family  medicine  in  Scottsbluff, 
North  Platte,  Grand  Island,  and  Kearney.  These  resi- 
dencies are  in  addition  to  those  in  pediatrics,  internal 
medicine,  and  obstetrics  and  gynecology. 

Several  task  forces  have  been  created  by  the  cur- 
riculum committee  to  plan  and  evaluate  current  or 
future  curriculum  content,  vertical  integration  of  sub- 
ject matter  across  all  four  years  of  curriculum,  and  the 
use  of  multimedia  tools  for  instruction. 

Dr.  Jeff  Susman  has  been  appointed  Assistant  Dean 
for  Primary  Care  and  has  major  responsibility  for  de- 
veloping new  primary  care  settings  for  our  students 
and  residents. 

A new  student  life  center  was  dedicated  on  Febru- 
ary 20,  1996.  This  60,270  sq.  ft.  facility  is  a two-story 
addition  to  the  former  Fitness  Center.  Included  are  a 
new  gymnasium,  exercise  track,  weight  and  fitness 
machine  room,  aerobics  exercise  area,  racquetball 
court,  locker  rooms  for  men  and  women,  fitness  test- 
ing room,  and  staff  offices.  Also  included  are  the 
bookstore,  student  lounge,  student  services,  and  other 
space. 

Other  areas  of  important  change  in  the  College  of 
Medicine  include  our  new  agreements  with  Alegent 
Health  and  Boys  Town,  reorganization  of  the  UMA 
into  a multi  disciplinary  single  group  practice  organi- 
zation, and  the  start  of  construction  of  the  Lied  Trans- 
plant Center  and  the  Olson  Woman's  Center. 

Gerald  F.  Moore,  M.D.,  Assistant  Dean  for  Curricu- 
lum 

Respectfully  submitted, 

Harold  M.  Maurer,  M.D. 

Dean,  College  of  Medicine 
Univeristy  of  Nebraska  Medical  Center 


REPORT  OF  THE  NEBRASKA 
MEDICAL  ASSOCIATION-MEDICAL 
STUDENT  CHAPTER,  CREIGHTON 

The  NMA  Student  Chapter  at  Creighton  University 
had  a successful  recruitment  this  year.  Not  only  did  the 
chapter  increase  substantially  in  the  number  of  mem- 
bers, but  it  also  increased  in  member  involvement  in 
chapter  activities. 

In  a joint  effort  with  AMSA,  the  chapter  was  in- 
volved in  a community-wide  canned  food  drive  for  a 
local  day  house.  The  chapter  was  recently  host  to  Dr. 
Allen  Dvorak,  who  came  to  speak  on  politics  and  the 
practice  of  medicine.  His  presentation  was  a big  hit 
with  the  students,  and  the  chapter  plans  to  invite  him 
back  soon. 

In  November  last  year,  the  chapter  sent  twelve 
members  to  St.  Louis  for  the  Section  II  meeting  where 
they  attended  seminars  on  current  and  future  techno- 
logical advances  in  medicine,  as  well  as  an  ethically 
challenging  discussion  led  by  a panel  of  experts  in  the 
field.  In  December,  eleven  of  our  members  headed  off 
to  Washington,  D C.  for  the  AMA  Interim  meeting. 
Three  members  held  assembly  committee  positions: 
Todd  Martin  on  Parliamentary  Procedures;  Philip 
Mongelluzzo  on  Rules  Committee;  and  David  Zieg  on 
Reference  Committee.  All  of  the  attending  members 
played  active  roles  in  the  Assembly  proceedings. 

More  recently,  four  members  from  Creighton  at- 
tended the  AMA/MGMA  Leadership  Convention  in 
Washington,  D.C.:  Cheryl  Fogarty,  Dave  Lai,  Mike 
Pendola  and  David  Zieg,  who  was  honored  as  a 
GlaxoWellcome  Achievement  Award  winner. 

Several  chapter  members  will  be  applying  for  com- 
mittee positions  for  the  AMA  annual  meeting  this  June. 
David  Zieg  will  be  running  for  Chair  for  the  Governing 
Council  at  this  meeting. 

The  chapter  will  be  holding  officer  elections  in  early 
April,  and  it  looks  like  we  will  be  having  some  compe- 
tition for  the  positions.  We  will  be  hosting  the  Section 
II  meeting  in  November,  and  plans  for  the  event  are 
already  underway. 

Effective  communication  with  the  students  has  been 
one  of  the  key  factors  in  the  success  of  the  chapter  this 
year.  The  bulletin  board,  class  announcements  and 
using  the  class  server  addresses  on  e-mail  have  been 
the  means  for  getting  the  word  around.  Posting  an- 
nouncements and  information  on  the  newly  created 
Chapter  home  page  on  the  Internet  has  been  a suc- 
cess, thanks  to  member  Todd  Hayes. 

The  future  of  the  chapter  looks  great,  with  a group 
of  new,  motivated  leaders  ready  to  take  the  group  into 
an  even  more  active  year. 

Respectfully  submitted, 

David  A.  Zieg 
President 

Creighton-Medical  Student  Chapter 


REPORT  OF  THE  NEBRASKA 
MEDICAL  ASSOCIATION-MEDICAL 
STUDENT  CHAPTER,  UNMC 

The  primary  objectives  of  the  Nebraska  Medical 
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Association-Medical  Student  Chapter  (NMA-MSC)  are 
to  implement  programs  which  expose  its  members  to 
the  various  aspects  of  organized  medicine  and  to 
actively  serve  the  community.  Throughout  this  past 
year  we  have  sought  to  actively  expand  on  the  suc- 
cesses and  accomplishments  of  years  previous  in 
meeting  these  objectives. 

NMA-MSC  (UNMC)  members  continue  to  be  ac- 
tive at  the  national  level  with  the  American  Medical 
Association-Medical  Student  Section  (AMA-MSS).  In 
the  past  year  sufficient  funding  was  secured  from  the 
NMA,  AMA,  and  several  departments  at  UNMC  for 
our  chapter  to  be  represented  at  the  1995  AMA  An- 
nual and  Interim  Meetings.  The  Annual  Meeting  in 
Chicago  was  attended  by  our  chapter's  AMA  del- 
egates along  with  thirteen  non-voting  participants.  The 
Interim  Meeting  in  Washington,  D.C.,  was  attended  by 
our  AMA  delegates  and  ten  non-voting  participants. 
Our  chapter  member,  Jeff  Hannel,  served  as  the  AMA- 
MSS  House  of  Delegates  Vice-Speaker  — We  con- 
gratulate Jeff  on  this  accomplishment! 

Members  from  our  chapter  have  also  been  busy 
participating  as  student  representatives  to  the  various 
NMA  Committees.  Over  forty  members  are  involved 
and  attend  the  meetings  so  as  to  educate  themselves 
on  the  workings  of  the  NMA,  and  concurrently  relay 
their  new  found  information  back  to  our  chapter.  Dr. 
Allen  Dvorak  addressed  our  Chapter  in  January,  telling 
of  all  the  pertinent  state  legislation  that  was  being 
discussed  concerning  health  care  in  Nebraska. 

Our  chapter  continues  to  remain  active  locally  as 
well.  This  year  we  have  sought  to  increase  our  repre- 
sentation among  the  various  opportunities  available  to 
us  from  the  Metro  Omaha  Medical  Society.  Over 
ninety  chapter  members  were  involved  in  our  Out- 
Reach  Education  Program,  going  to  area  elementary 
schools  and  giving  lessons  on  health,  anatomy,  and 
physiology.  Lastly,  we  again  renewed  our  commitment 
to  helping  with  our  environment  in  the  state's  "Adopt- 
a-Highway"  project,  cleaning  a stretch  of  Highway  275 
outside  of  Valley,  NE. 

We  are  indebted  to  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance  of  our 
UNMC  student  chapter.  This  dedication  to  tomorrow's 
physicians  serves  the  profession  and  the  community 
well,  now  and  in  the  future. 

Respectfully  submitted, 

Daniel  J.  Tomes,  President 

NMA-MSC  (UNMC) 


REPORT  OF  THE  REPRESENTATIVE  TO 
THE  AMA  LEADERSHIP  CONFERENCE 

When  I was  invited  to  go  to  the  Leadership  Confer- 
ence as  an  outstate  delegate,  I was  pleased  and 
honored.  I looked  forward  to  the  meeting  with  eager 
anticipation  and  I was  not  in  the  least  disappointed.  It 
was  a great  meeting  and  it  solidified  my  belief  that 
medicine  must  be  organized  to  have  an  effective 
voice  that  can  be  heard  and  will  be  listened  to,  both 
on  a State  and  National  level.  The  experience  of 
participating  in  the  meeting  also  confirmed  my  belief 
that  we  have  a very  capable  and  effective  Executive 
Director  in  Bill  Schellpeper,  and  will  have  a great 
NMA  President  in  Chris  Caudill,  M.D. 


The  first  morning  session  that  I attended  dealt  with 
communication.  Part  of  this  presentation  dealt  with 
an  interview  by  the  press  or  live  interviews  on  televi- 
sion or  radio.  There  were  several  good  bits  of  advice 
to  assist  us  as  physicians  in  this  situation: 

1.  Know  what  you  want  to  get  across  and  be  pre- 
pared. 

2.  Use  language  that  reporters  understand. 

3.  Be  vivid,  brief  and  colloquial  as  the  presenter 
said,  "put  the  grass  down  where  the  goats  can 
get  at  it" 

4.  Say  the  most  important  things  first,  if  you  have 
said  what  you  want  to  say,  say  it  again. 

5.  If  not  a live  interview,  pause,  to  prepare.  You  can 
repeat  to  yourself,  make  the  statement  over  to 
say  it  better. 

6.  Background  the  reporter.  Assume  they  do  not 
know  much  about  what  they  want  to  interview 
you  about. 

7.  Snell's  Law.  The  question  you  most  dread  being 
asked  will  be  asked. 

The  portion  of  the  meeting  dealing  with  legislative 
issues  emphasized  the  importance  of  being  involved 
and  having  input  as  an  organization  and  as  individuals. 
There  were  two  days  of  presentations  by  Representa- 
tives and  Senators  and  other  analysts  regarding  the 
legislative  issues  that  the  Senate  and  House  of  Repre- 
sentatives are  currently  dealing  with.  Both  Representa- 
tives and  Senators,  as  well  as  most  analysts,  were  quite 
pessimistic  about  any  significant  legislation  being 
passed  this  year  that  deals  with  health  care  issues. 
When  we  were  in  Washington,  D.C.  in  mid-March  they 
estimated  that  there  were  only  fifty  legislative  days  left 
in  this  legislative  year.  All  of  the  presenters  empha- 
sized the  need  to  continue  to  work  now  to  get  into 
position  to  have  good  legislation  passed  next  year.  It 
was  emphasized  over  and  over  that  the  time  to  be 
involved  is  early  in  the  formative  stages  of  the  legisla- 
tion. 

The  analytic  presentations  gave  a new  perspective 
to  me  on  the  way  the  system  works,  and  a much 
better  understanding  of  the  problems  that  we  face  as 
a nation  and  as  health  care  providers  in  dealing  with 
the  health  care  needs  of  the  nation  and  the  economic 
impact  of  providing  the  needed  health  care.  The 
intricate  interrelationships  in  the  budget  process  of 
the  entitlement  programs,  Medicare,  Medicaid,  and 
the  rest  of  the  discretionary  spending  in  the  budget 
were  explained  in  a way  to  give  us  a better  under- 
standing of  the  urgency  of  dealing  with  the  budget 
issues  as  well  as  the  difficulties  in  solving  this  very 
difficult  and  critical  issue  to  the  nation. 

On  the  last  day  of  the  meeting,  Bill  Schellpeper  had 
appointments  arranged  for  us  to  visit  Representative 
Bill  Barrett,  his  health  assistant  Jeri  Finke,  and  Senator 
J.  J.  Exon  and  his  health  assistant  Mary  Peterson.  I 
visited  with  Senator  Kerrey's  health  aide,  Karen  Daven- 
port. The  issues  that  we  wanted  to  talk  with  each  of 
these  about  were: 

1 . Anti-trust  relief  for  physician-sponsored  networks 
and  Stark  I and  II  relief. 

2 Need  for  further  CLIA  reform. 

3.  Support  for  the  Kennedy-Kassebaum  Senate  bill 
to  help  with  insurance  portability  and  to  rede- 
fine the  pre-existing  condition  clauses  of  insur- 
ance policies. 
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The  format  of  the  meeting  was  such  that  an  excel- 
lent education  opportunity  was  presented  as  well  as 
an  opportunity  to  participate  in  organized  medicine 
and  to  be  a part  of  the  voice  of  organized  medicine  in 
our  nation's  Capitol. 

Respectfully  submitted, 
Milton  R.  Johnson,  M.D. 


REPORT  OF  THE  BOARD  OF 
EXAMINERS  IN  MEDICINE  & SURGERY 

The  year  for  the  Board  of  Examiners  in  Medicine 
and  Surgery  has  been  relatively  uneventful  compared 
to  recent  years.  We  now  constitute  six  professional 
members  and  two  public  members,  the  professional 
members  including  myself,  Dr.  Philip  Metz  of  Lincoln, 
Dr.  Paul  Considine  of  Scottsbluff,  Dr.  Joe  Scott  of 
Omaha,  Dr.  John  Reed  of  Lincoln,  and  Dr.  Gordon 
Adams  of  Norfolk.  The  public  members  include  Kay 
Kahla  of  York,  Nebraska,  a teacher,  and  Maria  Martines 
of  Omaha,  Nebraska  who  I believe  works  for  a reser- 
vation service.  Our  statute  provides  for  two  lay  mem- 
bers, two  medical  school  faculty  members,  one  osteo- 
pathic medicine  member,  and  three  additional  profes- 
sional members,  all  of  whom  are  appointed  by  the 
Board  of  Health  and  have  a five  year  term  with  no 
more  than  two  consecutive  full  five  year  terms  being 
allowed. 

During  the  year  we  received  242  complaints  and 
opened  91  complaints  for  investigation.  There  were 
ten  petitions  filed  against  physicians  licensed  in  the 
state,  13  disciplinary  orders  were  completed,  eight 
assurances  of  compliance  were  agreed  to,  and  12 
letters  of  concern  were  written.  You  may  be  interested 
to  know  that  12  complaints  generated  by  mandatory 
reporting  were  received.  I thought  it  might  be  impor- 
tant to  remind  everyone  again  that  prescribing  any 
controlled  substance  to  one's  self  or  except  in  the  case 
of  a medical  emergency,  to  one's  spouse  or  child  or  to 
some  other  close  relatives  is  a statutory  violation  cur- 
rently and  this  particular  section  of  our  statute  has 
generated  a number  of  assurances  of  compliance  and 
letters  of  concern. 

I would  also  like  to  commend  Mike  Beard  who  is 
now  the  head  of  investigations  for  his  compulsive 
attention  to  detail,  appropriate  triage  and  hard  work  in 
attempting  to  bring  our  investigation  back-load  to  a 
reasonable  level  and  promptly  address  those  com- 
plaints of  immediate  concern. 

I believe  the  Board  will  be  looking  into  telemedicine 
licensure  in  the  next  year  or  two  in  an  attempt  to  be 
fair  to  those  practitioners  without  abrogating  our  re- 
sponsibility to  protect  the  citizens  of  the  state  of 
Nebraska  and  also  without  precipitating  pressure  for 
federal  licensure  if  this  issue  isn't  addressed  appropri- 
ately. 

It  also  may  be  of  interest  to  the  members  that  a 
national  credentialling  service  is  on  the  horizon  from 
the  Federation  of  State  Medical  Boards  and  may  make 
not  only  state  licensure  but  perhaps  credentialling  of 
hospital  staffs  and  other  medical  organizations  easier 
in  the  future. 

We  appreciate  the  support  of  the  Nebraska  Medi- 
cal Association  in  our  mandate  to  protect  the  citizens 


of  the  state  of  Nebraska  and  always  welcome  input 
from  our  state  medical  organization  whenever  appro- 
priate. 

Respectfully  submitted, 

William  A.  Shiffermiller,  M.D. 
Chairman,  Board  of  Examiners 


REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  Annual  Session  of  the 
Board  of  Councilors  and  the  House  of  Delegates  on 
April  19  to  21,  1996.  While  this  report  will  have  an 
emphasis  on  the  Nebraska  Medicaid  Program,  the 
Department  would  also  like  to  offer  additional  infor- 
mation related  to  current  activities  within  the  Depart- 
ment of  Social  Services. 

NEBRASKA  HEALTH  CONNECTION 
(MEDICAID  MANAGED  CARE) 

The  enrollment  of  Medicaid  eligible  persons,  who 
are  considered  mandatory  for  enrollment  into  a man- 
aged care  plan  (medical  surgical  services)  has  contin- 
ued since  the  implementation  date  of  July  1 , 1 995,  for 
Douglas,  Sarpy,  and  Lancaster  counties. 

As  of  April  1,  1996,  31,380  persons  currently 
Medicaid  eligible  have  been  enrolled  into  a managed 
care  plan  for  medical-surgical  services  (Basic  Benefits 
Package).  The  enrollment  distribution  for  the  man- 
aged care  plans  are  as  follows: 

PRIMARY  CARE+  PCCM  Network  13,161 

SHARE  ADVANTAGE  HMO  10,717 

The  WELLNESS  Option  HMO  7,502 

TOTAL  31,380 

Enrollment  of  these  current  Medicaid  eligible  per- 
sons has  been  accomplished  through  different  meth- 
ods, including  physician  reservation  plans,  automatic 
assignment,  telephone  interviews,  and  face-to-face 
interviews.  Beginning  July  3,  1996,  Medicaid  eligible 
persons  who  are  mandatory  for  managed  care  will  be 
enrolled  into  a managed  care  plan  as  part  of  the 
application  for  assistance  process. 

Provider  Concerns 

Access  to  Primary  Care  physicians  continues  to 
grow.  The  Department  currently  shows  a total  of  409 
Primary  Care  physicians  enrolled  for  the  three  man- 
aged care  plans  in  the  two  cities  as  follows: 

OMAHA  335  physicians 

LINCOLN  74  physicians 

1 . Reservation  Plan 

The  Department  has  attempted  to  accommodate  a 
number  of  providers'  concerns  by  making  modifi- 
cations to  the  Nebraska  Health  Connection.  The 
first  modification  made  to  the  Nebraska  Health 
Connection  was  a process  known  as  the  reserva- 
tion plan.  The  reservation  plan  was  a system  by 
which  a provider  could  reserve  specific  slots  for  his 
care.  This  proved  to  be  highly  successful  in  assuring 
continuity  of  care  between  provider  and  clients.  As 
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a result  of  Reservation  Plan  I and  II,  a substantial 
number  of  clients  were  transitioned  into  the  Med- 
icaid Managed  Care  system  with  their  existing  pri- 
mary care  physician.  We  wish  to  thank  all  the 
providers  for  their  assistance  providing  the  Depart- 
ment with  a list  of  their  existing  clients. 

2 Medical  Staff  and  Provider  Advisory  Group 

The  Department  is  in  the  process  of  developing  a 
medical  staff  and  providers  have  requested  a con- 
duit to  convey  information  back  to  the  Department 
of  Social  Services  with  regards  to  the  Medicaid 
Managed  Care  program.  In  response  to  this,  the 
Department,  in  partnership  with  the  Metro  Omaha 
Medical  Society,  and  Lancaster  County  Medical 
Society,  are  in  the  process  of  formulating  advisory 
groups  for  both  providers  and  staff  to  provide  feed- 
back to  the  Department. 

Medicaid  Managed  Care  For 
Persons  With  Special  Needs 

The  Department  of  Social  Services  and  the 
Governor's  Planning  Council  for  Developmental  Dis- 
abilities recently  sponsored  a workshop  on  managed 
care  for  children  and  adults  with  disabilities.  Nearly 
200  people  attended  including  adults  with  disabili- 
ties, family  members  or  persons  with  disabilities,  dis- 
ability advocates,  service  providers,  and  other  profes- 
sionals. 

Conni  Wells,  a consultant  and  member  of  Family 
Voices,  explained  managed  care  concepts  and  what 
managed  care  means  to  persons  with  special  needs, 
how  to  be  managed  care  change  agents,  how  to 
develop  partnerships  that  assist  in  advocacy,  and 
what  families  really  feel  they  need  for  their  person 
with  a disability.  Deb  Thomas,  Dennis  Mohatt,  and 
David  Cygan  shared  information  about  the  current 
status  of  the  Nebraska  Medicaid  Managed  Care  pro- 
gram and  responded  to  questions  from  the  audience. 

Questions  included  such  topics  as  access  to  spe- 
cialists, access  to  specialists  not  in  a managed  care 
plan,  the  ability  of  the  primary  care  physician  to 
charge  for  attending  services  planning  meetings  (i.e., 
IEP),  clarification  of  groups  excluded  from  managed 
care,  and  enrollment  of  physicians.  Answers  to  the 
questions  will  be  sent  to  workshop  attendees. 

MENTAL  HEALTH  AND  SUBSTANCE 
ABUSE  TREATMENT  SERVICES 

Medicaid  Managed  Care 

On  July  25,  1995,  the  Department  implemented  a 
new  Medicaid  policy  for  mental  health  and  substance 
abuse  treatment  services  for  children  and  adolescents 
age  20  years  and  under.  These  services  are  covered 
as  part  of  the  Health  Check  (EPSDT)  program  and 
include: 

• Outpatient  (individual,  group,  and  family  therapy 
and  mental  health  home  health  aides) 

• Treatment  Crisis  Intervention 

• Day  Treatment 

• Treatment  Foster  Care 

• Treatment  Group  Home 

• Residential  Treatment  Care 

• Acute  Inpatient  Hospital  Care 


In  order  to  clarify  some  areas  of  the  policy  and 
make  some  of  the  regulations  more  useable,  the  De- 
partment has  enlisted  the  help  of  the  Governor's  Chil- 
dren and  Mental  Health  Leadership  Commission.  This 
Commission  has  made  some  recommendations  which 
are  being  considered  and  will  be  presented  at  public 
hearing  in  May. 

In  January,  Dennis  Mohatt  joined  the  Department 
as  the  Medicaid  Managed  Care  Director.  Dennis' 
background  includes  over  1 5 years  of  experience  as  a 
rural  health  and  behavioral  health  care  provider  and 
administrator.  Prior  to  relocating  to  Nebraska  in  1 995, 
Dennis  was  the  CEO  of  a multi-county  integrated 
health  services  network  and  had  administrative  re- 
sponsibility for  $15  million  in  managed  care  contracts 
in  Michigan's  rural  upper  peninsula. 

The  Department  asked  Dennis  to  first  focus  his 
attention  on  resolving  outstanding  problems  and  im- 
proving the  Department's  working  relationship  with 
the  mental  health  and  substance  abuse  managed  care 
vendor,  FHC  Options,  Inc.  As  a result  of  this  interven- 
tion, there  has  been  some  improvement  in  the  time- 
liness of  payments,  service  and  resource  develop- 
ment, and  care  coordination  for  clients.  Department 
staff  are  working  FHC  Options,  Inc.  staff  to  clarify 
roles  and  responsibilities  and  develop  educational 
forums  for  providers  and  staff. 

Medicaid  Managed  Care  - Statewide  Implementation 

LB  81  6,  the  law  mandating  the  development  of  the 
Medicaid  Managed  Care  Program,  requires  that  the 
Department  begin  including  greater  Nebraska  in 
managed  care  beginning  July  1997.  Preliminary  dis- 
cussions on  how  to  implement  this  phase  of  the 
program  have  focused  upon  the  identification  of 
existing  efforts  to  address  access,  quality,  and  cost 
effectiveness.  The  Department's  goal  in  planning  and 
implementation  of  rural  managed  care  is  to  build 
upon  current  efforts,  rather  that  to  supplant  them. 

Medicaid  Managed  Care  - 
Long  Term  Care  Implementation 

The  Department  will  develop  a Long  Term  Care 
(LTC)  managed  care  plan  for  recipients  of  the  Ne- 
braska Medicaid  program.  The  focus  of  the  plan  will 
be  on  aged  and  physically  disabled  individuals.  The 
LTC  plan  will  attempt  to  contain  the  growth  on  Med- 
icaid LTC  costs,  yet  provide  appropriate  services  to 
those  requiring  care. 

In  developing  the  LTC  Plan,  the  Department  will 
look  at: 

1.  System  entry,  how  one  enters  the  managed 
care  service  program  with  respect  to  the  care 
needs  of  the  individual. 

2.  System  entry,  how  one  enters  the  managed  care 
service  program  with  respect  to  their  financial 
condition. 

3.  What  the  optimum  service  delivery  network  in 
the  State  will  be. 

4.  What  type  of  a licensing/certification  system  will 
be  needed  to  support  the  plan. 

5.  What  administrative  structure  is  appropriate 
within  the  State  to  manage  the  plan. 

6.  Will  Federal  Medicaid  waivers  be  necessary  to 
implement  all  or  certain  parts  of  the  plan. 
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It  is  anticipated  that  development  of  the  Medicaid 
LTC  Managed  Care  plan  will  take  approximately  one 

year. 

Bob  Seiffert,  Medicaid  Director  for  the  State,  will 
head  the  project,  with  assistance  from  Department 
staff,  and  staff  from  the  Department  on  Aging  and 
Department  of  Health. 

The  Department  welcomes  any  comments,  ques- 
tions, or  concerns  regarding  Medicaid  Managed  Care. 
Please  feel  free  to  contact  our  office.  As  an  attachment 
to  this  report,  we  are  providing  a current  phone  listing 
for  your  use  in  contacting  Department  staff  (see  at- 
tachment A). 

HOSPITAL  INPATIENT  PROSPECTIVE 
PAYMENT  SYSTEM 

The  Department  of  Social  Services  implemented  a 
prospective  payment  system  for  hospital  inpatient 
services  effective  for  discharges  on  or  after  July  25, 
1995.  Six  hospital  peer  groups  were  developed  for 
reimbursement  purposes.  The  peer  groups  represent 
hospitals  or  distinct  part  units  with  like  characteristics 
and  services. 

Hospitals  in  peer  groups  1, 2,  and  3 are  reimbursed 
by  Diagnosis  Related  Group  (DRG)  methodology. 
Hospitals  in  peer  groups  4,  5,  and  6 are  reimbursed  by 
a prospective  per  diem.  Hospital  services  provided  to 
Medicaid  eligible  clients  participating  in  Nebraska 
Medicaid's  managed  care  plan  (Nebraska  Health  Con- 
nection) for  mental  health  and  substance  abuse  ser- 
vices and/or  a capitated  plan  for  medical-surgical  ser- 
vices will  be  reimbursed  by  the  client's  managed  care 
plan. 

Admission  Precertification  Requirements 

Hospital  services  for  Medicaid  eligible  clients  par- 
ticipating in  Nebraska  Medicaid's  managed  care  plan 
must  be  approved  by  the  client's  managed  care  plan. 

Hospital  inpatient  services  provided  to  Medicaid 
eligible  clients  not  participating  in  Nebraska  Medicaid's 
managed  care  plan  by  facilities  reimbursed  on  a pro- 
spective discharge  basis  (DRG)  do  not  require 
precertification  prior  to  admission.  Retrospective  re- 
view of  the  medical  records  is  conducted  on  a random 
sample  of  discharges.  The  retrospective  review  in- 
cludes: (1)  validation  of  DRG  coding,  (2)  determina- 
tion of  the  medical  necessity  of  the  admission  and/or 
procedures,  (3)  review  for  quality  of  care,  and  (4) 
determination  of  medical  stability  of  the  patient  at 
discharge.  Hospitals  are  required  to  submit  the  entire 
medical  record  to  the  Department's  contracted  peer 
review  organization  (the  Sunderbruch  Corporation- 
Nebraska)  within  30  days  of  the  request  for  retrospec- 
tive review.  A technical  denial  for  the  entire  stay  is 
issued  for  records  not  received  within  30  days. 

Hospital  inpatient  services  provided  to  Medicaid 
eligible  clients  not  participating  in  Medicaid's  man- 
aged care  plan  by  facilities  reimbursed  by  a prospec- 
tive per  diem  must  be  certified  prior  to  admission  by 
the  Department's  contracted  peer  review  organization 
(the  Sunderbruch  Corporation-Nebraska).  Requests  for 
preadmission  certification  may  be  made  within  seven 
days  prior  to  admission  by  calling  1-800-422-4812  or 
474-7471  (Lincoln  area).  Preadmission  certification 
includes:  (1)  medical  necessity  of  the  admission,  (2) 
appropriateness  of  the  service,  and  (3)  level  of  care. 


The  precertification/validation  number  issued  to  the 
provider  by  the  Sunderbruch  Corporation  must  be  on 
the  claim  when  it  is  submitted  for  payment. 

Questions  regc.rding  hospital  services  and/or  hospi- 
tal payment  methodology  may  be  directed  to  Deborah 
Scherer  at  (402)  471-9380. 

MEDICAID  REIMBURSEMENT  FOR  IMMUNIZATIONS 

(VACCINE  FOR  CHILDREN  PROGRAMS 

The  Vaccine  for  Children  (VFC)  program  was  estab- 
lished to  raise  childhood  immunization  levels  by  sup- 
plying federally-purchased  vaccines  to  physician  of- 
fices. Children  who  are  under  1 9 years  of  age  and  (1) 
Medicaid  eligible,  (2)  have  no  health  insurance,  or  (3) 
are  American  Indian  or  Native  Alaskan  are  eligible  to 
receive  VFC  vaccine.  The  Nebraska  Department  of 
Health  has  set  up  a statewide  distribution  system  that 
provides  the  VFC  vaccine  to  participating  physician 
offices.  This  began  December  1,  1995. 

Federal  Medicaid  funding  for  private  stock  vac- 
cines available  through  the  VFCX  program  ends  six 
months  after  the  state  has  implemented  a statewide 
distribution  system  for  the  federally-purchased  VFC 
vaccine.  Federal  Medicaid  funding  will  end  June  1, 
1 996,  for  reimbursement  of  private  stock  vaccine  avail- 
able free  to  the  physician  through  the  VFC  program. 
Reimbursement  for  the  administration  fee  will  con- 
tinue. The  maximum  allowable  for  the  VFC  vaccine 
administration  fee  is  $8.00.  The  administration  fee  is  to 
be  billed  by  using  the  CPT  procedure  code  denoting 
the  immunization  along  with  a 52  modifier.  For  ex- 
ample, if  a child  is  given  a DTP  injection,  the  adminis- 
tration fee  is  to  be  billed  using  CPT  Code  90701  with 
modifier-52  (90701-52)  and  enter  this  on  claim  form 
HCFA-1500  (field  24D),  or  the  current  MC-5  claim 
form  (field  5). 

To  enroll  in  the  VFC,  please  contact  Molly  Iden  or 
Chris  Peterson,  Nebraska  Department  of  Health,  Im- 
munization Program  at  1-800-798-1696.  If  you  have 
questions  regarding  this  article,  please  contact  Sandi 
Kahlandt,  at  (402)  471-9366  or  Diane  Schnase  at  (402) 
471-9188. 

HEALTH  CHECK  SERVICES 

(CHANGES  IN  BILLING) 

Preparation  to  allow  the  reporting  and  billing  of 
HEALTH  CHECK  (EPSDT)  services  on  the  HCFA-1500 
form  continues.  The  change  from  billing  HEALTH 
CHECK  services  on  the  current  State  of  Nebraska  form 
MC-5  to  the  common  claim  form,  HCFA-1500,  is  ex- 
pected to  occur  this  summer.  Providers  will  be  asked 
to  use  certain  CPT  procedure  codes  (preventive  medi- 
cine codes)  with  2 digit  alpha  modifiers  that  denote 
whether  a child  needs  follow-up  car  and  with  what 
type  of  provider.  A provider  notice  will  be  sent  to  all 
Medicaid-enrolled  primary  care  physicians  in  advance 
of  the  change  once  the  computer  work  on  the 
Department's  claims  payment  system  is  complete. 

For  questions  regarding  this  information,  contact 
Sandi  Kahlandt,  Department  of  Social  Services,  Medi- 
cal Services  Division,  at  (402)  471-9366. 

MEDICAID  COVERAGE  EXPANDED 
FOR  PREGNANT  WOMEN 

The  Nebraska  Unicameral  has  required  that  Medic- 
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aid  coverage  be  extended  to  pregnant  women  and 
infants  (to  age  one)  with  income  at  or  less  than  150% 
of  the  Federal  Poverty  limit.  This  expanded  eligibility 
was  effective  July  1,  1996,  and  research  estimated  an 
additional  350-400  pregnant  women  would  be  cov- 
ered by  Medicaid  and  a like  number  of  children. 

WELFARE  REFORM  - EMPLOYMENT  FIRST 

In  November,  1995,  the  Department  implemented 
its  Welfare  Reform  Program  in  five  counties  including 
Adams,  Nuckolls,  Webster,  Clay  and  one-half  of 
Lancaster  County.  Since  this  program  was  implemented 
under  the  auspices  of  a Section  1115  Waiver,  the 
agency  is  required  to  have  a control  group  established 
which  will  be  one-half  of  Lancaster  County.  See  attach- 
ment B for  further  explanation  of  Welfare  Reform 
provisions. 

THE  NEBRASKA  PARTNERSHIP  PROJECT 

On  March  27,  1996,  the  Legislature  passed  LB 
1 044,  the  Nebraska  Partnership  for  Health  and  Human 
Services  Act.  The  law  directs  the  creation  of  a unified, 
accessible,  caring  and  competent  health  and  human 
services  system  through  partnerships  with  communi- 
ties. 

On  January  1,  1997,  the  functions  of  five  state 
agencies  (Aging,  Health,  Public  Institutions,  Social 
Services,  and  Office  of  Juvenile  Services)  will  be  trans- 
ferred to  three  new  agencies:  Health  and  Human 
Services,  Health  and  Human  Services  Finance  and 
Support,  and  Health  and  Human  Services  Regulation 
and  Licensure. 


A key  feature  of  the  unified  system  will  be  its  focus 
on  achieving  measurable  outcomes  that  improve  the 
quality  of  life  of  Nebraska's  citizens. 

Broad  outcomes  are  the  start  of  a new  accountabil- 
ity that  includes  the  development  of  performance 
measures  to  mark  and  sustain  progress.  Another  fea- 
ture will  be  building  strong  collaborative  partnerships 
between  state  government  and  local  communities  to 
achieve  those  outcomes. 

A meaningful  participation  process  involving  state 
employees,  community  members,  advocates,  and  oth- 
ers lies  at  the  heart  of  the  initiative.  The  involvement  of 
many  people  who  have  knowledge  and  interest  is 
critical  to  the  process.  Avenues  for  participation  will 
vary  from  staying  informed  about  the  process,  to  pro- 
viding input  and  feedback  through  meetings  and  fo- 
rums, to  being  involved  through  membership  on  a 
work  team.  This  process  will  begin  soon  and  will  last 
through  September. 

A report,  based  on  the  findings  and  recommenda- 
tions of  this  work,  is  due  to  the  Governor  and  Legisla- 
ture by  December  1,  1 996.  The  report  will  include  any 
legislative  changes  that  will  be  requested  in  1997. 

If  you  are  interested  in  participating  in  the  process, 
or  learning  more  about  the  Nebraska  partnership 
Project,  contact  Becky  Veak  at  (402)  471-7898. 

Respectfully  Submitted, 

Donald  S.  Leuenberger,  Director 
Nebraska  Department  of  Social  Services 
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ATTACHMENT  A 


t ~ Nebraska  Medicaid  Phone  Numbers 

k 

Policy/Coverage 

Progr  m Specialist 

Sec  attached  list 

Medicaid  Eligibility 

NMES  (Nebraska  Medicaid 

Outside  Lincoln 

(800)  642-6092 

Eligibility  System) 

In  Lincoln 

(402)  471-9580 

A vailahle  24  hrs/dav.  7 davs/week 

Managed  Care 

DSS  Managed  Care  stall. 

Sec  attached  list-. 

Provider  Helpline 

Outside  Lincoln 

(800)  600-1297 

In  Lincoln 

(402)  471-7718 

Claim  Payment/ Status 

Medicaid  Inquiry 

Outside  Lincoln 

(800)  332-0265 

Hours:  9-12  noon  and  1-4 PM 

In  Lincoln 

471-Exicnsion 

Monday.  Wednesday.  Friday 

Medicaid  Claims 

Practitioncr/Supplicr 

Extension  3151 

Hospital/Homc  Health 

Extcasion  3154 

Dental 

Extcasion  3155 

Mental  Health 

Extcasion  3155 

Mcdicarc/Mcdicaid  Claims 

Extcasion  3154 

Private  Health  Insurance 

Extcasion  7872 

Casualty/Liability  Ins. 

Extcasion  3153 

Provider  Enrollment 

Extcasion  3155 

First  Health  Services  Corporation 

Drug  Claims 

Helpdesk  - Claim  Inquiry 

(800)  884-3238 

A vailalilc  24  hrs/day.  7 days/week 

Prior  Authorization 

(S00)  884-7387 

Nebraska  Health  Connection  (NHC)  Phone  Numbers 

""1 

■ I 

NHC  Helpline 

Maximus 

(800)  569-0866 

Share  Advantage 

United  Healthcare  of  the  Midlands 

Lincoln 

(402)  466-4445 

Omaha 

(402)  255-5566 

Toll  Free 

(800)  641-1902 

The  Wellness  Option 

Exclusive  Healthcare,  Inc.,  Mutual 

Lincoln 

(402)473-7870 

of  Omaha 

Toll  Free  - Lincoln 

(800)  775-2752 

Omaha 

(402)  351-5894 

Toll  Free  - Omaha 

(800)  710-8978 

Primary  Care  + 

HMO  Nebraska,  BCBS  of  Nebraska 

(800)  843-2374 

FHC  Options,  Inc. 

Access  to  Care  Line  (Mental 

(800)  804-5022 

Hcalth/Substancc  Abuse  Services) 

Rev. 

March  15.  1996 
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ATTACHMENT  A (cont.) 


?;r 

AIDS  (HIV) 

(Vacant) 

Revised  April,  1996 
(402) 471-9147 

Ambulancc-Non-hospital-based 

Patricia  Darnell 

(402)471-9381 

-Hospital-based 

Deborah  Scherer 

(402) 471-9380 

Ambulatory  Room  and  Board 

Deborah  Scherer 

(402)  471-9380 

Ambulatory  Surgical  Centers 

Judy  Ewell 

(402)  471-9368 

Audiology 

Marsha  Rekart 

(402)  471-9395 

Cardiac  Rehabilitation 

Deborah  Scherer 

(402) 471-9380 

Chiropractic 

Patricia  Darnell 

(402)  471-938) 

Copayment  Requirements 

Sec  specific  program  contact  person 

Dental 

Marsha  Rekart 

(402)  471-9395 

Developmental  Disabilities 

Lloya  Fritz 

(402)  471-9621 

Disability  Determinations 

Diane  Schnasc 

(402)  471-9188 

Durable  Medical  Equipment 

Patricia  Darnell 

(402) 471-9381 

Fraud  and  Abuse  (Medicaid  Provider) 

Kris  Logsdon 

(402)471-9365 

HEALTH  CHECK  (EPSDT) 

Sandi  Kahlandt 

(402)  471-9366 

Hearing  Aids 

Marsha  Rekart 

(402)  471-9395 

Home  Health  Services 

Nancy  Olson 

(402) 471-9360 

-Reimbursement 

Penny  Bcavc 

(402)471-9227 

Hospital  Services  -Inpatient  and  Outpatient 

Deborah  Scherer 

(402) 471-9380 

Laboratory  Services 

Judy  Ewell 

(402) 471-9368 

Lock-In  (Client) 

Max  Ward 

(402)  471-9379 

Medical  Supplies 

Patricia  Darnell 

(402)  471-9381 

Mental  Health  & Substance  Abuse 

Bonnie  Brown 

(402) 471-9356 

Margaret  Van  Dyke 

(402) 471-9301 

Anne  Harvey 

(402) 471-9357 

Managed  Care  -Director 

Dennis  Mohatt 

(402) 471-9435 

-Administrator 

David  Cygan 

(402)  471-9050 

-Quality  Assurance  Manager 

Peg  Stessman 

(402) 471-6796 

-Quality  Assurance 

Gay  Jeffries 

(402)  471-9415 

-NHC  Program  Manager 

Betty  Ferdinand 

(402) 471-9643 

Nurse  Practitioncr/Nursc  Midwife 

Judy  Ewell 

(402)  471-9368 

Nursing  Facility  -Authorization 

Rosemary  Stubbendcck. 

(402) 471-9384 

-Authorization  (ICF-  /MR) 

Susie  Pugsley 

(402) 471-9389 

-PASARRP 

Rosemary  Stubbendcck 

(402)  471-9384 

-Reimbursement 

Penny  Beave 

(402)  471-9227 

Occupational  Therapy 

Marsha  Rekart 

(402) 471-9395 

Optometric 

Patricia  Darnell 

(402) 471-9381 

Orthotic  Devices 

Patricia  Darnell 

(402) 471-9381 

Out-Of-State  Services  -Physician 

Judy  Ewell 

(402)  471-9368 

-Mental  Hcalth/Substancc  Abuse 

See  MH/SA  listing 

-Hospital 

Deborah  Scherer 

(402) 471-9380 

Personal  Care  Aide 

Penny  Beave 

(402) 471-9227 

Pharmacy  (Drug  Products) 

Max  Ward 

(402) 471-9379 

Physical  Therapy 

Marsha  Rckart 

(402)471-9395 

Physician 

Judy  Ewell 

(402) 471-9368 

Physician  Assistants 

Judy  Ewell 

(402) 471-9368 

Podiatry 

Patricia  Darnell 

(402) 471-9381 

Presumptive  Eligibility 

Sandi  Kahlandt 

(402) 471-9366 

Private  Duty  Nursing  (LPN,  RN) 

Nancy  Olson 

(402) 471-9360 

Prosthetic  Devices 

Patricia  Darnell 

(402)471-9381 

Radiology  Services 

Judy  Ewell 

(402) 471-9368 

Respiratory  Therapy 

Marsha  Rekart 

(402) 471-9395 

Rural  Health  Clinics 

(Vacant) 

(402) 471-9147 

Speech  Pathology 

Marsha  Rckart 

(402) 471-9395 

Staft  Ward  Medical 

Joy  Maly 

(402) 471-9414 

Vaccine  Distribution 

Diane  Schnase 

(402)471-9188 

Vision  Care 

Patricia  Darnell 

(402)471-9381 

July  1996  Nebraska  Medical  Journal  2 

ATTACHMENT  B 


Summary  of  the  Provisions  of  Nebraska's  Welfare  Reform 


Current: 

Welfare  Reform: 

Financial  and  medical  assistance  orovided  as  an 
entitlement  based  solelv  uoon  the  status  of  the 
family. 

Long  term  assistance  to  those  unable  to  work. 

T emporary  assistance  to  those  who  are 
employable. 

Medical  assistance  for  children  will  be  available  as 
long  as  the  children  are  eligible. 

ADC  family  assistance  continues  until  the  family  Is 
no  longer  eligible. 

Temporary  ADC  family  assistance  available  for  up 
to  two  years  or  when  the  adult  in  the  family 
becomes  employed. 

One  parent  must  be  absent,  incapacitated  or 
unemployed  before  the  family  can  receive  ADC 
family  assistance. 

To  encourage  families  to  remain  intact,  we  will 
serve  two-parent  families  in  the  same  way  we 
would  single  parent  families. 

| Some  income  of  children  impacts  negativety  on  the 
| family  grant. 

To  encourage  children  to  remain  in  school,  we  will 
exempt  all  earned  income  of  children  who  are  in 
school. 

Current  system  encourages  teen  parents  to  move 
out  of  the  home  of  their  parents. 

Remove  the  incentive  for  teen  parents  to  move 
from  their  parents’  home. 

Employment  does  not  pay  because  incentives  are 
available  for  only  four  months. 

Make  work  pay  by  increasing  the  incentives  (60% 
earned  income  disregard)  and  making  them 
available  for  the  entire  time  that  they  receive  A. 
family  assistance. 

Family  resources  limited  to  $1,000  plus  up  to  $1,500 
equity  value  in  a car 

Family  resource  limit  increased  to  $5,000  and  the 
value  of  one  car. 

Family  assistance  may  increase  with  the  birth  of  any 
child. 

Family  assistance  may  increase  with  the  birth  of 
any  child  in  the  first  10  months  of  assistance. 

Family  may  have  support  services  to  help  them 
become  employed. 

Family  will  have  a contract  that  guarantees 
supportive  services  to  help  them  become 
employed. 

Some  educational  grants  reduce  the  ADC  benefit. 

No  educational  grants  will  reduce  the  ADC  benefit. 

Family  must  participate  in  Job  Support  to  help  them 
become  employed  after  the  youngest  child  reaches 
one  year  of  age. 

Family  must  participate  part-time  in  Job  Support  to 
help  them  become  employed  after  the  youngest 
child  reaches  three  months  of  age/full-time  at  six 
months  of  age. 

Family  sanctioned  for  failure  to  participate  in  Job 
Support  means  loss  of  benefits  for  adults. 

Family  sanctioned  for  failure  to  participate  in  Job 
Support  means  loss  of  benefits  for  the  family. 

Child  Care  available  for  up  to  one  year  after  the 
person  goes  to  work. 

Child  Care  available  for  up  to  two  years  after  tt 
person  goes  to  work. 

Medical  care  available  for  up  to  one  year  after  the 
person  goes  to  work. 

Medical  care  available  for  up  to  two  years  after  the 
person  goes  to  work. 

Children  under  16  must  remain  In  school,  ff  a child 
drops  out  of  school  they  must  return  to  school, 
participate  In  Job  Support  or  be  removed  from  the 
ADC  grant. 

Children  under  16  must  remain  in  school.  Parents 
should  encourage  children  to  remain  in  school.  If 
a child  drops  out  of  school  they  must  return  to 
school,  participate  In  Job  Support,  or  be  removed 
from  the  ADC  arant. 

U Families  dissatisfied  with  the  action  of  the 
8 department  has  only  one  administrative  remedy. 

Family  may  choose  mediation  and/or  an 
administrative  hearing. 
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Prepared  by  Nebraska  Department  of  Social  Services, 

February  28,  1995 


REPORT  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 
April  1996 

Thank  you  for  the  opportunity  to  present  this  report 
on  the  Nebraska  Department  of  Health  and  its  activi- 
ties. 

EARLY  SCREENING  FOR  BREAST 
AND  CERVICAL  CANCER 

The  staff  of  the  Every  Woman  Matters  Program 
would  like  to  express  their  appreciation  to  the  Ne- 
braska Medical  Association  for  the  joint  cooperative 
effort  that  resulted  in  the  production  of  an  issue  of  the 
Nebraska  Medical  Journal  devoted  entirely  to  the 
subject  of  breast  cancer.  The  goal  of  this  issue  is  to 
help  physicians  become  more  aware  of  barriers  to 
early  detection  and  of  new  surgical,  radiation,  and 
chemotherapeutic  options.  Thanks  to  the  generosity 
of  the  NMA,  the  March  Journal  was  shared  with  all 
Nebraska  physicians,  regardless  of  membership. 

There  is  clearly  a need  for  awareness  efforts  in  the 
state.  The  1993  Nebraska  Behavioral  Risk  Factor  Sur- 
vey reported  that  less  than  half  (43  percent)  of  women 
50  years  and  older  received  a screening  mammogram 
within  the  past  year.  Nebraska's  low  rate  of  screening 
mammography  places  us  near  the  bottom  nationally. 

Data  from  the  Nebraska  Cancer  Registry  show  that 
breast  cancer  was  the  most  common  site  for  new 
cancer  cases  diagnosed  among  Nebraska  women  in 
the  period  1989-1993.  During  the  same  period,  breast 
cancer  was  also  the  most  frequent  cause  of  cancer 
deaths  among  women. 

The  Department's  Every  Woman  Matters  Program 
offers  free  or  low-cost  breast  and  cervical  cancer 
screening  exams  for  Nebraska  women  earning  up  to 
a moderate  income.  For  example,  a woman  in  a family 
of  two  can  earn  up  to  $22,568,  and  a woman  in  a 
family  of  four  can  earn  up  to  $34,088  and  be  eligible 
for  the  low-cost  exams,  which  are  $5  each  year. 

The  program  began  screening  in  September  1992. 
So  far,  nearly  17,000  women  have  enrolled  in  the 
program  and  450  physicians'  offices,  mammography 
units,  hospitals,  clinics  and  laboratories  have  joined 
the  program.  The  program  offers  Pap  tests,  pelvic 
exams,  clinical  breast  exams,  screening  and  diagnos- 
tic mammography,  fine  needle  or  cyst  aspirations, 
colposcopies  and  colposcopy-directed  biopsies. 

As  of  February  of  this  year,  6,881  mammograms 
and  12,368  Pap  tests  have  been  performed.  As  a 
result,  24  breast  cancers  in-situ  and  13  invasive  breast 
cancers  were  detected,  as  well  as  110  cervical  can- 
cers in-situ  and  4 invasive  cervical  cancers. 

Thanks  to  a bill  passed  last  year,  the  Nebraska 
Department  of  Health  is  able  to  receive  donations 
and  grants  and  expend  funds  to  pay  for  definitive 
diagnostic  procedures.  The  Junior  League  of  Omaha 
has  donated  funds  from  its  Race  for  the  Cure  for 
biopsies.  Some  private  and  foundation  funding  is 
available  to  pay  for  cervical  definitive  diagnosis.  All  of 
the  women  whose  cancer  has  been  detected  on  the 
program  have  been  treated  or  are  in  the  process  of 
treatment. 


Every  Woman  Matters  is  funded  through  a grant 
from  the  Centers  for  Disease  Control  and  Prevention. 
For  more  information  on  the  program,  please  call 
Debra  Tomlinson  Hoffman,  program  administrator, 
(402)  471-0929. 

NEWBORN  SCREENING 

After  a three-year  development  phase  which  in- 
volved a federal  technical  assistance  site  visit  and  a 
great  deal  of  input  from  pathologists,  geneticists, 
laboratories,  and  parents,  the  regulations  governing 
screening  of  infants  for  metabolic  diseases  were  de- 
veloped and  are  currently  being  promulgated. 

The  regulations  add  the  disorders  galactosemia 
and  hemoglobinopathies,  including  sickle  cell  ane- 
mia, to  the  current  test  battery  of  phenylketonuria 
(PKU),  congenital  primary  hypothyroidism  and 
biotinidase  deficiency.  Adding  these  two  disorders 
aligns  Nebraska  with  the  standard  test  battery  of  the 
majority  of  other  states.  These  regulations  specify 
standardized  tests,  test  methods  and  techniques  for 
the  screening  tests  by  laboratories  to  assure  consis- 
tent quality  testing  throughout  Nebraska. 

The  regulations  also  standardize  reports  and  re- 
porting procedures  in  the  form  of  an  electronic  data- 
base from  laboratories  to  the  Department  to  allow 
more  timely  and  accurate  follow-up  of  test  results. 

In  order  to  implement  the  requirements  of  the 
regulations,  extensive  statewide  educational  inservices 
are  planned  for  hospitals  and  laboratories.  A 
practitioner's  manual  for  the  Nebraska  Newborn 
Screening  Program  and  new  brochures  outlining  each 
particular  disorder  are  under  development. 

VACCINES  FOR  CHILDREN  PROGRAM 

The  Vaccines  for  Children  Program  was  authorized 
in  1993  to  provide  free  vaccines  to  four  categories  of 
children  for  whom  the  cost  of  vaccines  might  be  a 
barrier  to  being  appropriately  immunized.  The  vac- 
cines are  available  through  physicians'  offices  for 
Native  American  and  Eskimo  children,  and  tP  children 
who  are  Medicaid-eligible  or  who  do  not  have  insur- 
ance coverage  for  immunizations.  In  Nebraska,  97 
private  sites  have  signed  up  for  the  program,  in 
addition  to  25  rural  health  clinics  and  85  public 
immunization  clinics. 

The  Department  began  filling  orders  last  Novem- 
ber, after  contracting  with  a shipper  to  receive,  store 
and  ship  vaccines  to  physicians  and  clinics  through- 
out Nebraska  with  24-hour  guaranteed  delivery.  Since 
then,  over  53,000  doses  have  been  distributed. 

The  significance  of  the  VFC  Program  is  that  it  puts 
vaccine  in  private  physicians'  offices  so  that  they  can 
immunize  their  patients  in  conjunction  with  well-baby 
checkups,  taking  advantage  of  every  opportunity  to 
immunize.  The  latest  federal  report  indicates  that  only 
72  percent  of  Nebraska's  two-year-olds  are'age-appro- 
priately  immunized.  Thus,  a significant  portion  (28 
percent)  are  not  up-to-date. 

The  Immunizations  Program  has  received  a soft- 
ware package  from  the  CDC  that  will  help  physicians 
conduct  a chart  review  to  assess  the  immunization 
levels  of  their  patients  through  a random  sampling  of 
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patient  records.  The  Clinical  Assessment  Software 
Application  is  available  to  physicians,  with  technical 
assistance  from  the  Immunizations  Program.  For  more 
information,  contact  Grey  Borden,  (402)  471-2937. 

FLUORIDATION 

For  the  first  time  in  20  years,  new  water  fluoridation 
equipment  is  being  installed  on  public  water  systems 
in  Nebraska.  Ten  communities  in  the  state  have  re- 
ceived awards  totaling  approximately  $57,000  from 
the  Preventive  Health  and  Health  Services  Block  Grant 
for  the  purpose  of  fluoridating  their  water  systems.  The 
recipients  are  Gothenburg,  Fremont,  Valley,  Auburn, 
Columbus,  Magnet,  Utica,  Hallam,  Springfield  and 
Tecumseh. 

Nebraska  has  had  a mandatory  fluoridation  law 
since  1973.  Communities  were  required  to  fluoridate 
unless  their  city  council  or  a referendum  of  the  people 
chose  not  to  do  so  by  1 974.  Having  made  the  decision 
not  to  fluoridate  twenty  years  ago,  today  those  com- 
munities can  change  that  decision  upon  a vote  of  the 
city  council  or  a vote  of  the  people.  The  communities 
of  Holdrege,  Falls  City,  Stanton,  and  Valparaiso  are 
each  planning  a referendum  on  water  fluoridation  this 
spring.  The  Department  of  Health  has  funding  avail- 
able to  purchase  fluoridation  equipment  until  June  of 
this  year,  on  a first  come,  first  served  basis. 

Physicians  can  be  important  sources  of  information 
about  the  benefits  of  drinking  fluoridated  water.  Their 
support  for  fluoridation  in  their  own  communities  can 
be  a significant  influence  in  the  decision  to  fluoridate. 

Currently  in  Nebraska,  63  percent  of  the  people 
served  by  public  water  systems  drink  fluoridated  wa- 
ter. The  Department  of  Health's  goal  is  to  have  75 
percent  of  all  Nebraskans  served  by  public  water 
systems  drinking  fluoridated  water  by  the  year  2000. 

By  age  17,  85  percent  of  all  school  children  have 
experienced  dental  cavities.  Drinking  fluoridated  wa- 
ter has  been  shown  to  decrease  dental  disease  by  40 
to  60  percent.  For  every  $1  spent  on  fluoridation,  $50 
in  dental  expenses  can  be  saved.  Fluoridation  has  the 
potential  to  significantly  reduce  Nebraska's  Medicaid 
expenditures  for  dental  services,  which  totals  approxi- 
mately $10  million  each  year. 

If  a community  water  supply  is  not  optimally  fluori- 
dated, supplemental  fluoride  may  be  prescribed  by 
physicans  and  dentists.  Children  over  six  months  to 
age  1 7 should  receive  supplemental  fluoride.  Recently 
the  American  Academy  of  Pediatrics  modified  the 
supplemental  fluoride  dosing  schedule,  recommend- 
ing that  no  fluoride  be  prescribed  until  six  months  of 
age. 

When  considering  supplemental  fluoride  dosing, 
special  consideration  should  be  given  to  those  pa- 
tients who  reside  in  a newly  fluoridating  area.  It's 
important  to  thoroughly  dialogue  with  each  family  as 
to  their  actual  drinking  water  source.  It  is  also  impor- 
tant to  reailize  that  a person's  mailing  address  may  not 
indicate  their  actual  drinking  water  source.  Testing  is 
the  best  way  to  determine  the  actual  fluoride  level  of 
a patient's  drinking  water  source  prior  to  writing  a 
fluoride  prescription.  The  State  Laboratory  can  pro- 
vide this  service  for  a nominal  fee. 

For  more  information  about  water  fluoridation  or  a 
copy  of  the  supplemental  fluoride  dosing  schedule, 
please  contact  Kim  McFarland,  DDS,  at  (402)  471-0166. 


MANDATORY  REPORTING 

According  to  the  Professional  and  Occupational 
Licensure  Division,  there  have  been  40  reports  made 
against  36  physicians  since  mandatory  reporting  be- 
came effective  on  May  8,  1 995.  The  table  that  follows 
shows  the  number  of  incidents  reported  by  reporting 
source  and  the  decisions  made  by  the  Board  of  Exam- 
iners in  Medicine  and  Surgery  regarding  those  reports. 
This  Board  is  authorized  by  statute  to  review  all  such 
reports  to  determine  if  the  reported  incidents  warrant 
investigating  for  the  purpose  of  disciplinary  action 
initiation. 


Reporting 

Entity 

Number 

Reported 

Board  Decision: 
Investigate 

Board  Decision: 
Not  Investigate 

Insurance 

Carrier 

27 

2 

6 (19  to  be 
reviewed  as  of  3/ 
31/96 

Facility/Peer 

Association 

2 

1 

1 

Self 

3 

1 

2 

Other 

Professionals 

(non-physicians) 

6 

4 

1 (1  to  be  reviewed 
as  of  3/31/96) 

Other  Physicians 

2 

2 

0 

Totals 

40 

10 

10 

An  analysis  of  these  data  indicates  that  the  Board  has 
determined  that  75  percent  of  the  reports  made  by 
insurance  carriers  should  not  be  investigated;  while  it 
has  determined  that  100  percent  of  those  reports  that 
were  made  by  other  physicians  should  be  investi- 
gated; and  that  80  percent  of  those  made  by  non- 
physician reporters  (e.g.,  nurses)  should  be  investi- 
gated. Of  those  reports  made  by  facilities,  the  Board 
has  determined  that  50  percent  of  them  should  be 
investigated;  and  that  33  percent  of  those  self-re- 
ported  should  be  investigated. 

From  this  analysis  one  could  conclude  that: 

1)  physicians  who  are  reported  by  other  physicians 
are  the  most  likely  to  have  investigations  of  the  re- 
ported incidents  occur; 

2)  the  Medical  Board  regards  reports  made  by 
other  physicians  and  other  health  professionals  to  be 
greater  indicators  of  inappropriate  physician  care  and/ 
or  behaviors;  and 

3)  malpractice  payment  reports  are  considered  by 
the  Medical  Board  to  be  the  least  indicative  of  quality 
of  care  problems. 

The  Nebraska  Department  of  Health  offered  infor- 
mational sessions  last  fall  at  locations  across  the  state 
to  explain  new  reporting  requirements  for  health  pro- 
fessionals. 

These  regulations,  which  were  developed  in  com- 
pliance with  LB  1223  passed  by  the  Legislature  in 
1 994,  require  the  reporting  of  certain  types  of  conduct 
to  the  Department  of  Health  within  30  days  of  occur- 
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rence.  Professional  associations,  health  facilities,  peer 
review  organizations,  the  clerks  of  the  county  or  dis- 
trict court,  health  professionals,  and  insurers  are  re- 
quired to  report. 

In  summary,  health  professionals  must  report  mem- 
bers of  their  own  profession  who  commit  acts  of  gross 
incompetence  or  unprofessional  conduct,  exhibit  pat- 
terns of  negligent  conduct,  practice  while  impaired  by 
alcohol,  drugs  or  disability,  or  who  commit  other  vio- 
lations of  regulations.  Professionals  of  one  profession 
must  report  others  of  a different  profession  for  acts  of 
gross  incompetence  and  practice  while  impaired  by 
alcohol,  drugs  or  disability. 

Individuals  practicing  a health  profession  must  re- 
port themselves  for  loss  of  hospital  privileges,  resigna- 
tion from  staff,  loss  of  employment,  licensure  denial, 
loss  of  membership  in  a professional  organization,  an 
adverse  action  pertaining  to  professional  liability  cov- 
erage (when  such  actions  were  due  to  incompetence, 
negligence,  unethical  or  unprofessional  conduct,  or 
physical,  mental,  or  chemical  impairment),  licensure 
discipline  in  any  other  state,  and  conviction  of  a felony 
or  misdemeanor. 

NEBRASKA  PARTNERSHIP  FOR 
HEALTH  AND  HUMAN  SERVICES  ACT 

In  January  of  last  year,  Governor  Ben  Nelson  asked 
Lt.  Governor  Kim  Robak  to  review  health  activities  in 
the  state  with  the  goal  of  improving  coordination 
among  service  providers,  state  agencies  and  commu- 
nities. A proposal  for  the  Nebraska  Partnership  Project 
was  the  result  of  this  review. 

The  plan  for  a unified  health  and  human  services 
system  in  Nebraska  will  unfold  in  the  coming  months 
as  the  functions,  services,  programs  and  appropria- 
tions are  realigned  to  create  a system  that  is  acces- 
sible, caring  and  competent  and  that  works  in  partner- 
ship with  communities  and  their  public  and  private 
sector  entities. 

The  plan  calls  for  the  redesign  for  four  state  agen- 
cies— the  Departments  of  Health,  Public  Institutions, 
Aging,  and  Social  Services  — and  the  Office  of  Juve- 
nile Services  located  in  the  Department  of  Correc- 
tional Services,  by  creating  three  new  agencies  — 
Services,  Regulation  and  Licensure,  and  Finance  and 
Support.  The  result  will  be  a unified  and  coordinated 
system  designed  to  meet  the  needs  of  Nebraskans. 

The  redesign  process  will  begin  this  spring  and 
continue  into  summer  and  fall.  Participation  and  input 
from  communities,  individuals,  families,  advocacy 
groups,  and  organizations  will  be  sought.  A series  of 
community  meetings  will  be  held  to  receive  public 
input. 

DEPARTMENT  OF  HEALTH'S  REORGANIZATION 

A year  has  passed  since  the  Nebraska  Department 
of  Health  reorganized  the  structure  of  the  agency  in 
order  to  streamline  its  operations  and  make  it  more 
efficient  and  responsive  to  the  needs  of  Nebraskans. 
The  changes  resulted  in  a redirection  of  resources  to 
key  department  initiatives  and  programs  in  a manner 
that  allows  them  to  focus  on  essential  activities.  The 
primary  goals  of  the  restructuring  were  to  enable  staff 
to  work  better  with  the  resources  available,  and  to 


facilitate  coordination  and  communication  among  staff 
in  the  accomplishment  of  their  responsibilities.  The 
Department  of  Health's  examination  of  its  internal 
operations  and  resultant  restructuring  has  prepared  it 
well  for  the  coming  changes  that  will  be  brought  about 
by  the  Nebraska  Partnership  Project. 

The  Family  Health  Section  today  consists  of  pro- 
grams that  formerly  made  up  the  Bureau  of  Family 
Health  Services,  including  the  Supplemental  Nutrition 
Program  for  Women,  Infants  and  Children,  the  Adoles- 
cent Health  Program,  and  the  Newborn  Screening 
Program.  In  addition,  the  section  contains  other  pro- 
grams affecting  the  health  of  mothers  and  children  that 
were  formerly  located  elsewhere  in  the  department. 
These  include  the  Immunizations  Program,  the  School 
Health  Program,  and  Family  Planning.  By  bringing 
these  programs  concerned  with  maternal  and  child 
health  together  in  one  section,  the  focus  on  the  health 
of  this  special  population  has  been  improved  and 
expanded. 

Dr.  David  Schor,  who  was  formerly  head  of  the 
Maternal  and  Child  Health  Division,  is  now  serving  as 
medical  consultant  to  the  entire  department  because 
his  expertise  is  vital  to  other  public  health  programs 
also.  He  is  still  an  active  participant  in  maternal  and 
child  health  issues  that  concern  the  Nebraska  Depart- 
ment of  Health.  Dr.  Schor  is  continuing  his  work  on  the 
Child  Death  Review  Team  and  we  hope  to  have  a 
report  on  that  review  this  summer. 

Because  of  uncertainties  due  to  the  budget  discus- 
sions on  the  federal  level,  we  have  not  yet  received 
notice  of  funding  amounts  for  Title  V (Maternal  and 
Child  Health  Block  Grant)  for  fiscal  year  1 996.  Through 
the  implementation  of  the  Community  Health  Services 
Act,  the  Department  of  Health  is  in  the  process  of 
redefining  how  block  and  categorical  grant  funds  are 
used  to  support  community-based  public  health  activi- 
ties. There  are  opportunities  for  the  NMA  as  a member 
of  the  Community  Health  Partners  of  Nebraska  to  give 
input  to  proposed  funding  methodologies  and  strate- 
gies. 

COMMUNITY  HEALTH  SERVICES 

In  May  the  Community  Health  Partners  of  Ne- 
braska will  kickoff  their  plan  to  help  communities 
improve  the  health  status  of  their  residents.  The  group, 
which  began  meeting  last  year,  is  composed  of  repre- 
sentatives from  local  health  departments,  the  Associa- 
tion of  Nebraska  Community  Action  Agencies,  the 
Nebraska  Association  of  Hospitals  and  Health  Sys- 
tems, and  the  Nebraska  Medical  Association.  Since 
then,  they  have  developed  a health  needs  assessment 
tool  which  provides  information  and  direction  on  ini- 
tiating, developing  and  sustaining  a community-based 
initiative  to  improve  community  health.  Its  compo- 
nents include:  building  a community  health  coalition, 
establishing  a foundation  for  a successful  community 
health  strategy,  assessing  community  health,  prioritiz- 
ing community  health  issues,  and  developing  and  imple- 
menting a community  health  strategy.  The  assessment 
manuals  will  soon  be  distributed  to  communities  inter- 
ested in  identifying  their  assets,  problems  and  needs, 
and  in  developing  plans  to  meet  those  needs.  The 
Community  Health  Partners  will  provide  technical  as- 
sistance and  data  to  help  communities  develop  their 
plans.  The  Partners  will  serve  as  an  innovative,  unifying 
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force  in  the  state  as  we  develop  a community-based, 
outcome-oriented  and  integrated  health  services  deliv- 
ery system. 

HOSPITAL  DISCHARGE  DATA 

As  the  result  of  a contract  between  the  Department 
of  Health  and  the  Nebraska  Association  of  Hospitals 
and  Health  Systems,  the  first  year  of  hospital  discharge 
data  is  now  available.  These  data  give  the  reasons  for 
hospital  admissions  and  treatment  and  will  help  plan- 
ners assess  the  health  status  of  communities  and  their 
residents.  These  data  will  provide  information  about 
the  kinds  of  injuries  and  diseases  that  are  occurring  in 
Nebraska  and  help  us  propose  strategies  to  prevent 
them.  In  short,  hospital  discharge  data  will  give  us 
more  information  about  the  total  burden  of  disease 
and  disability  in  the  state.  It  will  be  invaluable  to  the 
Department  of  Health,  other  public  health  agencies, 
and  health  care  providers  as  we  work  together  to 
improve  the  health  of  Nebraskans. 

MEDICAID  MANAGED  CARE  COMMISSION 

The  Medicaid  Managed  Care  Commission  is  con- 
tinuing to  carry  out  its  charge  to  review  and  evaluate 
the  implementation  of  Medicaid  managed  care  in 
Nebraska. 

The  Health  Care  Financing  Administration  recently 
completed  a routine  site  visit  to  examine  how  well 
Nebraska's  system  is  working.  The  HCFA  representa- 
tives were  impressed  with  the  community  health  nurs- 
ing and  nursing  assessment  components  of  Nebraska's 
plan.  They  expressed  concerns  about  quality  assur- 
ance and  some  vendors'  lack  of  experience  with  the 
Medicaid  population.  HCFA  plans  a future  visit  to 
assess  Nebraska's  progress. 

The  Medicaid  Managed  Care  Program,  which  has 
been  operating  in  Douglas,  Lancaster  and  Sarpy  coun- 
ties since  July,  is  currently  in  the  process  of  converting 
eligibles  to  one  of  the  plans.  As  of  March  1,  29,429 
clients  were  active  with  a health  plan,  and  approxi- 
mately 20,000  remain  to  be  enrolled.  The  bulk  of 
enrollment  is  expected  to  be  completed  by  April  1. 
(These  figures  do  not  include  state  wards,  those  in 
foster  care,  or  the  blind  and  disabled,  who  will  be 
enrolled  at  a later  date.)  Approximately  100,000  cli- 
ents have  been  enrolled  statewide  in  the  mental  health 
component  of  the  plan. 

In  the  absence  the  availability  of  long-term  data,  the 
Commission  will  conduct  an  assessment  based  on 
contract  deliverables,  such  as  access,  availability,  ser- 
vices, quality,  the  network  of  providers,  provider  per- 
formance, clinical  indicators,  clinical  program  initia- 
tives, and  delivery  systems.  The  Commission  must 
complete  its  work  of  evaluating  the  Medicaid  Man- 
aged Care  Program  before  the  group  sunsets  in  April 
1997. 

ABORTION  REPORT 

The  1995  Statistical  Report  of  Abortions  compiled 
by  the  Nebraska  Department  of  Health  indicates  that 
4,838  abortions  were  reported  last  year,  a decrease  of 
9 percent  compared  to  1 994's  total.  More  than  half  (53 
percent)  of  women  who  had  abortions  last  year  re- 
ported having  more  than  one  abortion.  Of  that  total, 
56 7 reported  having  two  previous  abortions;  203  had 
three;  and  80  had  four. 


The  Department  of  Health  is  required  by  statute  to 
make  this  report  available  by  March  1 of  each  year.  An 
internal  group  is  examining  the  feasibility  of  making 
changes  to  the  abortion  reporting  form  to  make  the 
information  it  gathers  more  useful  to  public  health. 

NEBRASKA  HEALTH  INFORMATION  PROJECT 

The  first  report  of  the  Nebraska  Health  Information 
Project  is  available  to  interested  parties.  This  publica- 
tion meets  the  requirements  in  LB  1223  for  an  annual 
report  on  the  status  of  health  care  expenditures  in 
Nebraska,  including  information  on  access  and  quality 
assurance,  with  recommendations  for  improvements 
in  the  health  care  delivery  system.  Future  reports  are 
planned  to  present  additional  data  which  may  help 
those  interested  in  health  policy  in  Nebraska  address 
issues  of  critical  importance.  The  Health  Information 
Project  is  a partnership  between  the  Department  of 
Health  and  the  University  of  Nebraska  Medical  Center. 

YOUTH  RISK  BEHAVIOR  SURVEY 

The  Youth  Risk  Behavior  Survey  was  conducted  in 
randomly  selected  schools  last  spring  among  2,037 
Nebraska  adolescents  in  grades  9-12  and  1,356  stu- 
dents in  grades  7 and  8. 

The  purpose  of  the  survey  is  to  find  out  what  risk 
factors  the  students  in  Nebraska  have  and  to  gain 
information  that  will  help  the  state  health  department, 
local  health  departments,  schools  and  communities 
address  those  risks  and  prevent  health  problems. 

The  results  indicate  that  among  students  grade  9- 

12: 

• 38  percent  of  students  had  smoked  cigarettes  in 
the  last  30  days,  up  from  34  percent  two  years 
ago. 

• 41  percent  had  been  on  a drinking  binge  (de- 
fined as  five  or  more  drinks  in  a row)  in  the  last 
30  days,  up  from  36  percent  in  1993. 

• 24  percent  had  used  marijuana,  up  from  19 
percent. 

• 54  percent  had  ridden  in  a car  in  the  last  30  days 
with  someone  who  had  been  drinking,  up  from 
43  percent  in  1 993. 

• 47  percent  reported  having  had  sexual  inter- 
course at  least  once,  the  same  percentage  as 
two  years  ago. 

• 56  percent  had  talked  about  HIV/AIDS  with  a 
parent  or  other  adult  in  their  family,  a drop  from 
62  percent  in  1 993. 

• 1 0 percent  of  female  students  made  themselves 
vomit  and/or  took  diet  pills  during  the  previous 
30  days,  up  from  8 percent. 

This  was  the  first  year  that  the  survey  was  con- 
ducted among  7th  and  8th  grade  students.  In  those 
grades: 

• 53  percent  had  tried  smoking;  33  percent  of 
males  had  tried  chewing  tobacco. 

• 60  percent  had  been  in  a physical  fight. 

• 70  percent  reported  drinking  alcohol;  51  per- 
cent had  ridden  in  a car  with  someone  who  had 
been  drinking. 
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• 1 9 percent  reported  having  sexual  intercourse  at 

least  once. 

The  survey  was  funded  by  a grant  from  the  federal 
Centers  for  Disease  Control  and  Prevention  in  collabo- 
ration with  the  Nebraska  Department  of  Education. 

AIDS 

There  were  102  cases  of  AIDS  reported  last  year, 
bringing  to  689  the  total  number  reported  since  the 
first  case  in  1983.  Of  the  102  new  cases  in  1995,  ten 
were  female  and  92  were  male.  At  the  time  of  diagno- 
sis, the  largest  share  of  cases  were  in  their  30's  (48), 
followed  by  those  in  their  40's  (24)  and  20's  (21).  One 
was  a child  under  1 3,  three  were  in  their  teens,  and  five 
were  over  age  49. 

Here  is  a breakdown  of  AIDS  cases  reported  in  the 
state  since  1983,  with  a map  showing  the  distribution 
of  AIDS  cases  by  Nebraska's  six  health  planning  re- 


gions. 

Age 

Under  5 6 

5-12 1 

13-19 6 

20-29 166 

30-39 316 

40-49 151 

Over  49 43 

TOTAL 689 

Race/Ethnicity 

White 538 

Black 105 

Hispanic 37 

Asian/Pac. Island 2 

Am.  Indian/Alaska  Native 7 

TOTAL 689 

Exposure  Category 

Men  who  have  sex  with  men 428 

Injecting  drug  use 65 

Men  who  have  sex  with  men  and  inject  drugs 64 

Hemophilia/coagulation  disorder 32 

Heterosexual  contact 45 

Receipt  of  blood,  components  or  tissue 14 

Mother  with  or  at  risk  for  HIV 7 

Risk  not  reported/other 34 

TOTAL 689 


Of  the  689  persons  reported  with  AIDS,  417  have 
died. 

(See  attached  map  of  cumulative  cases  of  AIDS 
reported  in  Nebraska  1/83  to  12/95  by  Health  Plan- 
ning Regions) 

HIV  COUNSELING  AND  TESTING  SITES 

Eight  new  counseling  and  testing  sites  have  been 
added  in  the  state,  bringing  the  total  to  16,  with  22 
additional  outreach  and  satellite  clinics.  These  sites, 
funded  through  the  Department  by  the  Centers  for 
Disease  Control  and  Prevention,  offer  confidential  and 
anonymous  HIV  antibody  testing.  These  sites  send 
blood  samples  to  the  State  Health  Laboratory,  which 
uses  the  ELISA  as  a screening  test  for  antibodies  to 
HIV,  and  the  Western  Blot  as  an  antigen  confirmatory 
test.  Charles  Drew  Health  Center  and  the  Grand  Is- 
land/Hall County  Health  Department  offers  the  Single 


Use  Diagnostic  Systems  test,  which  can  provide  the 
same-day  or  next-day  results.  This  test  is  a screening 
test  only.  If  antibodies  occur,  a blood  sample  will  be 
sent  to  the  state  laboratory  for  a confirmatory  test. 

The  new  counseling  and  testing  sites  are  Columbus 
Community  Hospital,  Panhandle  Community  Services, 
Western  Community  Health  Resources,  Kimball  County 
Hospital,  Hastings  Family  Planning,  Central  Nebraska 
Community  Services,  Polk  County  Health  Department 
and  Great  Plains  Regional  Medical  Center. 

HIV  REPORTING 

Reporting  requirements  for  positive  laboratory  tests 
and  immunosuppression  caused  by  HIV  became  effec- 
tive last  July.  Human  immunodeficiency  virus  infection 
(ELISA  plus  confirmatory  test)  and  immunosuppres- 
sion documented  by  CD4  counts  less  than  800  have 
been  added  to  the  list  of  diseases  required  to  be 
reported  to  the  Department  within  seven  days  of 
detection  by  physicians,  hospitals  and  laboratories.  All 
cases  need  to  be  reported,  even  if  it  appears  that  the 
patient  is  living  outside  the  state  of  Nebraska.  Every 
health  care  provider  treating  a person  for  HIV  or  AIDS 
has  a responsibility  to  report,  even  if  the  patient  was  a 
referral  from  another  health  care  provider. 

In  addition  to  being  able  to  offer  supportive  ser- 
vices, partner  notification,  and  referrals,  the  Depart- 
ment will  be  able  to  document  the  movement  of  the 
epidemic  through  the  population  with  greater  accu- 
racy, allowing  more  accurate  targeting  of  prevention 
efforts  and  care  services. 

The  first  six  months  of  HIV  data  reported  by  hospi- 
tals, laboratories  and  physicians  will  be  released  this 
spring. 

INFECTIOUS  MENINGITIS 

The  Epidemiology,  Toxicology  and  Vector  Surveil- 
lance Section  of  the  Department  recently  examined 
infectious  meningitis  in  Nebraska  for  the  four-year 
period  from  1991  through  1994.  During  this  period, 
public  health  authorities  in  the  state  received  and 
investigated  reports  on  an  average  of  36  Nebraska 
residents  per  year  (n  = 143)  with  either  Neisseria 
meningitis,  Hemophilus  influenza,  Group  B strepto- 
coccus, and  Listeria  monocytogenes.  Because  this 
group  of  infections  are  among  the  most  severe  and 
rapidly  fatal  diseases  facing  health  care  providers  and 
their  patients,  public  health  authorities  in  Nebraska 
give  high  priority  to  the  surveillance  and  follow-up  of 
persons  contracting  any  of  these  infections.  Labora- 
tory personnel  and  physicians  are  responsible  for  alert- 
ing public  health  personnel  within  24  hours  or  identi- 
fying infections  caused  by  these  pathogens.  In  Dou- 
glas and  Lancaster  counties,  contact  the  local  health 
departments.  Elsewhere  in  the  state,  contact  the  Ne- 
braska Department  of  Health. 

BIRTH  DEFECTS  REGISTRY 

Birth  defects  are  the  leading  cause  of  infant  mortal- 
ity in  the  United  State  and  contribute  greatly  to  child- 
hood morbidity  and  long-term  disability.  For  the  past 
five  years  in  Nebraska,  birth  defects  have  ranked  as 
one  of  the  top  two  causes  of  infant  mortality.  Nebraska's 
1993  overall  infant  mortality  rate  was  9.1  per  1,000 
live  births.  Birth  defects  were  the  underlying  cause  of 
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approximately  20  percent  of  all  infant  deaths.  Of  the 
23,196  births  to  Nebraska  residents  in  1993,  1,012 
infants  (4.4  percent)  had  one  or  more  birth  defects 
reported  to  the  Nebraska  Birth  Defects  Registry. 

Between  1984  and  1993,  the  registry  recorded  an 
increase  both  in  the  number  of  children  with  birth 
defects  and  the  number  of  birth  defects  for  each 
reported  individual.  Infants  with  reported  birth  defects 
rose  from  576  for  the  26,099  births  in  1984  (22.1/ 
1,000  live  births)  to  1,01  1 forthe  23,196  births  in  1993 
(43.6/1 ,000  live  births).  The  average  number  of  anoma- 
lies for  each  reported  infant  rose  from  1 .6  to  2. 1 . When 
analyzed  by  race  of  mother,  the  rate  of  reported  birth 
defects  in  blacks  and  whites  appeared  to  occur  with 
similar  frequency  until  1990  when  the  rate  for  blacks 
increased  substantially  over  that  for  whites.  A more 
active  surveillance  program  may  have  contributed  to 
increased  detection  of  infants  with  birth  defects.  Im- 
proved diagnostic  methods  and  a resultant  increase  in 
detection  may  also  explain  some  of  the  increase. 

For  the  past  five  years,  three  birth  defects  have 
remained  in  the  top  five:  patent  ductus  arteriosus, 
ventricular  septal  defect  and  hypospadias.  The  rate  of 
patent  ductus  arteriosus  increased  nearly  five-fold  over 
the  past  five  years  (1.57  per  1,000  live  births  in  1989 
to  7.1 1 per  1 ,000  live  births  in  1 993),  and  was  the  most 
frequently  reported  birth  defect  in  Nebraska  in  each  of 
the  last  three  years.  Ventricular  septal  defect  increased 
steadily  from  a rate  of  2.56  per  1 ,000  in  1 989  to  4.87 
per  1 ,000  in  1 993.  Hypospadias  showed  a slight  down- 
ward trend  the  past  three  years,  from  a rate  of  4.01  per 
1 ,000  in  1 991  to  a rate  of  3.45  per  1 ,000  in  1 993.  Atrial 
septal  defect  was  among  the  top  five  reported  birth 
defects  in  four  of  the  past  five  years,  and  nearly  doubled 
in  rate  over  the  past  three  years,  from  2.21  per  1,000 
in  1991  to  4.31  per  1,000  in  1993. 

NEURAL  TUBE  DEFECTS 

Each  year,  approximately  4,000  infants  with  neural 
tube  defects  are  born  in  the  United  States.  Nebraska 
averaged  23  babies  with  neural  tube  defects  per  year 
for  the  last  ten  years.  A comparison  of  the  birth  defect 
file  with  each  infant's  birth  certificate  record  permitted 
a comparison  of  the  225  pregnancies  resulting  in 
neural  tube  defects  in  Nebraska  for  the  last  ten  years 
(1984-1993)  with  the  rest  of  the  birth  cohort  for  this 
time  period  (242,485).  This  comparison  showed  that 
the  mothers  of  babies  with  neural  tube  defects  did  not 
significantly  differ  from  the  mothers  of  unaffected 
babies  with  regards  to  race/ethnicity,  age,  educational 
level,  month  of  initiation  of  prenatal  care,  and  re- 
ported month  of  last  menstrual  period.  Babies  with 
neural  tube  defects  were  significantly  more  likely  to  be 
born  in  January  than  were  all  other  babies. 

While  the  cause  of  neural  tube  defects  is  unknown, 
experts  believe  a combination  of  genetic  predisposi- 
tion and  excesses  or  deficiencies  of  extrinsic  agents 
may  explain  the  occurrence  of  this  defect.  Recent 
epidemiologic  research  suggests  that  increasing  the 
folic  acid  intake  in  women  just  prior  to  and  during  the 
preconceptional  period  can  reduce  the  occurrence  of 
neural  tube  defects.  The  federal  Centers  for  Disease 
Control  and  Prevention  recommends  that  all  women 
of  childbearing  age  who  are  capable  of  becoming 
pregnant  should  consume  0.4  mg  per  day  of  folic  acid 
during  the  periconceptional  period. 


RABIES 

Rabies  remains  a potentially  serious  public  health 
problem  in  Nebraska.  Nebraska  averaged  760  animals 
tested  for  rabies  between  1992  and  1995,  a rate  that 
has  remained  stable  for  the  past  ten  years.  Of  the 
3,031  tests  performed  in  the  last  four  years,  31  (or  one 
percent)  were  positive  for  rabies.  Animal  rabies  seems 
to  follow  a 20-year  cycle.  Nebraska  experienced  its 
nadir  in  the  cycle  in  1 994,  when  no  rabid  animals  were 
detected.  Last  year,  7 animals  had  laboratory-con- 
firmed rabies. 

Of  the  31  animals  testing  positive  in  the  last  four 
years,  fourteen  (45  percent)  were  bats,  twelve  (38 
percent)  were  skunks,  three  (10  percent)  were  cows, 
and  two  (six  percent)  were  cats.  Of  the  31  rabid 
animals  identified,  26  (84  percent)  were  wild,  and  five 
(16  percent)  were  domesticated.  Notably,  none  of 
over  1 ,000  dogs  tested  between  1 992  and  1 995  were 
positive  for  rabies.  The  last  laboratory-confirmed  case 
of  a rabid  dog  in  Nebraska  occurred  in  1 990.  The  cost 
of  determining  the  rabies  status  of  an  animal  is  ap- 
proximately $35. 

In  March  of  this  year,  two  cows  in  south-central 
Nebraska  tested  positive  for  rabies.  The  source  of 
transmission  was  probably  contact  with  rabid  skunks. 
For  more  information,  contact  Roger  Murray,  (402) 
471-2937. 

RECOMMENDATIONS  OF  THE 
PEW  HEALTH  PROFESSIONS  COMMISSION 

Last  fall  the  Pew  Health  Professions  Commission, 
which  is  administered  by  the  University  of  California  at 
San  Francisco  and  funded  by  the  Pew  Charitable  Trusts, 
issued  comprehensive  recommendations  of  national 
significance  for  the  reform  of  health  care  workforce 
regulation. 

The  Commission  pointed  out  that  the  lack  of  unifor- 
mity in  language,  laws  and  regulations  between  the 
states  limits  effective  professional  practice  and  mobil- 
ity, confuses  the  public,  and  presents  barriers  to  inte- 
grated delivery  systems  and  the  use  of  telemedicine 
and  other  emerging  health  technologies. 

To  achieve  a system  for  state  regulation  of  the 
health  care  workforce  which  is  standardized  where 
appropriate,  accountable  to  the  public,  flexible,  effec- 
tive and  efficient,  the  Commission  issued  the  following 
ten  recommendations: 

1)  States  should  use  standardized  and  understand- 
able language  for  health  professions  regulation 
and  its  functions  to  clearly  describe  them  for 
consumers,  provider  organizations,  businesses 
and  the  professions. 

2)  States  should  standardize  entry-to  practice  re- 
quirements and  limit  them  to  competence  as- 
sessment for  health  professions  in  order  to  facili- 
tate the  physical  and  professional  mobility  of  the 
health  professions. 

3)  States  should  base  practice  acts  on  demonstrated 
initial  and  continuing  competence.  This  process 
must  allow  and  expect  different  professions  to 
share  overlapping  scopes  of  practice.  States 
should  explore  pathways  to  allow  all  profession- 
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als  to  provide  services  to  the  fullest  extent  of 
their  current  training,  experience  and  skills. 

4)  States  should  redesign  health  professional  boards 
and  their  functions  to  reflect  the  interdiscipli- 
nary and  public  accountability  demands  of  the 
changing  health  care  delivery  system. 

5)  Boards  should  educate  consumers  to  assist  them 
in  obtaining  the  information  necessary  to  make 
decisions  about  practitioners  and  to  improve  the 
board's  public  accountability. 

6)  Boards  should  cooperate  with  other  public  and 
private  organizations  in  collecting  data  on  regu- 
lated health  professions  to  support  effective 
workforce  planning. 

7)  States  should  require  each  board  to  develop, 
implement  and  evaluate  continuing  competency 
requirements  to  assure  the  continuing  compe- 
tence of  regulated  health  care  professionals. 

8)  States  should  maintain  a fair,  cost-effective  and 
uniform  disciplinary  process  to  exclude  incom- 
petent practitioners  to  protect  and  promote  the 
public's  health. 

9)  States  should  develop  evaluation  tools  that  as- 
sess the  objectives,  successes  and  shortcomings 
of  their  regulatory  systems  and  bodies  in  order 
to  best  protect  and  promote  the  public's  health. 

10)  States  should  understand  the  links,  overlaps  and 
conflicts  between  their  health  care  workforce 
regulatory  system  and  other  systems  which  af- 
fect the  education,  regulation  and  practice  of 
health  care  practitioners  and  work  to  develop 
partnerships  to  streamline  regulatory  structures 
and  processes. 

The  Nebraska  Department  of  Health  and  the  State 
Board  of  Health  will  be  evaluating  these  recommenda- 
tions and  submitting  comments  to  the  Pew  Health 
Professions  Commission  before  the  end  of  the  year. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


CUMULATIVE  CASES  OF  AIDS  REPORTED  IN  NEBRASKA 
from  1/83  to  12/95  by  Health  Planning  Regions 

Northern 


Midlands 

452 


West  Central  Central  Southeast 

11  43  136 

N = 689 


HIV/AIDS  PROGRAM 
Nebraska  Department  of  Health 

1/96 


REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC 

During  the  1996  Annual  Session,  the  Foundation 
will  once  again  present  two  scholarship  checks.  One 
student  from  the  University  of  Nebraska  College  of 
Medicine  and  one  student  from  the  Creighton  Univer- 
sity School  of  Medicine  will  each  receive  a $3,000 
scholarship.  The  initial  $1,500  payment  will  be  pro- 
vided to  each  student  during  the  Annual  Session  and 
the  remaining  $1,500  payments  will  be  provided  to 
each  of  the  two  students  when  they  have  completed  a 
written  report  of  their  activity  and  it  has  been  received 
by  the  Foundation. 

The  Nebraska  Medical  Foundation  C.A.  McWhorter, 
M.D.,  Memorial  Scholarship  will  also  be  presented 
during  this  Annual  Session.  This  is  an  annual  scholar- 
ship to  a student  enrolled  in  medicine  at  the  University 
of  Nebraska  College  of  Medicine.  The  amount  of  the 
scholarship  for  1996  is  $1,000. 

The  Nebraska  Medical  Foundation  Frank  H.  Tanner, 
M.D.,  Memorial  Scholarship  in  the  amount  of  $1,000 
will  be  presented  during  the  Annual  Session.  This 
scholarship  alternates  annually  between  the  Creighton 
University  School  of  Medicine  and  the  University  of 
Nebraska  College  of  Medicine.  The  1996  scholarship 
will  be  presented  to  a University  of  Nebraska  College 
of  Medicine  medical  student. 

Three  Nebraska  Medical  Foundation/Lancaster 
County  Medical  Alliance  Foundation  scholarships  will 
be  awarded  during  this  Annual  Session.  These  scholar- 
ships were  established  as  a result  of  financial  contribu- 
tions from  the  members  of  the  Lancaster  County  Medi- 
cal Alliance  Foundation.  The  three  $1,000  scholar- 
ships will  be  awarded  to  students  from  Lancaster  County 
enrolled  in  medicine  at  the  University  of  Nebraska 
College  of  Medicine. 

The  Nebraska  Medical  Foundation  H.  Bernice 
Shanklin  Memorial  Scholarship  in  the  amount  of  $1,000 
will  also  be  awarded  during  the  Annual  Session.  Ms. 
Shanklin's  estate  has  provided  sufficient  funds-  to  allow 
the  earnings  on  the  fund  to  provide  this  scholarship  in 
her  memory  on  an  annual  basis. 

All  scholarships  will  be  awarded  during  the  House 
of  Delegates'  session  on  Sunday,  April  21. 

The  Nebraska  Cancer  Registry  Program  continues 
to  operate  under  the  auspices  of  the  Foundation 
through  an  agreement  with  the  Nebraska  Department 
of  Health  and  the  Howard  Hunt  Tumor  Registry/Meth- 
odist Hospital.  F.  William  Karrer,  M.D.,  who  chairs  the 
NMA  Ad-Hoc  Committee  on  Tumor  Registry,  along 
with  his  committee,  continue  to  deserve  a great  deal 
of  credit  for  carrying  out  this  important  activity. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $7,140.00  during  the  past  year.  In  addi- 
tion, $809.00  was  contributed  by  and  through  the 
efforts  of  the  Nebraska  Medical  Association  Alliance, 
not  including  the  $3,000  contribution  from  the 
Lancaster  County  Medical  Alliance  Foundation  for 
their  scholarship.  Each  year  the  Alliance  has  a contest 
regarding  the  contributions  to  the  Nebraska  Medical 
Foundation  provided  by  county  medical  society  alli- 
ances. The  total  contribution  winner  for  the  past  year 
is  recognized  as  is  the  highest  per  capita/per  member 


July  1996 


Nebraska  Medical  Journal  239 


contribution  winner.  The  Nebraska  Medical  Founda- 
tion is  most  appreciative  of  the  contributions  and 
support  shown  by  Association  and  Alliance  members. 

Respectfully  submitted, 

John  H.  Casey,  M.D.,  President 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  • Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  - Board  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

George  W.  Orr,  M.D.,  Omaha  - Director;  James  H.  Elston,  M.D.,  Omaha; 
Terence  K.  Foote,  M.D.,  Hastings;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W. 
Marlowe,  M.D.,  Omaha;  Myrna  C.  Newland,  M.D.,  Omaha. 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Craig  A.  Bassett,  M.D.,  Omaha; 
Daniel  G.  Bohi,  M.D.,  Omaha;  Bruce  A.  Buehler,  M.D.,  Omaha;  Ernest  K. 
Bussinger,  M.D.,  Scottsbluff;  Gary  D.  Milius,  M.D.,  Lincoln. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Lincoln,  Director;  Robert  S.  Cox,  Jr.,  M.D., 
Omaha;  Gerald  W.  Luckey,  M.D.,  David  City;  Howard  W.  Needelman, 
M.D.,  Omaha;  Fred  J.  Pettid,  M.D.,  Omaha;  Devah  Clark,  R.N.,  Lincoln,  Ex- 
Officio. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Lincoln  - Director;  Clarence  Davis,  Jr.,  M.D.,  Osceola; 
Matthias  I.  Okoye,  M.D.,  Lincoln;  David  P.  Schor,  M.D.,  F.A.A.P.,  Lincoln;  Jon  A. 
Vanderhoof,  M.D.,  Omaha;  Mary  Jo  Pankoke,  Lincoln,  Ex-Officio;  Kristin  Gasseling, 
Omaha;  Pam  Hesse,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  has  considered  the  following  six  issues  during 
the  course  of  the  past  year  for  consideration. 

1.  Fetal  Death  Review  in  1992 

The  Committee  received  approval  for  publication 
in  the  Nebraska  Medical  journal  from  the  Executive 
Committee  in  May  of  1995.  The  results  of  the  review 
will  be  published  in  the  April  1996  issue  of  the  Ne- 
braska Medical  journal.  The  Committee  will  expand 
the  fetal  death  review  of  1993  and  1994  data  to 
include  cord  accidents  and  placenta  abruptio  in  addi- 
tion to  the  causes  listed  as  unknown. 

2.  Grant  Proposal  for  Determining  the  Prevalence 
of  Prenatal  Illicit  Drug  Use  in  Nebraska 

This  proposal  has  now  been  completed.  The  study 
will  focus  on  infant  meconium  rather  than  urine  in 
order  to  detect  drugs  used  throughout  most  of  the 
third  trimester  of  pregnancy.  The  Committee  is  cur- 
rently seeking  funding  from  private  sources  prior  to 
applying  for  special  initiative  funding  through  the  Title 
V Program. 

3.  Maternal  Death  Report 

Trauma  and  accidents  continue  to  contribute  to  the 
majority  of  maternal  deaths  with  an  increase  in  sui- 
cides noted.  The  Committee  continues  to  be  amazed 
at  the  low  incidence  of  direct  maternal  deaths  in  the 
state  of  Nebraska.  Because  of  the  rare  occurrence  of 
maternal  deaths,  yearly  reporting  in  th e Nebraska  Medi- 
cal journal  might  result  in  a breach  of  confidentiality 
and  the  Committee  continues  to  explore  mechanisms 
of  education  on  this  matter  to  its  membership.  There  is 
a concern  that  under-reporting  or  inappropriate  cod- 
ing of  maternal  deaths  is  occurring  and  the  Section  on 
Maternal  Mortality  Review  will  be  meeting  with  the 


Bureau  of  Vital  Statistics  to  see  if  improvement  can  be 
made  in  the  accuracy  of  the  data. 

4.  Nebraska  Department  of  Health  Report 

Dr.  David  Schor  discussed  reorganization  of  the 
Nebraska  Department  of  Health.  Currently  there  is  no 
physician  director  of  Maternal  Child  Health  and  the 
Committee  has  drafted  a letter  of  concern  to  the 
Director  of  the  Department  of  Health  and  asked  that 
he  address  the  issue  at  the  spring  meeting.  The  new 
changes  in  newborn  metabolic  screening  are  awaiting 
signature  of  the  Governor. 

5.  Section  of  Childhood  Mortality  Review 

This  section  of  the  Committee  heard  testimony 
from  members  of  the  State  Child  Health  Review  Team. 
One  focus  of  the  team  is  to  determine  if  some  deaths 
may  be  related  to  child  abuse  of  family  or  domestic 
violence.  The  team  expressed  its  frustration  in  progress 
due  to  lack  of  support  services  necessary  to  accom- 
plish its  goals.  The  Committee  has  asked  the  Director 
of  the  Department  of  Health  to  address  this  issue  as 
well  at  the  spring  session. 

6.  Retro  Virus  Screening 

Universal  screening  of  Retro  virus  in  pregnant 
women  was  supported  by  the  Committee.  Mandatory 
screening,  however,  was  not  supported  as  it  might 
serve  as  a deterrent  to  early  prenatal  care. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln  - Chairholder;  Christopher  C. 
Caudill,  M.D.,  Lincoln  - Board  Liaison;  Patrick  E.  Brookhouser,  M.D., 
Omaha;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior; 
Allen  D.  Dvorak,  M.D.,  Omaha;  Roger  A.  Jacobs,  M.D.,  Seward;  Dale  E. 
Michels,  M.D.,  Lincoln;  Kenton  L.  Shaffer,  M.D.,  Kearney;  John  N.  Walburn, 
M.D.,  Omaha;  Eugene  A.  Waltke,  M.D.,  Omaha;  Wayne  K.  Weston,  M.D., 
Lexington;  Greg  Alberts,  Omaha;  Suzanne  Gish,  Omaha. 

Patient  Services 

The  change  over  from  state  run  Medicaid  services 
for  patients  in  the  Omaha  and  Lincoln  area  to  insur- 
ance company  managed  care  has  taken  much  longer 
and  has  been  much  more  difficult  than  the  state  ad- 
ministration anticipated.  There  has  been  much  input 
by  physicians  both  in  Omaha  and  Lincoln  to  the  Med- 
icaid Committee,  particularly  in  the  later  part  of  1995. 
Questions  have  been  asked  and  answers  difficult  in 
coming  particularly  from  the  insurers.  The  company 
responsible  for  change  over  to  managed  care,  Maxi- 
mus, has  had  more  difficulty  apparently  than  they 
anticipated  and  the  consistency  of  the  information 
given  out  by  the  Maximus  organization  to  Medicaid 
patients  has  been  poor.  We  feel  that  this  is  improving, 
but  we  also  realize  that  this  entire  program  was  insti- 
tuted more  rapidly  than  it  should  have  been  in  Lincoln 
and  Omaha.  Initially  there  were  too  few  physicians 
signed  up  for  this  program  and  even  now  getting 
physicians  on  board  to  one  of  the  three  different  types 
of  insurance  plans  for  the  managed  care  Medicaid 
program  is  progressing  very  slowly.  It  seems  as  though 
the  insurance  companies  responsible  for  the  managed 
care  have  not  been  extremely  communicative  with  the 
physicians  and  this  problem  is  slowly  being  remedied. 
The  state  managed  care  program  for  psychiatric  prob- 
lems, Options,  has  also  been  plagued  with  extremely 
poor  response  in  many  instances  to  the  physicians  for 
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information  and  for  payments.  Hopefully  this  problem 
will  be  resolved  within  the  next  six  months  or  so. 

Medicaid  managed  care  for  the  State  of  Nebraska 
is  scheduled  for  being  instituted  in  1 997.  Our  Commit- 
tee has  met  with  the  State  Social  Services  people 
including  Deb  Thomas,  Don  Leuenberger  and  Dennis 
Mohatt.  There  needs  to  be  much  more  communica- 
tion regarding  the  implementation  of  Medicaid  man- 
aged care  for  the  State  of  Nebraska  in  its  entirety. 
Hopefully  with  the  experience  and  problems  that  have 
come  up  in  Lincoln  and  Omaha  the  eventual  imple- 
mentation of  the  state  will  be  modified  and  be  more 
compatible  with  the  type  of  services  and  physician 
care  which  is  found  in  rural  Nebraska. 

Several  members  of  the  Social  Services  Depart- 
ment and  medical  community  have  been  formed  in  a 
planning  capacity  to  study  this  situation.  The  direction 
that  the  program  goes  and  its  implementation  may 
have  a lot  to  do  with  the  interest  and  desires  of 
Nebraska's  next  Governor. 

Some  time  has  been  devoted  to  study  the  model  of 
delivery  of  Medicaid  services  for  Lancaster  County. 
Natalie  Clark,  who  headed  up  this  program  before 
managed  care  took  over,  has  met  with  our  Committee 
on  occasion  because  the  working  model  in  Lancaster 
County  prior  to  managed  care  was  an  extremely  suc- 
cessful one. 

There  still  are  many  problems  to  be  ironed  out  both 
in  Omaha  and  Lincoln  with  the  managed  care  system 
for  Medicaid.  We  are  slowly  working  through  these. 
Hopefully  fewer  mistakes  will  be  made  in  implement- 
ing the  entire  state  for  managed  care  Medicaid  ser- 
vices. More  input  from  physicians  outside  the  areas  of 
Lincoln  and  Omaha  must  be  included  before  this  plan 
can  be  initiated. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  ■ Chairholder;  David  R.  Little,  M.D., 
Hastings  • Board  Liaison;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Richard  A. 
Blatny,  M.D.,  Fairbury;  Michael  ].  Duggan,  M.D.,  Lincoln;  Kiran  Cangahar, 
M.D.,  Lincoln;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Loren  H.  Jacobsen, 
M.D.,  Broken  Bow;  Alan  W.  Langvardt,  M.D.,  Beatrice;  Dwaine  J.  Peetz, 
M.D.,  Neligh;  Richard  M.  Pitsch,  Sr.,  M.D.,  Seward;  Richard  A.  Raymond, 
M.D.,  Omaha;  Timothy  J.  Stivrins,  M.D.,  Lincoln;  Erika  Ketteler,  Omaha; 
Scott  Stuart,  Jr.,  Omaha 

INTRODUCTION 

The  Ad-Hoc  Committee  Re:  Medicare  has  met  on 
one  occasion  since  the  last  annual  meeting.  1996  has 
brought  a change  in  the  administrative  structure  of  the 
Medicare  Carrier  for  the  State  of  Nebraska  in  that 
David  E.  Manley,  Vice  President  of  Subscriber  Ser- 
vices, will  take  on  the  additional  role  of  Senior  Medi- 
care Officer  replacing  Mr.  Jay  Lohmann.  The  Commit- 
tee was  reassured  that  the  excellent  relationships  be- 
tween the  Nebraska  Medical  Association  and  Blue 
Cross/Blue  Shield  of  Kansas  will  continue  under  the 
new  administrative  leadership. 

Your  Committee  has  met  with  the  Medicare  Carrier 
with  concerns  involving  reimbursement  issues  and/or 
coding  issues  that  have  been  presented  to  the  Com- 
mittee by  two  of  the  members  of  the  Nebraska  Medi- 
cal Association.  Both  of  these  issues  were  satisfactorily 
resolved  in  a timely  fashion  to  the  benefit  of  the  two 


members.  Kansas  Blue  Cross/Blue  Shield  has  con- 
ducted numerous  workshops  throughout  the  state  to 
provide  information  to  the  membership  as  to  "What's 
New  in  1996".  The  Committee  would  recommend 
these  workshops  to  all.  The  carrier  reported  that  the 
latest  figures  would  indicate  that  85%  of  Nebraska 
physicians  are  "participating  physicians". 

MEDICARE  FEE  SCHEDULE 

On  December  8,  1995,  the  Health  Care  Financing 
Administration  (HCFA)  published  a final  rule  on  the 
1996  Medicare  Fee  Schedule  that  included  detailed 
payment  policy  changes  on  services  billed  by  teaching 
physicians.  The  rule  stipulates  that  if  the  resident  par- 
ticipates in  a service  provided  in  a teaching  setting, 
then  payment  will  be  made  under  the  fee  schedule  to 
the  physician  only  if  that  physician  is  present  during 
the  key  portion  of  the  service  or  procedure.  For  opera- 
tions, the  teaching  physician  must  be  present  during 
all  "critical  portions"  of  the  service,  and  must  be  imme- 
diately available  to  furnish  services  during  the  entire 
procedure.  For  endoscopic  procedures,  the  teaching 
physician  must  be  present  for  entire  "viewing  phase"  of 
the  service.  In  the  case  of  Evaluation  and  Management 
(E&M)  the  teaching  physician  generally  must  be  present 
during  the  portion  of  the  visit  that  determines  the  level 
of  service  billed. 

HCFA  changed  the  methodology  used  to  apply 
"Budget  Neutrality  Adjustments"  that  may  be  required 
as  a result  of  modifications  to  the  relative  value  scale. 
The  addition  of  new  procedure  codes  or  revision  to 
payment  policies,  which  the  law  stipulates,  must  not 
cause  total  Medicare  physician  spending  to  change  by 
more  than  20  million  dollars  in  a single  year.  Prior  to 
1996,  budget  neutrality  adjustments  were  made 
through  across  the  board  adjustments  in  all  relative 
value  units.  Now,  these  adjustments  will  be  applied  to 
the  fee  schedule  conversion  factors  (CF's).  For  1996 
the  Budget  Neutrality  Adjustment  was  0.36%. 

To  address  situations  in  which  both  an  Emergency 
Room  physician  and  a radiologist  or  cardiologist  bill 
for  interpreting  the  same  x-ray  or  electrocardiogram, 
Medicare  will  generally  pay  for  only  the  one  interpre- 
tation that  contributes  to  the  diagnoses  or  treatment  of 
the  patient. 

FEE  SCHEDULE  UPDATES/MEDICARE 
VOLUME  PERFORMANCE  STANDARDS  ( MVPS1 

Additionally,  on  December  8,  1996,  HCFA  pub- 
lished a notice  setting  forth  the  calendar  year  1 996  Fee 
Schedule  Updates  and  Conversion  Factors  as  well  as 
the  fiscal  year  1996  MVPS's  that  were  calculated  un- 
der the  default  formulas  set  forth  in  law.  Medicare 
budget  proposals  that  had  been  debated  to  establish 
a single  conversion  factor  of  $35.42  have  not  come  to 
fruition  since  Congress  and  the  President  have  failed 
to  reach  an  agreement  on  a budget  bill.  Since  the 
Congress  and  President  have  failed  to  reach  such  an 
agreement  before  the  end  of  1 995,  the  default  formula 
went  into  effect  based  on  the  volume  performance 
standards  of  1 994. 

The  Conversion  Factors  are  as  follows: 

• Surgical  services  $40.80 

• Primary  care  services  $35.42 

• Other  physician  services  $34.63 
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Conceivably,  these  conversion  factors  could  change 
with  retroactive  adjustments  later  in  1996  if  the  Presi- 
dent and  Congress  can  reach  a budget  agreement. 
This  appears  to  be  unlikely  for  1996  since  it  is  an 
election  year.  The  December  8,  1 996  Federal  Register 
also  announced  a change  in  the  way  that  the  MVP's 
are  calculated.  One  of  the  figures  used  to  calculate  the 
three  MVPS's  is  a five  year  average  of  spending  growth 
known  as  "volume  and  intensity  allowance".  Previ- 
ously, HCFA  has  calculated  this  average  across  all 
physician  services  and  specialties.  Flowever,  begin- 
ning the  fiscal  year  of  1996,  HCFA  will  use  category 
specific  volume  and  intensity  growth  allowances  in 
calculating  the  default  volume  performance  standards. 

RFSOURCE  RASED  PRACTICE  COSTS 

HCFA  has  awarded  the  contract  to  Abt  Associates 
to  conduct  a study  of  resource  based  practice  ex- 
penses for  the  Medicare  Fee  Schedule.  At  the  present 
time  the  practice  expense  relative  values  that  are 
included  in  the  Fee  Schedule  are  based  on  historical 
allowed  charge  data.  Currently,  the  practice  expenses 
constitute  40%  of  payment  to  physicians  under  the 
Medicare  program.  Congress  mandated  in  1994  that 
beginning  on  January  1,  1998,  all  of  the  practice 
expense  relative  values  must  be  resource  based.  Fif- 
teen clinical  practice  expert  panels  have  been  ap- 
pointed by  Abt  Associates  and  HCFA  to  collect  data 
necessary  for  calculating  practice  cost  estimates  for 
services  in  the  Medicare  Fee  Schedule.  These  panels 
began  meeting  individually  in  mid-February. 

HCFA'S  CORRECT  CODING  INITIATIVE 

In  mid-1  994,  HCFA  contracted  with  AdminaStar,  an 
Indiana  based  Medicare  carrier,  to  develop  code  edit 
software  that  could  be  used  by  all  Medicare  contrac- 
tors. The  coding  edits  would  assure  that  Medicare 
could  detect  unbundling  or  splitting  CPT  codes  when 
claims  are  submitted.  For  example,  the  edits  would 
assure  that  Medicare  would  not  pay  for  services  that 
should  have  been  included  in  a more  comprehensive 
code,  i.e.  a rhythm  strip,  if  the  physician  is  also  billing 
for  an  EKC.  After  several  months  of  false  starts, 
AdminaStar  began  reviewing  more  than  87,000  pos- 
sible coding  combinations.  By  November  of  1994, 
AdminaStar  had  developed  a package  of  83,000+ 
coding  combinations  which  was  implemented  on  Janu- 
ary 1 , 1 996.  HCFA's  decision  to  move  forward  with  the 
AdminaStar  project  was  due  to  strong  pressures  from 
members  of  Congress  to  adopt  more  restrictive  coding 
practices.  This  was  primarily  in  response  to  hearings 
on  a GAO  study  that  criticized  HCFA  for  not  adopting 
coding  rules  as  used  in  the  private  sector. 

The  AMA  and  more  than  fifty  medical  specialty 
societies  wrote  HCFA  urging  them  to  provide  a six 
month  delay  in  implementation  of  AdminaStar  to  al- 
low the  specialties  to  review  the  complete  listing  of 
revised  coding  combinations  for  accuracy  and  to  al- 
low the  physician  community  to  become  more  edu- 
cated on  what  constitutes  "correct  coding".  In  addi- 
tion, more  than  half  the  Carrier  Advisory  Committee 
Co-Chairs  wrote  HCFA  suggesting  that  the  physician 
and  carrier  community  were  not  adequately  prepared 
or  educated  about  the  coding  changes  being  pro- 
posed. HCFA  nevertheless  rejected  the  request  for 
delay  and  the  coding  that  went  into  effect  on  January 
1,  1996.  One  specialty  society,  ASA,  brought  suit 
against  HCFA  for  attempting  to  change  reimburse- 


ment policy  through  coding  changes.  HCFA  settled 
the  suit  and  agreed  to  eliminate  the  offending  lan- 
guage. 

The  AMA  has  proposed,  and  HCFA  has  agreed  to, 
the  formation  of  a Dispute  Resolution  Committee,  an 
extension  of  the  CPT  Editorial  Committee,  to  receive 
organized  input  from  the  specialty  societies  and  to 
make  recommendations  to  AdminaStar.  That  commit- 
tee will  serve  a vital  role  in  advocating  the  best  interest 
of  the  medical  profession  on  correct  coding  issue.  The 
committee  will  solicit  specialty  society  suggestions  for 
more  than  850  coding  combinations  that  AdminaStar 
has  held  out  of  Phase  I.  The  AMA  has  proposed  that 
the  same  committee  could  assist  in  Phase  II  of 
AdminaStar's  contract.  Phase  II  is  intended  to  create 
16,000  additional  coding  combinations  for  implemen- 
tation in  the  latter  half  of  1996.  HCFA  feels  pressure 
from  the  Congress  to  demonstrate  that  its  coding 
software  is  ready  and  is  as  effective  as  those  that  are 
available  to  the  private  sector  and  is  pushing  for  prompt 
review  of  the  proposed  edits  by  the  specialties. 

HCFA  will  deny  claims  for  lack  of  correct  coding, 
but  unfortunately  many  physicians  will  not  understand 
why  the  claims  were  incorrectly  coded.  Physicians 
need  to  know  the  medical  review  criteria  that  their 
claims  are  being  measured  against.  However,  unfortu- 
nately, these  are  not  available  from  the  carrier  at  this 
time.  It  is  therefore  suggested  that  when  a member 
experiences  a coding  denial,  he  should  respond  in  the 
following  manner. 

1.  Be  sure  that  you  are  using  the  appropriate 
HCPCS  modifier  (especially  the  new  GB  modi- 
fier that  indicates  that  a procedure  or  service 
was  distinct  or  separate  from  other  services 
performed  on  the  same  day). 

2.  Request  specific  clarification  from  the  carrier 
why  the  code  was  denied.  If  you  believe  it  was 
denied  inaccurately,  request  to  review  the  claim. 

3.  Determine  whether  the  coding  edit  is  still  in 
place  or  has  the  carrier  removed  it  based  on 
input  by  the  specialty  society  to  AdminaStar. 

4.  Check  with  your  specialty  society  to  determine 
whether  the  particular  code  has  been  raised 
with  AdminaStar. 

HCFA  has  agreed  to  expeditiously  fix  or  remove 
coding  edits  identified  to  them  where  there  may  be  a 
conflict.  AdminaStar's  address  for  these  concerns  is: 

The  Correct  Coding  Initiative 
AdminaStar  Federal 
P.O.  Box  50469 

Indianapolis,  Indiana  48250-0469 

AdminaStar  may  also  be  faxed  at:  (317)  841-4691. 

Your  Ad-Hoc  Committee  RE:  Medicare  will  con- 
tinue to  work  with  our  Medicare  Carrier  in  order  to 
obtain  the  Medical  Review  Criteria  that  are  currently 
being  used.  Unfortunately,  according  to  our  carrier 
these  criteria  are  being  changed  almost  weekly.  It  is 
unfortunate  that  this  initiative  has  been  instituted  prior 
to  any  thoughtful  consideration  by  HCFA  as  to  the 
consequences  of  its  affect  on  physician  services. 

HCFA  STANDARD  PROVIDER/SUPPLIER 
ENROLLMENT  INITIATIVE 

HCFA  has  also  instituted  policy  to  enhance  its 
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control  over  the  entry  of  provider/supplier  in  the 
Medicare  program  as  well  as  instituting  ongoing  peri- 
odic monitoring  to  insure  all  providers/providers  con- 
tinue to  meet  the  program  requirements.  HCFA  feels 
than  an  essential  part  of  achieving  uniformity  and 
preventing  fraud/abuse  is  issuing  the  National  Pro- 
vider Identifier  (NPI).  The  NPI  is  part  of  a new  enu- 
meration process  that  uniquely  identify  all  physicians, 
nonphysician  practitioners  and  organizations  that  are 
eligible  to  provide  health  care  services.  HCFA  intends 
to  use  the  NPI  for  Medicare  services.  Other  agencies 
including  Champus,  Department  of  Labor,  Depart- 
ment of  Veterans  Affairs,  the  Social  Security  Adminis- 
tration, and  numerous  state  agencies  are  active  partici- 
pants in  the  planning  for  a government  wide  NPI. 

All  providers  will  receive  an  eight  position  NPI.  The 
first  seven  positions  will  identify  the  provider  while  the 
eighth  position  also  known  as  the  "check  digit",  will 
allow  for  a special  calculation  to  insure  no  key  errors 
are  made  when  using  the  NPI.  Individual  providers  and 
group  practices  will  also  receive  two  additional  posi- 
tions to  indicate  different  practice  locations.  Individual 
providers  and  group  practices  may  have  multiple  loca- 
tion identifiers  but  their  eighth  position  NPI  will  always 
remain  the  same.  The  NPI  will  serve  both  as  a unique 
identifier  as  well  as  a billing  number.  When  submitting 
Medicare  claims,  the  providers  will  use  their  NPI  on  all 
bills,  claim  forms  and  correspondence.  Furthermore, 
providers  will  use  their  NPI  anywhere  they  use  their 
Medicare  billing  number  today. 

In  the  fall  of  1 996,  HCFA  will  begin  issuing  NPI's  to 
all  Medicare  providers,  however,  they  will  not  be 
required  to  use  the  number  on  Medicare  claims  until 
February  19,  1997. 

MEDICARE  CLAIMS  CODING 

Beginning  in  April,  1996,  physicians  will  be  re- 
quired to  use  5-digit  ICD-9  CM  coding  whenever 
applicable  on  Medicare  claims.  Under  the  ICD-9  CM 
coding  system,  all  diseases  and  injuries  are  given  at 
least  a 3-digit  code.  Fourth  and  fifth  digit  codes  are 
added  to  further  describe  the  type  and  location  of  an 
injury  or  disease. 

MEDICARE  TRANSACTION  SYSTEM  fMTSf 

Beginning  in  the  fall  of  1 997,  HCFA  will  commence 
implementation  of  its  Medicare  Transaction  System. 
When  fully  operational  in  the  year  2000  the  system  will 
consolidate  the  current  13  systems  into  one  and  will 
reduce  the  current  70  claims  processors  to  an  as  of  yet 
undetermined  number  of  regional  processors.  HCFA 
believes  that  the  new  arrangement  which  will  serve 
both  managed  care  and  fee  for  service  providers,  will 
save  the  government  nearly  200  million  dollars  annually. 

SUMMARY 

1996  will  prove  to  be  a year  of  continued  HCFA 
initiation  of  rules  and  regulations  which  will  affect  the 
physician's  ability  to  manage  the  business  aspect  of 
medical  practice.  Your  Committee  will  continue  to 
work  with  our  Carrier,  Kansas  Blue  Cross/Blue  Shield, 
to  modify  any  of  the  rules  and  regulations  that  can  be 
specifically  addressed  by  the  Carrier.  Many  of  the  rules 
and  regulations  are  originated  in  Baltimore  by  HCFA 
and  not  necessarily  endorsed  or  supported  by  our 
Medicare  Carrier.  They  must  carry  out  the  HCFA  rules 


and  regulations  in  order  to  maintain  their  contract 
status.  Any  changes  that  affect  HCFA  rules  and  regula- 
tions must  be  done  at  a national  level  to  our  AMA 
delegation,  the  AMA  House  of  Delegates,  and  any 
legislative  efforts  by  national  medical  organizations. 

It  is  hoped  that  this  report  provides  you  with  a 
reasonable  summary  of  the  anticipated  effects  of 
HCFA's  rules  and  regulations  on  your  reimbursement 
from  Medicare. 

Your  Committee  will  continue  to  act  as  your  advo- 
cate and  is  willing  to  act  in  your  behalf  on  any  carrier 
related  issues  that  you  may  have. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  VIOLENCE  & NEGLECT 

lack  K.  Lewis,  M.D.,  Omaha  • Chairholder;  |on  S.  Berlin,  M.D.,  Kearney; 
John  R.  Mitchell,  M.D.,  Omaha;  Paul  J.  Nelson,  M.D.,  Omaha;  Matthias  I. 
Okoye,  M.D.,  Lincoln;  Dwaine  |.  Peetz,  M.D.,  Neligh;  Perry  T.  Williams, 
M.D.,  Omaha;  Tracy  Asche,  Omaha;  Kerri  George,  Omaha. 

The  Ad-Hoc  Committee  on  Violence  and  Neglect 
met  in  October  to  finalize  our  book  called  "The  Cure 
Can  Begin  With  You".  This  is  a physician's  handbook 
on  domestic  violence  which  has  now  been  distributed 
to  the  majority  of  physicians  in  the  state  of  Nebraska 
and  has  been  handed  out  at  medical  meetings  in  some 
areas  as  well.  The  book  has  been  extremely  successful 
with  numerous  calls  to  the  physicians  on  the  commit- 
tee and  it  is  planned  at  this  time  for  a second  printing 
of  this  book  by  a local  health  department  as  other 
professionals  in  the  state  have  requested  a copy  of  this 
book. 

The  Ad-Hoc  Committee  on  Violence  and  Neglect 
plans  to  meet  again  in  the  spring  to  review  any  other 
problems  associated  with  domestic  violence  that  we 
should  be  facing  and  any  other  issues  that  should  be 
brought  forth  to  our  committee  at  this  time. 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairholder;  Frederick  F.  Paustian, 
M.D.,  Omaha  • Board  Liaison;  Robert  M.  Cochran,  II,  M.D.,  Omaha; 
Charles  F.  Damico,  M.D.,  Hastings;  John  M.  Ford,  M.D.,  Lexington;  James 
A.  Fosnaugh,  M.D.,  Lincoln;  Michelle  S.  Knolla,  M.D.,  Omaha;  Bernard  L. 
Kratochvil,  M.D.,  Omaha;  Clen  F.  Lau,  M.D.,  Lincoln;  Darroll  J.  Loschen, 
M.D.,  York;  Walter  J.  O'Donohue,  Jr.,  M.D.,  Omaha;  H.  Russell  Semm, 
M.D.,  Lincoln;  Jeffry  L.  Strohmyer,  M.D.,  Papillion;  Dan  Tomes,  Omaha. 

The  Commission  on  Association  Affairs  met  re- 
cently to  consider  several  items  that  were  referred  to 
it  subsequent  to  the  1 995  Fall  Session  of  the  House  of 
Delegates,  and  to  complete  consideration  of  several 
items  that  were  pending. 

1 . The  Commission  considered  Resolution  #9  (F95) 
which  asked  that  we  review  all  avenues  of  participa- 
tion in  the  NMA,  including  committee  structure,  com- 
position, meeting  schedules  and  leadership  identifica- 
tion as  well  as  telecommunications  and  conference 
calls.  It  is  the  consensus  of  the  Commission  that  the 
specific  areas  of  consideration  mentioned  in  the  reso- 
lution are  under  study  or  are  being  implemented.  As 
an  example,  the  Association  is  developing  a home 
page  on  the  World  Wide  Web,  and  will  soon  be 
finalizing  the  format  for  teleconferencing.  It  is  the 
opinion  of  the  Commission  that  the  intent  of  the 
resolution  is  being  carried  out. 
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2.  Resolution  #16  (F95)  directed  that  the 
Association's  senior  AMA  Delegate  or  designee  be 
invited  to  attend  the  NMA  regular  Board  meetings,  as 
a non-voting  member,  in  lieu  of  the  Past  President.  This 
resolution  has  been  implemented  and  there  is  neces- 
sity for  a bylaw  revision  to  provide  for  the  specifics  as 
presented  in  the  resolution.  The  bylaw  revision,  as 
proposed  by  the  Commission  for  adoption  by  the 
House  of  Delegates,  is  as  follows: 

A.  Bylaw  Revision,  Chapter  IX  - Duties  of  Officers 
and  Executive  Director,  Section  9: 

.SECTION  9.  Delegates  to  the  American  Medical 
Association  shall: 

(1)  Attend  the  annual  and  interim  sessions,  and 
any  special  sessions  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion, and  faithfully  represent  this  Association 
and  its  official  policies  in  said  House  of 
Delegates,  and 

(2)  Be  ex-officio  members  of  the  House  of  Del- 
egates of  the  Nebraska  Medical  Associa- 
tion. 

In  addition,  the  senior  AMA  Delegate  or  his/her 
delegate  designee  will  be  invited  to  attend  regular 
meetings  of  the  Board  of  Directors  as  a non-voting 
member. 

B.  Bylaw  Revision,  Chapter  X - Board  of  Directors, 
Section  1 : 

SECTION  1 . The  Board  of  Directors  shall  be  ten 
MO)  eleven  (11)  in  number  composed  as  follows: 
the  Presidents,  President-Elect,  the  two  Immediate 
Past  Presidents,  Secretary-Treasurer,  three  mem- 
bers-at-large  and  three  ex-officio  members  with 
voting  privileges,  being  the  Speaker  and  Vice 
Speaker  of  the  House  of  Delegates  and  the  Chair- 
man of  the  Board  of  Councilors.  In  addition,  the 
senior  AMA  Delegate  or  his/her  delegate  designee 
shall  be  invited  to  attend  regular  meetings  of  the 
Board  of  Directors  as  a non-voting  member. 

3.  The  Commission  also  considered  a proposed 
bylaw  revision  which  would  combine  the  NMA  Physi- 
cian Organization  Advisory  Croup  and  the  NMA  Com- 
mission on  Hospital  Medical  Staff  into  a new  commis- 
sion which  would  be  named  the  Organized  Medical 
Staff  Commission.  The  Commission  on  Association 
Affairs  agrees  with  this  restructuring  proposal  and 
presents  the  following  bylaw  revision  for  consider- 
ation and  approval  by  the  House  of  Delegates: 

Bylaw  Revision,  Chapter  XIII  - Commissions  and 
Their  Duties,  Section  F: 

F.  The  Organized  Medical  Staff  Commission  on 
I lospital  Medical  Staff  shall  in  and  of  itself,  or 
through  the  utilization  of  ad  hoc  committees: 

(1 ) Serve  practicing  physicians  in  medical 
staffs  of  hospitals,  other  health  facilities 
and  delivery  systems  bv  providing  a rep- 
resentative forum  that  promotes  patient 
and  physician  advocacy,  professionalism. 
and  the  integrity  of  the  patient/phvsician 
relationship  through  focused  policy  de- 
velopment and  educational  resources. 


(2)  Seek  to  articulate  the  needs  of  practicing 
physicians  in  medical  staffs  of  hospitals, 
other  health  facilities  and  delivery  sys- 
tems to  the  Association  so  it  can  be 
responsive  and  relevant. 

(3)  Seek  to  position  the  Association  as  a 
proactive  leader  and  a credible  repre- 
sentative for  the  needs  and  issues  of 
practicing  physicians  in  hospitals,  other 
health  facilities  and  delivery  systems. 

(4)  Through  effective  information,  education 
and  communication  programs,  seek  to 
provide  tools  and  strategies  to  promote 
professionalism  in  medical  staffs  of  hos- 
pitals. other  health  facilities  and  delivery 
systems. 

(5) f-B  Obtain  and  disseminate  information  to 

the  medical  community  via  medical  staff 
relative  to  all  pertinent,  common  prob- 
lems. 

(6) f£)  Increase  awareness  among  physicians 

about  such  issues  as  relationships  to  regu- 
latory agencies,  third-party  carriers,  ac- 
creditation bodies,  administrators  and 
board  of  trustees. 

(7) f33  Promote  interchange  of  ideas  between 

physicians  in  varying  practice  settings 
and  define  and  identify  areas  of  concern 
and  interest. 

(8) f43  Provide  a body  of  medical  staff  solidarity 

lending  support  for  such  individual  or 
unified  projects  as  may  effect  medical 
staffs  and/or  individual  physicians. 

(9) f53  Assure  the  position  of  the  physician  as 

the  primary  provider  of  health  care. 

(10) f64  Act  as  patients'  advocate  to  maintain  the 

highest  quality  of  care. 

( 1 1 1fTH  Serve  as  the  Association  representative 
group  regarding  MD/hospital  relation- 
ships. 

( 1 2)fftf  Serve  as  a resource  for  such  activity  ar- 
eas as  joint  ventures,  free-standing  clin- 
ics, surgicenters,  networking,  etc. 

4.  The  Metro  Omaha  Medical  Society  requested 
that  the  Board  of  Directors  consider  providing  an 
exception  to  the  requirement  that  all  members  of  a 
county  medical  society  be  members  of  the  NMA  in 
regard  to  a physician  who  practices  and  resides  in 
Pottawattamie  County,  Iowa.  The  Board  of  Directors 
approved  this  request  and  the  following  amendment 
to  the  NMA  bylaws  is  now  presented  to  the  House  of 
Delegates  for  its  consideration  and  approval: 

Bylaw  Revision,  Chapter  I - Membership,  Section 

2: 

SECTION  2.  To  maintain  active  membership  in 
this  Association,  all  members  must  pay  dues  and 
assessments  as  prescribed  in  the  Bylaws  of  the 
Nebraska  medical  Association  except  that  a mem- 
ber of  the  Iowa  Medical  Society  and  the 
Pottawatamie  Countv  Medical  Society  residing  and 
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practicing  in  Pottawattamie  County,  Iowa,  may  join 
thp  Metro  Omaha  Medical  Society  without  joining 
thp  Nphraska  Medical  Association. 

5.  The  House  of  Delegates  adopted  Resolution 
#15  (F95)  which  deals  with  the  NMA  delegation  to 
AMA  meetings  and  it  was  forwarded  to  the  Commis- 
sion on  Association  Affairs  for  the  development  of  the 
needed  bylaw  revisions.  The  Commission  on  Associa- 
tion Affairs  submits  the  following  revisions  to  the  NMA 
Bylaws  which  will  cover  the  implementation  of  Reso- 
lution #15: 

A.  Bylaw  Revision,  Chapter  VII  - House  of  Delegate 
and  Its  Duties,  Section  1(1): 

SECTION  1 . The  House  of  Delegates  shall  foster 
the  constitutional  purposes  of  this  Association.  In 
pursuance  of  these  duties,  it  shall: 

(1)  Elect 

The  President-Elect 
The  Secretary-Treasurer 
Members-at-large  of  the  Board  of  Directors 
The  Councilors 

The  Speaker  and  Vice-speaker  of  the  House 
of  Delegates 

Council  on  Professional  Ethics 

Except  as  hereafter  provided,  delegates  to 
the  American  Medical  Association,  and  their 
alternates,  for  terms  of  two  years  each  but 
not  to  exceed  five  consecutive  two-year 
terms  after  May,  1978;  provided,  however, 
for  good  cause  shown,  the  House  of  Del- 
egates may  elect  to  retain  an  AMA  Del- 
egate or  Alternate  on  a year  to  year  basis.  If 
at  any  time  Nebraska  is  permitted  by  the 
AMA  to  have  one  additional  Delegate  and 
one  additional  Alternate  based  upon 
Nebraska's  fulfillment  of  criteria  relating  to 
percentage  membership  in  the  AMA,  the 
Board  of  Directors  shall  select  one  of  the 
AMA  Alternates  to  serve  as  the  additional 
Delegate  and  the  Board  of  Directors  shall 
designate  the  President  as  an  AMA  Alter- 
nate and  shall  select  either  the  President- 
Elect,  err  and,  if  necessary,  select  on  a rotat- 
ing basis,  either  the  Secretary-Treasurer,  the 
Speaker  of  the  House  of  Delegates,  or  the 
Vice-Speaker  of  the  House  of  Delegates,  to 
serve  as  the  additional  Alternate. 

B.  Bylaw  Revision,  Chapter  VIII  - Election  of  Offic- 
ers and  Directors,  Section  6: 

SECTION  6.  Members  of  the  Board  of  Direc- 
tors may  not  hold  two  elective  positions  at  the 
same  time;  provided,  however,  this  shall  not 
prohibit  the  President,  President-Elect,  err  Secre- 
tary-Treasurer, Speaker  of  the  House  of  Del- 
egates. or  Vice  speaker  of  the  House  of  Del- 
egates to  serve  as  the  additional  alternate  to  the 
American  Medical  Association  as  provided  in 
Chapter  VII,  Section  1(1). 

C.  Bylaw  Revision,  Chapter  IX  - Duties  of  Officers 
and  Executive  Director,  Section  5: 

SECTION  5.  The  Speaker  of  the  House  of  Del- 
egates shall: 

(1)  Preside  at  all  sessions  of  the  House  of  Del- 
egates 


(2)  Appoint  all  reference  committees  with  the 
approval  of  the  House  of  Delegates 

(3)  Perform  such  duties  as  custom  and  parlia- 
mentary procedure  may  require 

(4)  Have  the  right  to  vote  only  in  case  of  a tie 

(5)  Be  an  ex-officio  member  of  the  Board  of 
Directors  and  Board  of  Councilors,  with  the 
privilege  of  the  floor 

(6)  In  the  event  the  President-Elect  shall  assume 
the  office  of  President,  assume  the  office  of 
President-Elect  until  the  next  Annual  Ses- 
sion 

(7)  Serve  as  the  additional  alternate  to  the 
American  Medical  Association,  if  so  desig- 
nated. as  described  in  Chapter  VII.  Section 

m 

D.  Bylaw  Revision,  Chapter  IX  - Duties  of  Officers 

and  Executive  Director,  Section  6: 

SECTION  6.  The  Vice-Speaker  shall: 

(1)  Assume  the  duties  of  the  Speaker  during 
his/her  absence  or  at  his/her  request 

(2)  Assist  the  Speaker  in  the  performance  of 
his/her  duties 

(3)  Act  in  the  capacity  of  Sergeant-at-Arms 

(4)  Have  the  right  to  vote  only  when  acting  in 
the  capacity  of  Speaker,  and  then  only  in 
case  of  a tie  vote 

(5)  In  the  event  of  death,  resignation,  removal 
or  disability  of  the  Speaker,  automatically 
succeed  to  that  position  for  the  unexpired 
term. 

(6)  Be  an  ex-officio  member  of  the  Board  of 
Directors  and  Board  of  Councilors,  and  have 
the  same  rights  and  privileges  as  does  the 
Speaker 

(7)  In  the  event  the  Speaker  of  the  House  of 
Delegates  assumes  the  office  of  President- 
Elect,  assume  the  office  of  Speaker  of  the 
House  of  Delegates  until  the  next  Annual 
Session 

(8)  Serve  as  the  Additional  alternate  to  the 
American  Medical  Association,  if  so  desig- 
nated. as  described  in  Chapter  VII,  Section 
111) 

6.  The  Commission  on  Association  Affairs  also  pre- 
sents the  following  bylaws  revision  for  consideration 
by  the  House  of  Delegates  which  will  update  the 
terminology  of  the  AMA  Code  of  Medical  Ethics: 

Bylaw  Revision,  Chapter  III  - Ethics  and  Discipline, 
Section  1 : 

SECTION  1.  The  Code  Principles  of  Medical 
Ethics  of  the  American  Medical  Association  shall  be 
the  rule  of  conduct  for  members  of  this  Association, 
and  shall  guide  the  Board  of  Councilors  and  the 
Council  on  Professional  Ethics  in  all  decisions  relat- 
ing to  questions  of  ethics 

7.  The  Commission  on  Association  Affairs  presents 
the  following  bylaw  revision  for  consideration  and 
approval  by  the  House  of  Delegates  which  will  update 
the  terminology  in  the  bylaws  regarding  the  Council 


July  1996  Nebraska  Medical  Journal  245 


on  Ethical  and  judicial  Affairs  of  the  American  Medical 

Association: 

Bylaw  Revision,  Chapter  XIV  - Component  Societ- 
ies, Section  5: 

SFCTION  5.  Each  component  society  shall  be 
the  judge  of  the  professional  and  moral  qualifica- 
tions of  its  own  members.  A member  who  has 
been  suspended  or  expelled  from  his/her  compo- 
nent society  may  carry  his/her  appeal  to  the  Coun- 
cil on  Professional  Ethics  of  this  Association,  and 
then,  if  necessary,  to  the  Judicial  Council  on  Ethical 
and  ludicial  Affairs  of  the  American  Medical  Associa- 
tion. 

8.  The  Commission  also  considered  the  issue  of 
student  and  house  staff  membership  and  continues  to 
address  mechanisms  which  would  increase  the  stu- 
dent and  house  staff  involvement  in  the  Association. 
It  is  evident  that  the  students  and  residents  wish  to  be 
more  a part  of  the  family  of  medicine  and  the  Commis- 
sion feels  that  the  avenues  for  increased  participation 
must  be  developed  and  nurtured.  Following  discus- 
sions with  representatives  of  the  medical  student  and 
resident  groups,  the  Commission  is  continuing  to  dis- 
cuss the  sponsorship  of  social  events,  expansion  of  the 
student  mentoring  program,  as  well  as  discussing  how 
the  medical  schools  should  be  approached  relative  to 
establishment  of  avenues  of  greater  participation,  and 
it  is  recommended  by  the  Commission  that  the  NMA 
Coordinating  Committees  address  this  matter  in  order 
that  the  situation  can  continue  to  be  discussed  with 
medical  school  representatives.  This  area  of  consider- 
ation and  study  by  the  Commission  will  continue  in 
future  months. 

9.  The  Commission  has  continued  to  consider  the 
matter  of  presenting  various  awards  on  an  annual  basis 
and  it  has  made  specific  recommendations  to  the 
Board  of  Directors  for  its  consideration. 

The  Commission  presents  this  report  to  the  House 
of  Delegates  for  its  consideration  and  approval  and  we 
stand  ready  to  receive  additional  matters  which  may 
be  referred  to  it  during  this  session  of  the  House  of 
Delegates. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  - Board  Liaison;  Patrick  J.  Bogard,  M.D.,  Omaha;  Krynn  K. 
Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior;  Susanne  E.  Eilts, 
M.D.,  Omaha;  lames  A.  Fosnaugh,  M.D.,  Lincoln;  Charles  D.  Gregorius, 
M.D.,  Lincoln;  Robert  D.  Harry,  M.D.,  Lexington;  Linda  S.  Head,  M.D., 
Bellevue;  David  J.  Hoelting,  M.D.,  Pender;  D.  G.  O'Leary,  M.D.,  Omaha; 
Richard  H.  Meissner,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  George 
W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Frederick  F. 
Paustian,  M.D.,  Omaha;  Michelle  B.  Petersen,  M.D.,  Lincoln;  Robert  E. 
Quick,  M.D.,  Crete;  C.  Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  V.  Roffman, 
M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Duane  Sherwin,  M.D., 
Norfolk;  Jeffry  L.  Strohmyer,  M.D.,  Papillion;  Eileen  C.  Vautravers,  M.D., 
Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Jill  Anderson,  Omaha,  Liesl 
Goering,  Omaha 

The  Commission  on  Legislation  and  Governmental 
Affairs  each  year  deals  with  a wide  range  of  legislative 
proposals.  During  the  1996  legislative  session,  there 
were  360  carryover  bills  and  502  new  bills  introduced 
for  hearing  and  consideration.  The  Nebraska  Medical 
Association  has  been  actively  involved  in,  or  monitor- 
ing, over  90  legislative  bills. 


Although  the  1 994  session  was  dominated  by  other 
issues,  the  senators  did  consider  a variety  of  proposals 
affecting  the  practice  of  medicine.  Set  forth  below  is  a 
description  of  the  major  issues  on  which  the  NMA 
worked  this  year.  This  report  is  being  written  about 
two  weeks  before  the  end  of  the  session  and  there 
may  be  minor  changes  to  report  at  our  meeting  later 
this  month. 

1 Amendments  to  Nurse  Practitioner  Licensure 
(LB  4141:  The  Legislature  enacted  LB  41  4,  which  modi- 
fies the  licensure  laws  for  nurse  practitioners.  Under 
LB  414,  ARNPs  must  still  have  an  integrated  practice 
agreement  with  at  least  one  physician,  who  will  be 
responsible  for  providing  supervision  and  direction  to 
the  ARNP.  Except  in  the  area  of  women's  health  and 
neonatology,  ARNPs  will  be  required  to  have  a master's 
or  doctorate  degree  and  2000  hours  of  supervised 
training.  ARNPs  in  women's  health  and  neonatology 
must  also  have  practice  protocols  with  their  supervis- 
ing physicians.  The  ARNP  board  could  approve  excep- 
tions to  the  supervision  of  requirement  for  ARNPs 
wanting  to  practice  in  medical  shortage  areas  who  are 
unable  to  find  a supervising  physician. 

Regulatory  oversight  will  be  provided  by  a joint 
board,  consisting  of  five  ARNPs,  five  physicians  (at 
least  three  of  whom  supervise  ARNPs),  a pharmacist 
and  a consumer.  The  new  joint  board  will  monitor  the 
practice  agreements  and  collaborative  relationships 
and  advise  the  licensing  boards  on  licensure  and  scope 
of  practice  matters. 

The  final  amendments  developed  in  intense  nego- 
tiations between  the  NMA,  the  nursing  community, 
and  senators  achieved  the  NMA's  major  objectives  of 
retaining  the  requirement  of  an  integrated  practice 
agreement  with  physician  supervision  and  creation  of 
a conjoint  board  of  physicians  and  ARNPs  to  provide 
regulatory  oversight.  The  major  floor  fight  concerned 
the  nursing  profession's  efforts  to  weaken  the  defini- 
tion of  "supervision."  LB  414  defines  "supervision"  as 
ready  availability  for  "consultation  and  direction"  of 
the  ARNP.  The  ARNPs  sought  to  change  "direction"  to 
"advice."  The  NMA  successfully  lobbied  to  retain  phy- 
sician direction  in  the  definition  of  "supervision." 

2 Health  Department  Reorganization  (LB  10441: 

The  Legislature  approved  Governor  Nelson's  proposed 
reorganization  of  the  state's  health  and  human  ser- 
vices programs.  LB  1044  will  eliminate  the  Depart- 
ments of  Health,  Aging,  and  Social  Services,  and  com- 
bine their  programs  into  three  new  functional  agen- 
cies which  would  do  health  and  human  service  pro- 
gramming, standards  and  evaluation,  and  funding.  The 
Department  of  Health  will  largely  be  replaced  by  the 
department  having  responsibility  for  standards  and 
evaluation.  The  NMA  testified  in  favor  of  requiring  that 
a physician  should  be  responsible  for  the  public  health 
and  disciplinary  functions  and  this  amendment  was 
added  to  the  bill  by  the  Health  Committee  and  full 
Legislature.  The  reorganization  will  take  effect  on  Janu- 
ary 1 , 1 997. 

3.  Treating  Ob/Gvns  as  Primary  Care  Physicians 

(LB  5321:  The  Legislature  passed  LB  532,  proposed  by 
obstetrician/gynecologists,  which  would  require  man- 
aged care  programs  to  treat  them  as  primary  care 


246  Nebraska  Medical  Journal  July  1996 


physicians  if  they  meet  the  program's  criteria  for  pri- 
mary care  physicians.  The  NMA  monitored  this  bill  and 
worked  to  bring  about  agreement  among  proponents, 
family  physicians,  internists,  and  pediatricians. 

4 Medicaid  Managed  Care  for  Long-Term  Care 
(LB  1078):  The  Legislature  is  expected  to  pass  LB 
1078,  which  would  require  the  state  to  develop  a 
managed  care  plan  for  long-term  care  recipients  in  the 
Medicaid  program.  At  the  urging  of  the  NMA  and 
other  groups,  the  implementation  date  for  the  man- 
aged care  plan  has  been  changed  from  July  1 , 1 997,  to 
July  1,  1998.  The  NMA  is  monitoring  LB  1078. 

5 Parkinson's  Disease  Registry  (LB  496):  The  Leg- 
islature is  expected  to  pass  LB  496,  which  would 
establish  a Parkinson's  Disease  Registry.  Physicians 
who  diagnose  this  disease  and  pharmacists  who  fill 
prescriptions  for  its  treatment  would  be  required  to 
complete  reports  to  a central  registry  maintained  by 
the  Department  of  Health.  The  NMA  opposed  LB  496, 
but  worked  on  amendments  once  it  became  apparent 
that  the  registry  had  widespread  support  from  the 
Health  Committee  and  other  senators. 

6 Raise  Malpractice  Cap  (LB  569):  This  carryover 
bill  proposed  to  raise  the  cap  on  liability  for  medical 
malpractice  claims  under  the  state's  medical  liability 
law  from  $1.25  million  to  $2  million.  The  bill  was 
advanced  by  the  Judiciary  Committee  but  was  not 
debated  on  the  floor,  because  no  senator  took  it  as  a 
priority  bill. 

7 Optometric  Scope  of  Practice  (LB  10601:  The 

optometrists  were  unable  to  find  a senator  to  prioritize 
their  bill  to  allow  them  to  treat  glaucoma.  The  NMA 
opposed  LB  1060  and  we  expect  that  a similar  bill  will 
be  introduced  in  1997. 

8 Insurance  Coverage  for  Mothers/Newborns  (LB 
1071/1 180:  The  NMA  testified  in  favor  of  these  bills 
which  would  require  insurance  companies  to  provide 
coverage  for  minimum  stays  by  mothers  and  new- 
borns. Because  of  the  insurance  companies'  opposi- 
tion, neither  bill  advanced  to  the  full  Legislature  but 
proponents  intend  to  reintroduce  similar  legislation 
next  year. 

9 Peer  Review  in  Outpatient  Settings  (LB  13261: 

The  NMA  proposed  this  bill  to  provide  confidentiality 
and  immunity  in  outpatient  per  review.  Although  the 
bill  was  voted  out  by  the  Health  Committee,  the 
opposition  of  the  Nebraska  Association  of  Trial  Attor- 
neys kept  the  bill  from  being  considered  by  the  full 
Legislature  and  it  will  be  reintroduced  next  year. 

10  Access  to  Medical  Records  (LB  4221:  This  bill 
proposed  to  give  patients  a right  to  obtain  copies  of 
their  medical  records  and  set  limits  on  what  providers 
can  charge  to  copy  medical  records.  The  NMA  worked 
to  amend  the  requirements  for  patient  access  to 
records,  but  the  bill  ultimately  was  pulled  from  the 
agenda  because  there  was  no  consensus  on  what  was 
an  appropriate  limitation  on  fees  for  copying. 

During  the  1996  session,  we  again  utilized  the 
NMA  Legislative  Fax  and  found  it  to  be  a very  effective 
mechanism  for  informing  Association  members  on  the 
issues  and  to  gain  physician  participation  in  the  legis- 
lative process.  The  distribution  of  the  fax  was  ex- 
panded this  year  and  we  are  planning  to  utilize  this 
mechanism  during  future  sessions  of  the  Legislature. 


The  Commission  on  Legislation  was  assisted  by 
several  focused  working  groups  which  addressed  vari- 
ous legislative  issues  being  considered  or  anticipated 
to  be  considered  in  the  1996  Legislature.  The  work  of 
the  focused  working  groups  is  greatly  appreciated.  In 
addition,  the  Commission  sponsored  legislative  semi- 
nars which  took  place  in  Kearney,  Lincoln  and  Omaha. 
The  program  portion  of  the  seminar  was  videotaped 
and  copies  of  the  tape  were  made  available  to  the 
county  medical  societies.  At  this  point,  it  is  anticipated 
that  the  seminars  will  be  refined  and  scheduled  again 
prior  to  the  1997  Nebraska  Legislative  Session. 

The  Commission  wishes  to  thank  the  Alliance  for  its 
efforts  in  the  very  successful  Legislative  Day  activity  at 
the  State  Capitol  Building  which  took  place  on  march 
5.  The  commission  also  recognizes  the  very  important 
communication  with  legislators  which  is  carried  out  by 
the  contact  physicians,  Alliance  members,  and  the 
general  membership  of  the  Association.  We  continue 
to  encourage  physicians  and  spouses  to  maintain  com- 
munication with  their  legislators  when  they  are  in  their 
home  districts  during  the  summer  and  fall.  It  is  impor- 
tant that  members  of  the  Association  and  the  Alliance 
become  involved  in  the  election  process  and  the 
campaigns  of  the  local  senator  or  candidate  in  their 
district  whom  they  support.  The  county  medical  soci- 
eties are  also  to  be  commended  for  their  activity  in  the 
legislative  arena. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  Robert  F.  Shapiro,  M.D., 
Lincoln  - Board  Liaison;  Paul  E.  Collicott,  M.D.,  Lincoln;  Herbert  A.  Hartman, 
]r„  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D.,  Kearney;  Darroll ).  Loschen, 
M.D.,  York;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln. 

The  Commission  on  Medical  Socio-Economics  has 
met  on  one  occasion  since  the  Fall  Session  of  the  NMA 
House  of  Delegates.  The  purpose  of  the  Commission 
is  to  combine  the  expertise  of  several  committees  who 
need  to  interact  concerning  issues  of  importance  to 
the  membership.  Using  the  Commission  as  an  inter- 
face, we  have  been  able  to  interact  together  in  ways 
not  before  possible. 

We  review  the  activities  of  the  Ad-Hoc  Committee 
on  Health  Care  Insurance  and  Medical  Delivery  Sys- 
tems, the  Health  Plan  Technical  Advisory  Committee, 
the  PRO  Overview  Committee,  PRO  Grievance  Com- 
mittee, Ad-Hoc  Committee  on  Medicaid  Services,  Ad- 
Hoc  Committee  Re:  Medicare  and  the  Nebraska  Phy- 
sician Organization  Advisory  Group. 

Each  of  these  Committees  that  has  had  some  activ- 
ity has  well  summarized  those  activities  in  their  reports 
and  I will  not  repeat  those  reports. 

In  addition,  the  Commission  spent  some  time  work- 
ing on  the  Nebraska  Association  of  Hospitals  and 
Health  systems  proposal  to  look  at  data  acquisition. 
This  resulted  in  the  NMA  working  on  its  own  project 
which  is  summarized  in  another  report. 

The  Commission  also  reviewed  a proposal  by  Dr. 
Bacon  to  evaluate  a cooperative  venture  similar  to  the 
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Group  Health  Cooperative  of  Puget  Sound.  Although 
the  Commission  felt  there  was  merit  in  the  concept, 
the  current  Department  of  Insurance  regulations  would 
make  development  impractical  without  a large  expen- 
diture of  time  and  money. 

My  thanks  to  the  members  of  the  Commission  for 
their  input  and  advice.  I look  forward  to  the  further 
development  of  the  activities  of  the  Commission.  By 
using  the  expertise  of  the  individuals  on  the  Commis- 
sion we  will  be  able  to  brainstorm  and  creatively 
develop  ways  for  the  NMA  to  remain  at  the  forefront 
of  medical  socioeconomic  issues. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  ■ CHairholder;  William  R.  Palmer, 
M.D.,  Omaha  - Board  Liaison;  Suzanne  W.  Braddock,  M.D.,  Omaha;  Daniel 
R.  Cronk,  M.D.,  Grand  Island;  John  Calvin  Davis  III,  M.D.,  Omaha;  H. 
Jeoffrey  Deeths,  M.D.,  Omaha;  Benjamin  R.  Gelber,  M.D.,  Lincoln;  |ohn  |. 
Hoesing,  M.D.,  Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  lack  K.  Lewis,  M.D., 
Omaha;  Michael  ).  McGahan,  M.D.,  Lincoln;  Robert  F.  Shapiro,  M.D., 
Lincoln;  jeffry  L.  Strohmyer,  M.D.,  Papillion,  Chris  Seip,  Omaha. 

Members  of  the  Commission,  along  with  Dr.  David 
Bacon,  NMA  President,  our  Executive  Director,  and 
Assistant  Executive  Director,  held  a highly  valuable 
luncheon  meeting  in  Omaha  with  a stellar  group  of 
editors  from  the  Omaha  World  Herald.  During  over 
two  hours  of  discussion,  we  were  able  to  present  a 
number  of  issues  of  critical  importance  to  organized 
medicine,  and  to  work  toward  establishing  a "bridge” 
of  communication  between  the  Commission  and  the 
state's  largest  daily  publication.  All  involved  consid- 
ered the  meeting  to  be  a huge  success! 

The  Commission  has  available  a packaged  slide 
program  for  members  to  use  in  discussing  health  care 
issues  with  the  public.  We  are  also  developing  refer- 
ence material  and  a speakers'  kit  outlining  and  explain- 
ing the  various  coverage  options  offered  by  insurance 
carriers.  This  material  will  be  available  to  any  member 
who  wishes  to  present  this  topic  to  an  interested  group 
or  corporate  committee. 

During  the  course  of  the  year,  the  Chair  of  the 
Commission  continued  to  meet  with  the  NMA  Presi- 
dent, the  Executive  Director,  Assistant  Executive  Di- 
rector, and  our  public  relations  team  to  investigate 
potential  areas  to  focus  our  energy  and  resources  to 
enhance  the  public  relations  functions  of  the  NMA.  I 
believe  we  presently  have  an  extraordinarily  talented 
and  responsive  group  of  people  in  place,  who  are 
prepared  to  instantly  confront  any  challenge  presented 
to  them. 

The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press  re- 
leases, discussing  areas  of  general  health  interest,  are 
provided  monthly  and  are  utilized  by  radio  stations 
and  newspapers.  Usage  of  this  material  by  Nebraska's 
print  media  continued  to  increase  in  1995. 


REPORT  OF  THE  COMMITTEE 
ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Lincoln  - Chairholder;  john  M.  McCammond, 
M.D.,  Kearney;  Michelle  B.  Petersen,  M.D.,  Lincoln. 

The  Committee  on  Patient  Advocacy,  consisting  of 
Drs.  Michelle  Petersen  and  John  McCammond,  with 
me,  Dr.  Robert  Shapiro  as  the  chair,  met  and  held  one 
meeting  on  October  25,  1995. 

It  was  our  charge  to  develop  a project  which  would 
be  perceived  as  directly  in  the  patient's  interests  and 
cannot  be  perceived  as  self-serving  on  the  part  of 
physicians. 

At  the  time  we  met,  it  appeared  that  the  govern- 
ment would  be  pointing  Medicare  patients  into  man- 
aged care  programs. 

Because  the  choice  of  physician  is  so  important  to 
our  elderly  patients,  and  because  dealing  with  the 
many  faces  of  managed  care  can  be  very  confusing, 
after  much  discussion,  we  decided  on  a project.  The 
specific  project  would  be  to  develop  a small,  concise, 
usable  booklet  which  could  be  distributed  to  patients 
from  the  physicians'  offices  to  help  them  through  the 
maze  of  managed  care  if  they  were  thinking  about 
making  such  a choice. 

It  was  our  intent  to  provide  a very  factual  presenta- 
tion, laying  out  the  pros  and  cons  of  the  different 
choices  and  not  attempting  to  influence  that  choice. 

Subsequent  to  that  meeting  and  even  at  the  current 
time,  the  government  has  taken  no  definitive  action  in 
regards  to  Medicare  reforms  to  generate  a concerted 
thrust  to  place  Medicare  patients  in  managed  care 
programs. 

As  a result,  our  committee  has  not  gone  ahead  at 
this  time  with  the  development  of  a booklet  because 
of  the  paucity  of  information  available. 

It  is  our  belief  that  the  project  will  still  have  merit  at 
the  appropriate  time. 

REPORT  OF  THE  "EVERY  WOMAN  MATTERS" 
NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Omaha  • Chairholder;  William  R.  Palmer, 
M.D.,  Omaha  - Board  Liaison;  Beth  M.  Ernst,  M.D.,  Kearney;  Herbert  A. 
Hartman,  )r„  M.D.,  Omaha;  Amy  K.  lespersen,  M.D.,  York;  Shawn  S. 
Lawrence,  M.D.,  Broken  Bow;  A.  Kathy  Morse,  M.D.,  Grand  Island;  Char- 
lotte A.  Wirges,  M.D.,  Holdrege. 

The  NMA  Every  Woman  Matters  Advisory  Commit- 
tee has  been  active  in  fulfilling  Resolutions  4 and  5 
(A94)  regarding  development  of  continuing  medical 
education  and  public  information  on  the  topic  of 
breast  cancer.  Through  a cooperative  contractual  agree- 
ment with  the  Nebraska  Department  of  Health,  the 
Committee  has  implemented  a program  to  accomplish 
the  resolutions  at  minimal  cost  to  the  Association, 
while  assisting  the  Department  in  satisfying  the  re- 
quirements of  a federal  breast  and  cervical  cancer 
grant  from  the  Centers  of  Disease  Control. 

Last  summer  and  fall,  the  Committee  oversaw  the 
development  and  implementation  of  a public  informa- 
tion campaign  for  the  Department's  Every  Woman 
Matters  breast  and  cervical  cancer  screening  program. 
Communications  Consultants,  an  Association  subcon- 
tractor, developed  radio,  television  and  newspaper 
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advertising  to  encourage  public  awareness  of  the  ben- 
efits of  mammography  and  also  completed  a project  of 
focus  group  research  to  determine  the  state  of  public 
awareness  and  acceptance  of  mammography.  An  ar- 
ticle on  the  focus  group  research  appeared  in  March, 
1996  Nebraska  Medical  journal  which  was  dedicated 
to  breast  cancer. 

The  Committee  oversaw  development  of  the  March 
issue  of  the  Journal,  soliciting  and  reviewing  included 
articles.  By  cooperatively  working  with  the  Scientific 
Sessions  Committee,  we  obtained  CME  accreditation, 
offering  four  Category  1 hours  for  successful  comple- 
tion of  the  materials  and  post-test.  The  materials  were 
also  approved  by  the  American  Academy  of  Family 
Physicians  for  four  Prescribed  hours  of  credit.  This  is 
the  first  time  the  Nebraska  Medical  Journal  has  been 
used  to  provide  convenient,  economical  CME  for 
Nebraska  physicians.  Through  funding  provided  by  the 
Department  of  Health,  this  Journal  was  also  provided 
to  non-member  physicians,  physician  assistants,  and 
nurse  practitioners.  The  non-member  physician  mail- 
ing included  a solicitation  and  application  for  member- 
ship in  the  Association. 

Resolution  4 called  for  development  of  a booklet 
which  explains  the  alternative  medically-viable  meth- 
ods of  treating  breast  cancer.  Beginning  later  this  year, 
on  the  advice  of  the  Nebraska  Department  of  Health 
Every  Woman  Matters  program  (Debra  Hoffman), 
Straight  Talk  About  Breast  Cancer  (update  edition)  will 
be  offered  free-of  charge  to  any  Nebraska  woman 
newly  diagnosed  with  breast  cancer.  The  cost  of  the 
book  will  be  borne  initially  by  the  Every  Woman 
Matters  program,  with  the  NMA  providing  logistical 
support  in  distribution  and  promotion.  Plans  are  un- 
derway to  develop  a distribution  system  with  a quick 
turn-around  (48  hours  or  less)  and  to  provide  future 
funding  for  the  book's  distribution.  Sunderbruch  Cor- 
poration, the  peer-review  organization  for  Medicare, 
will  also  be  integrally  involved  in  the  book's  distribu- 
tion. Physicians  likely  to  diagnose  breast  cancers  in 
their  practices  will  receive  a complimentary  copy  of 
the  book,  along  with  an  endorsement  letter  from  the 
NMA. 


REPORT  OF  THE  NE  PHYSICIAN 
ORGANIZATION  ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  David  R.  Little,  M.D., 
Hastings  - Board  Liaison;  Daniel  C.  Bohi,  M.D.,  Omaha;  Steven  G.  Brestin, 
M.D.,  Kearney;  Ward  Chambers,  M.D.,  Omaha;  Daniel  R.  Cronk,  M.D., 
Grand  Island;  Charles  F.  Damico,  M.D.,  Hastings;  Bernard  W.  Douglas, 
M.D.,  Holdrege;  David  R.  Dyke,  M.D.,  Lincoln;  Scott  C.  Elston,  M.D., 
Alliance;  Gordon  L.  Emry,  M.D.,  Cozad;  Richard  J.  Feldhaus,  M.D.,  Omaha; 
Philip  Hofschire,  M.D.,  Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus; 
Randy  T.  Kohl,  M.D.,  Lincoln;  Newton  E.  Mack,  M.D.,  North  Platte;  Dale  E. 
Michels,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha;  H.  Russell 
Semm,  M.D.,  Lincoln;  Todd  S.  Sorensen,  M.D.,  Scottsbluff;  Wayne  K. 
Weston,  M.D.,  Lexington;  |ohn  Bonta,  Omaha;  Jeff  lacobs,  Omaha. 

The  NMA  Physician  Organization  Advisory  Group 
was  created  by  the  Board  of  Directors  in  1994  at  the 
request  of  then-President  Fred  Paustian.  This  group 
was  formed  in  an  endeavor  to  bring  together  the  many 
physician  groups  throughout  the  state  who  were  in- 
volved in  managed  care,  specifically  those  groups 
forming  or  participating  in  Physician  Organizations 
and  Physician/Hospital  Organizations  (PHOs). 

Over  the  past  two  years,  this  committee  has  been 
quite  active,  meeting  at  least  four  to  six  times  annually. 


This  is  to  be  expected,  of  course,  because  of  the  very 
significant  activities  which  are  occurring  throughout 
the  state  in  the  organization  of  physicians. 

Serving  on  this  committee  are  representatives  of 
Greater  Lincoln,  Greater  Omaha,  and  Greater  Ne- 
braska organizations,  and  the  discussions  have  been 
candid  and  spirited.  The  House  will  recall  that  one 
"spin-off"  of  this  committee  was  the  presentation  by 
the  National  Committee  for  Quality  Assurance  (NCQA). 

The  meetings  have  served  as  a forum  for  the  ex- 
change of  information  among  the  various  physician 
groups  throughout  the  state,  and  have  demonstrated 
the  significant  variability  of  what  is  occurring  in  the 
metropolitan  vis  a vis  the  rural  areas  of  the  state.  It  can 
be  said,  however,  that  there  is  virtually  no  area  of  the 
state  where  physician  organization  initiatives  are  not 
being  pursued  actively. 

The  committee  endorsed  the  identification  of  an 
NMA  staff  person  whose  job  description  would  be 
limited  to  managed  care  issues.  The  Board  of  Directors 
has  declined  to  do  this  at  this  time,  citing  fiscal  prob- 
lems with  such  an  endeavor. 

Members  of  the  committee  have  met  with  John 
Rink,  Director  of  the  State  Insurance  Commission, 
seeking  information  regarding  the  possibility  of  the 
formation  of  a statewide  cooperative,  patterned  after 
that  of  Minnesota  and  of  Washington  state.  Much 
information  was  obtained  from  both  the  above  areas, 
and  liaison  was  established  with  leaders  in  those  states. 
It  was  discovered,  however,  that  enabling  legislation 
would  probably  be  necessary  for  such  an  endeavor  to 
be  undertaken  in  Nebraska.  The  committee  continues 
to  explore  this  possibility. 

The  last  two  meetings  of  this  committee,  occurring 
on  16  and  28  November  1995  were  devoted  to  the 
possibility  of  the  formation  of  a statewide  IPA.  In 
attendance  at  these  meetings  was  Mr.  Daren  Sorensen 
of  the  Nebraska  Independent  Physician  Organization, 
based  in  Lincoln.  Much  discussion  was  held  regarding 
this  possibility,  and  consultations  and  discussions  are 
continuing  at  present.  To  avoid  any  implication  of  the 
antitrust  laws,  it  was  decided  further  discussions  of 
such  a statewide  IPA  will  not  involve  the  NMA. 

Further  activities  of  this  committee  will  be  limited 
to  liaison  discussion  among  the  various  physician  orga- 
nizations in  the  state,  should  the  Board  of  Directors 
elect  to  extend  the  committee's  charter. 

When  this  report  is  considered  by  the  Reference 
Committee,  I will  be  present  to  answer  any  questions 
of  the  membership  regarding  this  committee's  activities. 


REPORT  OF  THE  NMA  ELECTRONIC 
DATA  WORKING  GROUP 

Dale  E.  Michels,  M.D.,  Lincoln  • Chairholder;  Stuart  P.  Embury,  M.D., 
Holdrege;  Steven  A.  Schwid,  M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D., 
Omaha;  Robert  T.  Urban,  M.D.,  Kearney. 

The  Electronic  Data  Working  Group  has  met  on  two 
occasions  and  is  pleased  to  present  this  report.  My 
particular  thanks  to  the  members  of  the  group,  many 
of  whom  know  much  more  about  electronic  data  than 
I,  and  have  been  able  to  provide  a broad  perspective 
on  the  possibilities  of  the  future. 
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A part  of  the  group's  charge  was  to  respond  to  the 
Resolution  adopted  at  the  fall  meeting  of  the  House  of 
Delegates  from  the  Metropolitan  Omaha  Medical 
Society.  That  process  is  established  and  we  have  re- 
viewed the  many  current  options  available  to  the 
NMA.  This  includes  the  800  incoming  number  for 
physicians,  faxing  notices  and  other  important  items  to 
members  and  particularly  to  committees  and  develop- 
ing an  e-mail  address  (nma@inetnebr.com).  In  addi- 
tion, by  the  time  of  the  Annual  Meeting,  there  will  be 
a home  page  on  the  Internet  for  the  NMA.  This  is  our 
start  in  establishing  e-mail  connectivity  with  our  mem- 
bers as  well  as  other  associations  and  organizations. 

We  have  spent  much  of  our  time  as  a group  work- 
ing on  the  considerations  of  data  management.  We 
have  received  a great  deal  of  help  from  Steve  Martin 
and  John  Blackleter  of  Blue  Cross  Blue  Shield  of  Ne- 
braska. We  are  evaluating  the  possibility  and  practical- 
ity of  developing  a data  collection  network  for  physi- 
cian office  data.  The  issues  of  confidentiality,  format, 
necessary  storage  capacity,  and  report  development 
are  being  reviewed.  This  information  will  continue  to 
be  refined.  We  anticipate  that  before  the  Fall  Session 
of  the  House  of  Delegates  we  will  have  some  prelimi- 
nary sites  identified  and  will  have  begun  the  collection 
of  data  on  a basic  level.  This  will  take  both  legal  time 
(to  structure  confidentiality  and  working  agreements) 
and  consulting  time  to  develop  the  structure  and 
hardware  and  software  needs  for  this  project.  Although 
an  NMA  project,  we  anticipate  that  this  will  be  done 
through  a Foundation  to  avoid  any  concerns  about  the 
sharing  of  data. 

Many  other  aspects  of  these  projects  are  still  being 
developed  and  I look  forward  to  the  continued  progress 
of  the  NMA  in  this  area. 


REPORT  OF  THE  NMA 
RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  York  ■ Chairholder;  Ronald  W.  Klutman,  M.D., 
Columbus  • Board  Liaison;  William  F.  Becker,  M.D.,  Norfolk;  Charles  A. 
Dobry,  M.D.,  Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha;  Robert  H.  Mclntire, 
M.D.,  Omaha;  Merton  A.  Quaife,  M.D.,  Omaha;  ]oseph  M.  Stavas,  M.D., 
Lincoln;  Perry  T.  Williams,  M.D.,  Omaha;  Terri  Batterman,  Omaha. 

With  the  passage  of  LB406,  with  the  attendant 
regulations  regarding  "Limited  Services  Radiographers", 
the  main  thrust  of  this  working  group  was  complete.  It 
was  the  intent  of  the  NMA  Board  of  Directors  that  this 
Working  Group  should  be  sunset  with  the  completion 
of  this  project. 

However,  at  the  prompting  of  President  Bacon,  and 
the  concurrence  of  the  Board  of  Directors,  the  charge 
of  this  committee  has  been  extended  to  include  other 
areas  of  environmental  concern.  It  has  been  noted  by 
several  members  in  the  past  that  the  NMA  has  not  had 
significant  impact  in  most  areas  of  environmental  health. 
A notable  exception  is,  of  course,  the  work  of  the 
Committee  on  Radioactive  Waste,  which  has  also 
been  sunset  for  the  past  year. 

This  new  committee,  recently  commissioned  by  the 
Board  of  Directors,  is  to  be  called  the  "NMA  Commit- 
tee on  Public  Health  Affairs".  Its  membership  will 
reflect  many  individuals  who  have  demonstrated  ex- 
pertise and  concern  about  this  subject  in  the  past.  An 
exploratory  meeting  of  this  committee  was  held  on  1 5 
February  1996,  at  which  time  many  activities  were 


identified  which  were  thought  to  be  appropriate  for 
such  a committee,  including  water  quality,  radiation 
waste,  petroleum  contamination,  and  chemical  usage 
(pesticides,  herbicides,  etc.).  It  was  felt  that,  in  addi- 
tion to  an  education  for  the  NMA  membership,  the 
NMA  should  begin  to  be  pro-active  in  these  fields. 

Dr.  G.  William  Orr,  who  now  serves  on  this  commit- 
tee, has  solicited  the  assistance  and  guidance  of  Mr. 
Steve  Oltman,  Executive  Director  of  the  Missouri  River 
Papio  NRD,  who  will  serve  in  an  advisory  capacity  on 
this  committee.  Also,  Dr.  Mark  Horton,  Director  of  the 
Nebraska  Department  of  Health,  will  serve  on  this 
committee. 

A first  meeting  of  the  entire  committee  has  been 
scheduled  for  1 1 April  1 996,  and  it  will  be  possible  for 
me  to  provide  an  update  of  the  committee's  activities 
at  the  reference  committee  considering  this  report  at 
the  Annual  Session. 

NMA  COMMITTEE  ON 
PUBLIC  HEALTH  AFFAIRS 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  David  L.  Bacon,  M.D., 
Kearney  - Board  Liaison;  Rodney  S.W.  Basler,  M.D.,  Lincoln;  Stacie  R. 
Bleicher,  M.D.,  Lincoln;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Charles  A.  Dobry, 
M.D.,  Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha;  Mark  B.  Horton,  M.D., 
Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus;  Jack  K.  Lewis,  M.D.,  Omaha; 
Robert  H.  Mclntire,  M.D.,  Omaha;  George  W.  Orr,  M.D.,  Omaha,  Joseph 
M.  Stavas,  M.D.,  Lincoln. 


REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Frederick  F.  Paustian, 
M.D.,  Omaha  - Board  Liaison;  Ronald  L.  Asher,  M.D.,  North  Platte;  David 

L.  Bacon,  M.D.,  Kearney;  Mark  W.  Davis,  M.D.,  Norfolk;  Sheila  S.  Ecklund, 
R.N.,  Lincoln;  Marcia  L.  Goering,  M.D.,  Columbus;  Charles  D.  Gregorius, 

M. D.,  Lincoln;  William  F.  Gust,  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D., 
Kearney;  James  R.  Newland,  M.D.,  Omaha;  James  Shreck,  M.D.,  North 
Platte;  Lisa  L.  Strohmyer,  R.N.,  Papillion;  Wesley  G.  Wilhelm,  M.D.,  Omaha; 
Christie  Dry,  Omaha;  Dan  Tollman,  Omaha. 

The  Committee  has  convened  monthly  from  Au- 
gust of  1995  through  January  of  1996  in  preparation 
for  the  spring  meeting  to  be  held  in  Omaha  April  18- 
21.  This  year's  morning  educational  program  will  focus 
on  balancing  financial  success  and  quality  medical 
care  in  a managed  care  environment.  The  afternoon 
program  will  deal  with  legislative  issues  and  opinions 
of  our  senatorial  candidates  as  they  relate  to  health 
care. 

Committee  approval  was  given  for  joint  sponsor- 
ship of  the  Nebraska  Academy  of  Ophthalmology's  fall 
scientific  meeting. 

Committee  approval  was  also  given  for  joint  spon- 
sorship of  Nebraska  Radiological  Society  scientific 
programs  through  1996. 

The  Committee  reviewed  and  discussed  Resolution 
#13  adopted  in  September  of  1 995  regarding  working 
with  the  Lancaster  County  Medical  Society  and  the 
Metro  Omaha  Medical  Society  to  provide  a Conomikes 
program  for  physicians.  This  matter  was  referred  to  the 
Executive  Committee  for  further  deliberation. 

The  joint  sponsorship  of  the  March,  1 996  Nebraska 
Medical  Journal  issue  on  breast  cancer  in  conjunction 
with  the  "Every  Woman  Matters"  Program  was  ap- 
proved by  the  Committee. 
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Resolution  #10,  adopted  September  of  1 995  by  the 
House,  suggesting  that  the  Lancaster  County  Medical 
Society,  the  Metro  Omaha  Medical  Society  and  the 
NMA  work  cooperatively  to  provide  educational  semi- 
nars for  members'  office  personnel  across  the  state 
was  considered.  A subcommittee  was  appointed  to 
meet  with  the  Lancaster  County  Medical  Society  and 
Metro  Omaha  Medical  Society  in  early  April  to  obtain 
further  details  of  this  request. 

The  Committee  conducted  an  extensive  review  of 
its  policy  for  approval  of  joint  sponsorship  projects.  An 
application  packet  for  prospective  organizations  was 
formulated  and  approved  for  further  requests  of  joint 
sponsorship  for  CME  accreditation. 


Revised 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  CARE  INSURANCE  AND 
MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Kearney  - Chairholder;  James  A.  Fosnaugh, 
M.D.,  Lincoln  - Board  Liaison;  Cordon  D.  Adams,  M.D.,  Norfolk;  Jehangir 
B.  Bastani,  M.D.,  Lincoln;  Patrick  J.  Bogard,  M.D.,  Omaha;  Thomas  M. 
Connors,  M.D.,  Omaha;  Daniel  R.  Cronk,  M.D.,  Grand  Island;  Scott  M. 
Ehresman,  M.D.,  Holdrege;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Bruce 
W.  Henricks,  M.D.,  Fremont;  Jeffrey  B.  Itkin,  M.D.,  Omaha;  Robert  L. 
Kruger,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  Blaine  Y.  Roffman, 
M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Lincoln;  Robert  F.  Shapiro,  M.D., 
Lincoln;  Greg  Fletcher,  Omaha;  Mike  Olguin,  Omaha. 

Our  Ad-Hoc  Committee  on  Health  Care  Insurance 
& Medical  Delivery  Systems  met  on  February  22, 
1996,  in  Lincoln,  Nebraska. 

During  that  meeting,  at  least  two  cases  of  physician 
problems  with  mail  order  pharmacies  were  discussed 
and  letters  were  sent  to  the  State  Health  Department 
and  to  these  insurance  companies  for  their  consider- 
ation. No  response  has  been  received  at  the  time  of 
this  letter. 

A letter  was  sent  to  Medicare  concerning  the  medi- 
cal coverage  for  HIV  testing  for  Medicaid  individuals 
exposed  to  needles  or  blood  products  accidentally. 
On  March  11,1  996,  we  received  a letter  back  from  the 
Medicaid  Department  stating  that  accidental  expo- 
sure to  HIV  would  be  fully  covered  by  the  Medicaid 
Department. 

The  rest  of  the  meeting  was  utilized  discussing 
patient  concerns  and  physician  concerns  with  Man- 
aged Care,  mail-in  pharmacies  and  Medicare  cover- 
age. One  Managed  Care  Insurance  carrier  was  in- 
volved in  some  complaints,  and  as  a member  of  the 
Committee  was  also  on  the  Board  of  this  insurance 
company,  he  promised  to  address  these  issues  and 
respond  in  writing  to  our  Committee.  At  the  time  of 
this  dictation,  no  response  has  been  received. 

In  the  spirit  of  resolution,  fall  of  1995,  the  Commit- 
tee is  dedicated  to  reviewing  complaints  concerning 
insurance  companies  and  investigating  problems  con- 
cerning medical  payment  and  appropriate  coverage. 

No  further  new  business  was  discussed  and  the 
meeting  was  adjourned. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Omaha  ■ Chairholder;  Robert  L.  Bass, 
M.D.,  Omaha;  Warren  G.  Bosley,  M.D.,  Grand  Island;  Charles  F.  Damico, 
M.D.,  Hastings;  Bryon  M.  Dillow,  M.D.,  Fremont;  Charles  A.  Dobry,  M.D., 
Omaha;  Bruce  E.  Gfeller,  M.D.,  Lincoln;  Stacey  D.  Goodrich,  M.D., 
Tecumseh;  Robert  L.  Kruger,  M.D.,  Omaha;  Richard  L.  O'Brien,  M.D ., 
Omaha;  Joseph  C.  Scott,  M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha, 
Mark  Becker,  Omaha;  Kari  Orr-Krenzer,  Omaha. 

The  Commission  on  Medical  Education  met  on 
April  3,  1996  and  considered  three  applications  for 
reaccreditation  and  thirteen  interim  reports.  Mary 
Lanning  Memorial  Hospital,  Methodist  Richard  Young 
Hospital  and  Midlands  Community  Hospital  were  each 
reaccredited  for  the  maximum  term  of  four  years. 

The  Commission  has  been  asked  to  participate  in 
and  provide  input  on  the  development  of  a new  sys- 
tem for  accreditation  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME).  The  current 
system  of  accreditation  is  based  on  the  educational 
essentials  of  curriculum  planning,  while  the  proposed 
framework  for  change  would  assess  the  overall  educa- 
tion program  of  the  organization,  focusing  on  the 
outcomes  of  program  planning.  Such  outcomes  could 
include  excellence  and  innovation  in  program  design, 
a more  knowledgeable  physician  population,  improve- 
ments in  medical  treatment,  and  a healthier  popula- 
tion. 

A regional  meeting  involving  several  surrounding 
state  medical  societies  is  being  scheduled  in  late  May, 
in  Des  Moines  to  discuss  this  proposal  and  the  Com- 
mission plans  to  have  a representative  attend.  The 
Commission  welcomes  input  on  the  reformation  of  the 
accreditation  process  from  members  who  are  involved 
in  CME  activities  at  their  home  institutions  and  will 
keep  the  membership  apprised  of  the  reformation  of 
CME  accreditation  processes  by  the  ACCME. 


REPORT  OF  COMMISSION 
ON  MEDICAL  SERVICES 

George  W.  Orr,  M.D.,  Omaha  - Chairholder;  James  A.  Fosrtaugh,  M.D., 
Lincoln  - Board  Liaison;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  F.  William 
Karrer,  M.D.,  Omaha;  Darroll  J.  Loschen,  M.D.,  York;  Dale  E.  Michels, 
M.D.,  Lincoln. 

The  committees  continued  their  on-going  projects 
as  well  as  addressed  community  health  problems.  The 
goals  of  identifying  these  problems  is  to  collect  data, 
suggest  solutions  based  on  our  medical  knowledge 
and  attempt  to  set  up  coalitions  with  individuals  and 
groups  within  the  communities  who  are  active  and 
interested  in  the  problem.  The  main  consideration  will 
be  given  to  participation  in  public  education,  via  fo- 
rums, public  media,  and  group  education. 

The  Radiation  Safety  Working  Group  and  the  Com- 
mittee on  Rural  Health  plan  to  look  at  water  safety. 
Contact  has  already  been  made  to  include  individuals, 
as  well  as  individuals  from  organizations  as  ad  hoc 
members  of  the  committees  to  provide  input.  Mem- 
bers of  the  Natural  Resources  Districts  and  an  indi- 
vidual with  data  on  water  pollution  have  been  con- 
tacted and  seem  eager  to  participate  with  the  state 
medical  society.  The  Committee  on  Rural  Health  has 
been  working  on  health  cooperatives  as  an  alternative 
to  third  party  payors  of  health  care.  The  concept  of  the 
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health  cooperatives  is  to  allow  the  patients  to  have  a 
greater  degree  of  participation  in  the  provision  of  their 
health  care. 

The  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  continue  to  review  maternal  and  neonatal 
deaths.  They  have  also  been  addressing  the  possibility 
of  collecting  data  on  traumatic  infant  deaths.  The 
object  is  to  see  if  we  can  identify  child  abuse  cases. 

The  committees  are  attempting  to  identify  material 
in  their  data  collection  that  will  be  useful  in  physician 
education.  This  material  will  then  be  submitted  for 
publication  in  the  Nebraska  Medical  Journal.  The  infor- 
mation would  also  be  available  to  be  presented  at 
various  meetings.  The  Maternal  Mortality  committee 
has  already  found  that  the  leading  cause  of  death  of 
pregnant  women  in  Nebraska  is  trauma.  Presentation 
of  trauma  therapy  in  the  pregnant  patient  has  already 
been  presented  at  meetings. 

It  is  the  feeling  of  the  Commission  that  by  becom- 
ing more  involved  in  public  health  issues  and  offering 
our  expertise  to  other  involved  groups  we  improve  our 
relationship  with  the  community,  plus  the  solutions 
should  be  improved.  We  also  feel  that  we  can  become 
better  patient  advocates  by  such  involvement.  Care 
should  be  taken  that  coalitions  are  not  established 
with  anything  less  than  reputable  individuals  and  groups 
and  sincere  interest  in  helping  to  improve  health  and 
health  care  in  Nebraska. 

Revised 

REPORT  OF  THE  AD-HOC 
COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.Q.,  Grand  Island  - Chairholder;  Joseph  R.  Ellison, 
M.D.,  Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Wesley  G.  Wilhelm, 
M.D.,  Omaha;  Chris  C.  Madden,  Omaha. 

The  Committee  has  contacted  about  35  superinten- 
dents of  schools  in  Nebraska,  inquiring  about  their 
courses  in  health  education,  together  with  their  opin- 
ion about  how  physicians  and  others  might  offer  assis- 
tance in  these  courses  and  programs.  About  10  super- 
intendents answered  the  letter.  Most  schools  have  a 
health  education  curriculum.  All  those  who  responded 
welcomed  the  resources  that  a physician  might  offer, 
but  most  believed  that  physicians  are  too  busy  to 
participate  in  school  programs.  Perhaps  we  need  to 
convince  them  otherwise.  They  agree  that  a physician 
has  an  excellent  position  from  which  to  talk.  It  ap- 
peared that  the  outstanding  problem  is  in  finding  time 
in  the  school  day  for  these  subjects.  Competition  for 
time  is  a very  common  problem  in  our  schools;  priori- 
ties are  seen  differently  by  different  advocates. 

In  three  letters  from  administrators  of  teachers' 
colleges,  it  is  encouraging  to  see  that  there  are  curricu- 
lum offerings  in  health  education,  and  one  (Chadron 
State  College)  has  a required  course  for  all  students  in 
Personal  Health  and  Wellness. 

The  Committee  has  been  able  to  contact  one  mem- 
ber of  the  State  Board  of  Education  about  the  need  for 
effective  programs  in  health  education,  and  that  mem- 
ber has  indicated  considerable  interest  and  believes 
that  some  assistance  might  be  given  the  Committee's 


efforts  at  that  level,  perhaps  arranging  for  a member  to 
appear  at  a meeting  of  the  Board. 

The  Committee  will  continue  to  collect  information 
about  programs  in  health  education  in  schools  and 
colleges.  Recently,  we  received  a suggestion  that  with 
all  the  changes  in  health  care,  financing,  and  medical 
achievements,  there  might  be  an  opportunity  to  de- 
velop a program  for  students  in  the  last  one  or  two 
years  of  high  school,  anticipating  their  eventually  mak- 
ing decisions  about  this  important  aspect  of  their  adult 
lives.  The  Committee  will  try  to  explore  this  possibility. 

With  the  permission  of  the  House  of  Delegates,  the 
Committee  will  continue  its  efforts  to  work  with  schools 
and  colleges  in  continuing  to  develop  effective  pro- 
grams in  health  education  for  our  young  people. 

REPORT  OF  THE  NMA  AD-HOC 
COMMITTEE  ON  ABMULATORY 
SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Board  Liaison;  Joel  T.  Johnson,  M.D.,  Kearney;  Sushil  S.  Lacy,  M.D., 
Lincoln;  Kenneth  J.  Maxwell,  M.D.,  Omaha;  Trent  W.  Quinlan,  M.D., 
Omaha;  John  R.  Varvel,  M.D.,  Lincoln;  Kristin  Bird,  Omaha;  Jeff  Gilroy, 
Omaha. 

The  NMA  Ad-Hoc  Committee  on  Ambulatory  Surgi- 
cal Center  Regulations  has  met  on  two  occasions  since 
the  Spring  of  1995.  The  first  meeting  was  held  in 
Omaha  in  November  of  1 995,  at  which  time  Dr.  O'Leary 
from  the  Omaha  Surgery  Center  presented  informa- 
tion. A phone  conference  was  held  on  March  28, 
1996. 

Definition:  Ambulatory  Surgery  Center:  LB  1210 
1994: 

AMBULATORY  SURGERY  CENTERS  shall  mean  any 
facility  not  licensed  as  a hospital,  (a)  the  primary 
purpose  of  which  is  to  provide  surgical  services  to 
patients  not  requiring  hospitalization,  in  which  the 
patient  is  admitted  to  and  discharged  from  the  facility 
in  the  same  working  day  and  is  not  permitted  to  stay 
overnight,  (b)  which  meets  all  state  licensure  require- 
ments of  a health  clinic  pursuant  to  sub-section  (9)  of 
this  section,  (c)  which  has  qualified  for  written  agree- 
ment with  the  Health  Care  Finance  Administration  of 
the  United  States  Department  of  Health  and  Human 
Services  or  its  successor  to  participate  in  MEDICARE 
as  an  ambulatory  surgery  center  defined  in  42  C.F.R.  4 
16  et  seq.  22  or  which  receives  other  third  party 
reimbursement  for  facility  services.  Ambulatory  sur- 
gery centers  shall  not  include  in-office  or  clinic  use 
solely  by  a practitioner  or  a group  of  practitioners  in 
the  practice  of  medicine,  dentistry,  or  podiatry. 

As  no  state  agency  or  federal  agency  currently 
provides  oversight  of  ambulatory  surgery  centers  which 
have  not  been  certified  by  MEDICARE  as  meeting  the 
HCFA  guidelines  for  certification,  the  Department  of 
Health  has  proposed  the  development  of  regulations 
to  govern  the  operations  of  such  facilities.  LB  1210 
Nebraska  Legislature  1994  does  not  encompass  pro- 
cedures performed  by  a physician  in  his/her  office, 
and  such  procedures  will  not  be  subject  to  the  regula- 
tions. 

The  Committee  feels  that  patient  protection  is  es- 
sential. Although  candidates  for  ambulatory  surgery 
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should  not  be  greater  than  Class  2 risk  as  defined  by 
the  American  Society  of  Anesthesiologists,  the  Com- 
mittee recognizes  that  in  some  instances  Class  3 risks 
are  acceptable. 

There  are  three  bodies  other  than  HCFA  that  ac- 
credit ambulatory  surgery  centers: 

1)  Accrediation  Association  for  Ambulatory 
Health  Care  (AAAHC) 

2)  The  American  Association  of  Accreditation  of 
Ambulatory  Plastic  Surgery  Facilities  Incorpo- 
rated (AAAAPSF) 

3)  The  Joint  Commission  on  Accreditation  of 
Health  Care  Organizations  (JCAHO) 

The  Committee  feels  that  the  AAAHC  accreditation 
handbook  represents  over  25  years  of  effort  by  thou- 
sands of  experts  in  the  field  of  Ambulatory  Health  Care 
Services. 

Therefore,  we  recommend  that  the  standards  pub- 
lished in  the  AAAHC  handbook  be  utilized  in  evalua- 
tion of  ambulatory  surgery  centers  as  defined  in  LB 
1210  (94). 

AD-HOC  COMMITTEE  ON 
AMBULATORY  SURGICAL  CENTER  REGULATIONS 

1)  RIGHTS  OF  PATIENTS 

An  accreditable  organization  recognizes  hu- 
man rights  of  patient. 

2)  GOVERNANTS 

An  accreditable  organization  has  a body  that 
sets  policy  and  is  responsible  for  the  organi- 
zation. 

3)  ADMINISTRATION 

An  accreditable  organization  is  administered 
in  a manner  that  assures  provision  of  high 
quality  health  services  and  fulfills  the 
organization's  mission,  goals,  and  objectives. 

4)  QUALITY  OF  CARE  PROVIDED 

An  accreditable  organization  provides  high 
quality  health  care  services  in  accordance 
with  the  principles  of  professional  practice 
and  ethical  conduct,  and  with  concern  for 
costs  of  care. 

5)  QUALITY  ASSURANCE  PROGRAM 

In  striving  to  improve  the  quality  of  care  and 
to  promote  more  effective  and  efficient  utili- 
zation of  facilities  and  services,  an  accreditable 
organization  maintains  an  active  organized 
peer  based  quality  assurance  program  as  an 
integral  part  of  professional  and  administra- 
tive practices. 

6)  CLINICAL  RECORDS 

An  accreditable  organization  maintains  a clini- 
cal record  system  from  which  information 
can  be  retrieved  promptly.  Clinical  records 
are  legible,  documented  accurately  in  a timely 
manner,  and  readily  accessible  to  health  care 
professionals. 

7)  PROFESSIONAL  IMPROVEMENT 

An  accreditable  organization  strives  to  im- 
prove the  professional  competence  and  skill 
as  well  as  the  quality  of  performance  of  the 
health  care  practitioners  and  other  profes- 
sional personnel  it  employs. 

8)  FACILITIES  AND  ENVIRONMENT 

An  accreditable  organization  provides  a func- 


tionally safe  and  sanitary  environment  for  its 
patients,  personnel,  and  visitors. 

9)  ANESTHESIA  SERVICES 

Anesthesia  services  in  an  accreditable  organi- 
zation are  provided  in  a safe  and  sanitary 
environment  by  qualified  health  care  practi- 
tioners who  have  been  granted  privileges  to 
provide  those  services  by  the  governing  body. 

10)  SURGICAL  SERVICES 

Surgical  services  in  an  accreditable  organiza- 
tion are  performed  in  a safe  and  sanitary 
environment  by  qualified  practitioners  who 
have  been  granted  privileges  to  perform  those 
procedures  by  the  governing  body. 

A copy  of  the  current  AAAHC  handbook  will  be 
available  in  the  NMA  office  and  the  Department  of 
Health. 

The  Committee  realizes  that  in  the  future  there  may 
be  need  for  exceptions  to  these  broad  guidelines  and 
suggests  that  any  individual  center  may  apply  to  the 
Department  of  Health  for  exceptions  as  seen  appropriate. 
The  Committee  presents  this  report  for  approval  by  the 
House  of  Delegates. 

REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Lincoln  • Chairholder;  Herbert  E.  Reese,  M.D., 
Lincoln  - Co-Chairholder,  James  A.  Fosnaugh,  M.D.,  Lincoln  • Board  Liaison, 
Paul  E.  Collicott,  M.D.,  Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Patricia  A. 
Helke,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Mark  B.  Horton, 
M.D.,  Lincoln;  Darroll  J.  Loschen,  M.D.,  York;  Jerald  R.  Schenken,  M.D., 
Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln;  Barry  Bohlen,  Omaha. 

Doctor  Michels,  the  Chairholder  of  the  Committee 
on  Health  Planning,  asked  Doctors  Klutman  and  Reese 
to  provide  the  following  report  regarding  the  Governor's 
Blue  Ribbon  Coalition. 

The  Blue  Ribbon  Coalition  worked  through  two 
working  groups  in  1 995.  The  Cost  Containment  Work- 
ing Group  was  chaired  by  Dr.  Ron  Klutman  and  fo- 
cused on  Long  Term  Care,  Certificate  of  Need  (CON), 
and  the  uninsured  population. 

The  State  Compact  Working  Group  was  chaired  by 
Art  Jetter  and  focused  on  policies  to  be  presented  to 
the  compact  of  states  and  nationally.  This  group  con- 
sidered and  developed  eight  policy  positions  to  be 
presented  to  the  Blue  Ribbon  Coalition  for  consider- 
ation and  approval.  Three  policy  positions  have  been 
approved  by  the  Blue  Ribbon  Coalition.  These  are  (1) 
Insurance  reform  and  portability,  (2)  Medical  Savings 
Accounts,  and  (3)  Telemedicine.  Three  others  have 
been  approved  by  the  State  Compact  Working  Group 
and  await  approval  by  the  Coalition.  These  are  (1 ) Tax 
Reform,  (2)  Uniform  Claim  Forms,  and  (3)  Tort  reform. 
Approval  is  expected  at  the  meeting  of  the  Coalition 
on  29  March  96.  These  policies  upon  approval  are 
forwarded  to  the  Governor  along  with  the  attached 
policy  goals  and  recommended  strategies.  These  policy 
reports  are  lengthy  and  are  not  appended  to  this 
report.  A copy  can  be  obtained  through  the  Nebraska 
Medical  Association  for  those  who  desire. 

The  Committee  on  Cost  Containment,  chaired  by 
Dr.  Ron  Klutman,  studied  three  areas: 

1)  CON-Recommendation:  There  be  an  18  month 
continuing  study  of  CON.  Also  a six  year 
retroactice  study  to  see  if  there  were  cost  sav- 
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ings.  In  two  years  if  there  is  no  conclusive  evi- 
dence of  cost  savings,  CON  should  be  sunset 

2)  The  Uninsured-Have  lowered  expectations  to 
the  group  0-18  years  of  age.  This  is  an  on-going 
committee  with  numerous  problems  to  be  re- 
solved. 

3)  Nursing  Home  - In  regard  to  Medicaid,  there  is 
a large  and  increasing  problem.  There  has  been 
evidence  presented  to  show  the  need  for  home 
health  care  to  keep  elderly  in  home  environ- 
ment. Cost  savings  will  be  minimal. 

Respectfully  submitted, 

Herbert  Reese,  M.D. 

Ronald  W.  Klutman,  M.D. 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  19,  1996  at 
the  Marriott  Hotel,  Omaha,  Nebraska 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
John  H.  Casey,  Paul  M.  Scott,  Gordon  D.  Adams, 
Duane  W.  Krause,  Judith  A.  Butler,  Gordon  D. 
Bainbridge,  Tamara  R.  Johnson,  James  N.  Shreck,  Milton 
R.  Johnson,  David  L.  Bacon,  Chris  C.  Caudill,  Frederick 
F.  Paustian,  David  R.  Little  and  Patrick  E.  Brookhouser. 

The  meeting  was  called  to  order  by  the  Chairman, 
Gordon  D.  Bainbridge,  M.D. 

Doctor  Bainbridge  called  for  approval  of  the  min- 
utes of  the  Fall  Session  as  printed  in  the  December 
issue  of  the  Nebraska  Medical  journal.  The  minutes 
were  approved  as  written  by  motion  made,  seconded 
and  passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  Doctor  Bainbridge 
noted  that  NMA  has  its  home  page  on  the  Internet  up 
and  running  and  it  will  be  demonstrated  during  the 
Annual  Session.  He  also  discussed  the  use  of  telecon- 
ferencing to  involve  more  physicians  in  Greater  Ne- 
braska. Doctor  Bainbridge  discussed  a proposal  for 
teleconferencing  which  would  cost  approximately  $12 
per  hour  and  would  be  billed  to  the  NMA  member, 
which  ultimately  would  cost  less  than  the  cost  of  a trip 
to  Lincoln.  This  would  allow  more  physicians  to  partici- 
pate in  NMA  commission  and  committee  meetings. 

Doctor  Bainbridge  reviewed  the  NMA  budget  and 
urged  the  Councilors  to  contact  nonmembers  in  their 
district  regarding  membership,  and  he  provided  the 
group  with  updated  lists  of  nonmembers. 

Doctor  Milton  Johnson  reported  on  his  recent  par- 
ticipation in  the  AMA  Leadership  Conference  and 
expressed  this  thoughts  of  meetings  benefits.  He  stated 
the  meeting  was  quite  worthwhile  to  participate  in. 

The  requests  for  Life  Membership  and  Associate 
Membership  were  reviewed  and  approved  by  motion 
made,  seconded  and  passed. 

The  Councilors  reviewed  the  reports  of  the  com- 
missions and  committees.  Doctor  Caudill  stated  these 
groups  will  be  very  active  in  the  upcoming  year.  Doc- 
tor Bainbridge  discussed  the  activities  of  the  Electronic 
Data  Working  Group  and  stated  the  benefits  which 
will  be  experienced  by  members  should  be  substan- 
tial. 


The  Councilors  then  reviewed  the  resolutions.  Reso- 
lution #3  relative  to  telemedicine  was  discussed.  It  was 
noted  in  some  instances  a conference  or  patient  evalu- 
ation is  held  with  a facility  or  physician  out  of  the  state 
which  sets  up  an  implication  of  problems  with  state 
licensure.  It  was  also  noted  there  was  a need  for  some 
type  of  model  for  credentialing. 

Resolution  #7  relative  to  patient/physician  dialogue 
and  managed  care  plans  was  reviewed.  Doctor 
Bainbridge  noted  the  Board  had  concern  with  the 
potential  fiscal  impact  for  the  NMA.  Doctor 
Brookhouser  noted  the  NMA  does  not  know  their 
patients'  level  of  satisfaction  of  managed  care  plans 
and  suggested  some  type  of  mechanism  needs  to  be 
developed  to  track  that  data.  Doctor  Brookhouser 
reiterated  that  physicians  serve  as  the  patient's  advo- 
cate and  that  patients  need  an  organized  mechanism 
to  facilitate  review  of  problems  and  allowing  patients 
to  interact  with  their  physicians.  Doctor  Butler  noted 
that  currently  there  is  no  protocol  or  procedure  avail- 
able to  patients  who  experience  difficulty  with  their 
managed  care  plan.  Doctor  Bacon  suggested  having 
the  Committee  on  Patient  Advocacy  review  the  matter 
and  perhaps  developing  a manual  for  use  by  patients. 

Doctor  Paustian  stated  the  insurance  industry  has 
the  responsibility  to  educate  its  insureds,  but  the  Coun- 
cilors concurred  that  this  does  not  often  times  occur. 
Doctor  Little  suggested  thinking  the  issue  through 
carefully  before  taking  any  action,  and  noted  that 
physicians  do  not  have  the  ability  to  mediate  between 
the  managed  care  plans  and  their  patients.  Doctor 
Butler  noted  there  are  no  other  groups  working  on  the 
problem.  Doctor  Paustian  noted  NCQA  has  done 
some  studies  on  the  matter.  Suggestion  was  made  to 
have  patients  make  their  problems  known  to  the  Ne- 
braska Department  of  Insurance  for  assistance  from 
their  agency.  Doctor  Shreck  suggested  the  NMA  col- 
lect data  because  insurance  companies  often  times  do 
not  provide  objective  data.  Doctor  Brookhouser  warned 
against  physicians  becoming  involved  in  battles  be- 
tween plans.  Doctor  Paustian  stated  the  NMA  would 
need  to  develop  a system  of  managing  complaints  in 
order  to  have  an  impact,  and  question  was  raised  as  to 
whether  funding  could  be  found  to  conduct  studies. 
Doctor  Shreck  suggested  the  NMA  serve  as  a funnel  to 
get  patients  to  the  appropriate  agencies  to  aid  in 
rectifying  specific  problems.  Doctor  Little  noted  there 
was  no  provision  in  the  NMA's  current  budget  for  this 
type  of  broad  activity  and  suggested  the  NMA  perhaps 
consider  serving  as  a repository  for  this  type  of  infor- 
mation. Doctor  Brookhouser  noted  the  two  medical 
schools  are  looking  into  managed  care  problems  and 
that  they  may  have  study  funds  available. 

Doctor  Bacon  stressed  the  importance  of  not  pass- 
ing a resolution  which  would  tie  the  NMA's  hands. 
Doctor  Caudill  stated  the  resolution  was  unclear  to 
him  and  would  like  it  to  be  clarified  and  a fiscal  note 
attached. 

Doctor  Shreck  discussed  the  recent  decision  by 
Congress  to  phase  in  a single  conversion  factor  for 
Medicare  which  will  drastically  cut  reimbursement  to 
most  physicians.  He  noted  his  opposition  to  the  AMA's 
position  and  the  NMA's  delegate  representative  to  the 
AMA  House  of  Delegates'  involvement  with  the  mat- 
ter. Doctor  Shreck  stated  he  felt  the  NMA/AMA 
dropped  the  ball  on  this  issue  and  didn't  feel  it  was 
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representing  him  as  a physician  member.  He  sug- 
gested considering  a special  session  of  the  House  of 
Delegates  when  an  issue  of  this  magnitude  arises.  He 
stressed  the  importance  of  more  communication  to 
the  membership  on  what  is  happening  with  these 
matters.  Doctor  Little  noted  there  was  little  discussion 
about  this  matter  at  the  Fall  Session  regarding  the 
Medicare  conversion  factor.  Doctor  Caudill  noted  the 
AMA  lost  negotiating  power  on  this  issue  and  it  lost  on 
a negotiation  on  the  conversion  factor  issue.  Doctor 
Caudill  noted  that  the  Medicare  issue  was  almost  fait 
accompli  but  that  perhaps  the  NMA  should  take  a "line 
in  the  sand"  approach  on  issues  of  this  importance. 
Doctor  Bacon  stressed  the  importance  of  individual 
physicians  contacting  their  legislators  on  issues  such 
as  this. 

The  Councilors  then  went  into  Executive  Session. 

Doctor  Bainbridge  called  for  new  business.  No  new 
business  was  received. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  April  19,  1996,  at  the  Marriott  Hotel,  Omaha, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
David  Little.  74  Delegates  were  present  and  the  meet- 
ing was  declared  in  session.  Seating  of  Alternate  Del- 
egates for  Delegates  took  place. 

Dr.  Allen  Dvorak  presented  the  invocation. 

The  minutes  of  the  1995  Fall  Session  were  ap- 
proved by  motion  made,  seconded  and  carried. 

The  following  50-Year  Practitioners  were  recog- 
nized by  the  House: 

John  L.  Barmore,  M.D.,  Omaha 

Harold  S.  Cately,  M.D.,  Syracuse 

L.  Thomas  Hood,  M.D.,  Omaha 

Bohdan  J.  Koszewski,  M.D.,  Lincoln 

Edward  Langdon,  M.D.,  Omaha 

Edward  M.  Malashock,  M.D.,  Omaha 

Matilda  S.  Mclntire,  M.D.,  Omaha 

Waldean  D.  Mclntire,  M.D.,  Omaha  (Deceased) 

Bryon  B.  Oberst,  M.D.,  Omaha 

Myron  E.  Samuelson,  M.D.,  Wymore 

The  following  50-Year  Practitioners  were  not  in 
attendance: 

William  C.  Boelter,  M.D.,  Sun  City,  Az 
Robert  A.  Chestnut,  M.D.,  Scottsbluff 
J.  Allan  Davis,  M.D.,  Omaha 
Robert  J.  Dietz,  M.D.,  Plattsmouth 
John  C.  Filkins,  M.D.,  Council  Bluffs,  IA 
Samuel  I.  Fuenning,  M.D.,  Lincoln 
John  M.  Keller,  M.D.,  Lincoln 
John  F.  Latenser,  M.D.,  Omaha 
Stanley  Lutz,  M.D.,  Bellevue 
James  H.  Rickman,  M.D.,  Lincoln 
Francis  M.  Skultety,  M.D.,  Omaha 
Henry  D.  Smith,  M.D.,  Lincoln 


A brief  recess  was  taken  to  allow  the  Delegates  and 
Alternate  Delegates  to  extend  congratulations  to  the 
50-Year  Practitioners. 

The  House  stood  for  a moment  of  silence  after  Dr. 
Frederick  Paustian  read  the  Necrology. 

The  following  oral  reports  were  presented: 

David  L.  Bacon,  M.D.,  President,  NMA 

Dr.  Bacon  reviewed  NMA  accomplishments  during 
his  tenure  as  President  and  introduced  Mr.  Eric 
Carstenson,  Assistant  Executive  Director  of  Programs 
and  Policy  and  Mrs.  Kelly  Madcharo,  Assistant  Execu- 
tive Director  of  Operations  and  Corporate  Affairs.  Dr. 
Bacon  then  referred  the  House  to  Resolution  #9  con- 
cerning a data  collection  pilot  project  in  conjunction 
with  Blue  Cross/Blue  Shield  which  was  submitted  by 
the  NMA  Board  of  Directors.  He  expressed  his  appre- 
ciation to  the  House,  specific  commission  and  com- 
mittee chairholders  and  NMA  staff  for  their  efforts 
during  the  past  year. 

Mark  B.  Horton,  M.D.,  Director,  Nebraska  Depart- 
ment of  Health 

Dr.  Horton  informed  the  House  that  various  steer- 
ing committees  would  be  meeting  this  weekend  to 
facilitate  implementation  of  the  Nebraska  Partnership 
Project.  He  outlined  the  four  areas  he  plans  to  focus 
upon  during  the  coming  year:  1)  prevention  services; 
2)  health  promotion  services;  3)  protection  of  the 
public  health  from  environmental  threats,  and  4)  plan- 
ning how  to  distribute  health  resources  across  the 
state.  He  proposed  a partnership  with  the  NMA  in 
seeking  physician  help  in  instituting  a program  to  have 
pregnant  women  screened  for  HIV  positive  status  and 
notifying  them  of  their  options  if  such  is  the  case. 

Donald  Leuenberger,  Director,  Nebraska  Depart- 
ment of  Social  Services 

Mr.  Leuenberger  thanked  Dr.  Bacon  and  the  NMA 
for  its  support  of  the  Nebraska  Partnership  Project.  He 
informed  the  House  that  there  would  be  a 3%  increase 
in  provider  payments  as  of  July  1,  1996.  The  Depart- 
ment will  be  asking  the  NMA  to  supply  the  names  of 
nominees  for  the  Quality  Assessment  Advisory  Com- 
mittee being  formed  by  the  Department.  In  addition, 
the  Department  will  be  seeking  to  form  partnerships 
with  existing  networks  in  outstate  Nebraska  as  Medic- 
aid Managed  Care  is  implemented,  rather  than  setting 
up  competing  systems.  In  addition,  the  Department 
will  be  establishing  a Long  Term  Care  Managed  Care 
Program  by  March  1,  1997. 

Following  an  Executive  Session,  Reference  Com- 
mittee assignments  were  made  as  follows: 

REFERENCE  COMMITTEE  1 

Report,  Board  of  Directors,  Item  #5  (F95)  Medicaid 
Managed  Care 

Report,  Board  of  Directors,  Item  #15,  Resolution 
#18  (F95)  Model  for  Medicaid  Managed  Care  in 
Rural  Nebraska 

Report,  Board  of  Directors,  Item  #17,  Resolution 
#20  (F95)  Federal  Block  Grants  - State  Distribu- 
tion 

Report,  Board  of  Directors,  Item  #26,  The  Nebraska 
Partnership  Project 

Report  of  the  Nebraska  Department  of  Social  Ser- 
vices 
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Report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services 

REFERENCE  COMMITTEE  2 

Report,  of  the  Creighton  University  School  of  Medi- 
cine 

Report  of  the  University  of  Nebraska  College  of 
Medicine 

Report  of  the  NMA-Medical  Student  Chapter, 
Creighton 

Report  of  the  NMA-Medical  Student  Chapter, 
UNMC 

Report  of  the  Commission  on  Medical  Education 
Report  of  the  Committee  on  Health  Planning 

REFERENCE  COMMITTEE  3 

Report,  Board  of  Directors,  Item  #11,  Resolution 
#14  (F95)  Electronic  Dissemination  of  Information 
by  AMA 

Report,  Board  of  Directors,  Item  #18,  AMA  Struc- 
ture as  Third  Party  Administrator  for  Physician 
Organizations 

Report,  Board  of  Directors,  Item  #19,  75%  Addi- 
tional Delegate 

Report,  Board  of  Directors,  Item  #25,  AMA  Study  of 
the  Federation  Project 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  Delegate  to  the  AMA  YPS 
Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Report  of  the  Representative  to  the  AMA  Leader- 
ship Conference 

Resolution  #2,  Metro  Omaha  Medical  Society,  Evalu- 
ation and  Management  Codes 

REFERENCE  COMMITTEE  4 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2 
(F95)  Failure  to  Disclose 

Report,  Board  of  Directors,  Item  #7,  Resolution  #8 
(F95)  Communication  Effectiveness 
Report,  Board  of  Directors,  Item  #8,  Resolution  #9 
(F95)  Participation  Task  Force 
Report,  Board  of  Directors,  Item  #9,  Resolution  #10 
(F95)  Educational  Programs  and  Resolution  #13 
(F95)  Conomikes  Program 
Report,  Board  of  Directors,  Item  #10,  Resolution 
#12  (F95)  Medical  Business/Practice  Management 
Services 

Report,  Board  of  Directors,  Item  #12,  Resolution 
#15  (F95)  NMA  Delegates  to  AMA  Meetings 
Report,  Board  of  Directors,  Item  #13,  Resolution 
#16  (F95)  AMA  Delegates  Attendance  at  NMA 
Board  Meetings 

Report,  Board  of  Directors,  Item  #14,  Resolution 
#17  (F95)  Scrutiny  of  NMA  Budget  Process 
Report,  Board  of  Directors,  Item  #16,  Resolution 
#19  (F95)  Insurance  Carrier  Decisions  on  Lab 
Testing 

Report,  Board  of  Directors,  Item  #21,  Finances 
Report,  Board  of  Directors,  Item  #22,  Membership 
Report,  Board  of  Directors,  Item  #23,  Nebraska 
Medical  Journal 

Report,  Board  of  Directors,  Item  #27,  Membership 
Plaque 

Report,  Board  of  Directors,  Item  #28,  Nominations 
and  Appointments 

Report,  Board  of  Directors,  Item  #29,  Future  NMA 
Fall  Sessions  of  the  House  of  Delegates 


Report,  Board  of  Directors,  Item  #30,  Administra- 
tive Function  and  Oversight  of  the  Board  of  Direc- 
tors 

Report,  Board  of  Directors,  Item  #31,  Home  Page 
on  the  Internet 

Report,  Board  of  Directors,  Item  #32,  Teleconfer- 
encing 

Report,  Board  of  Directors,  Item  #33,  Appointment 
of  Krynn  K.  Buckley,  M.D.,  to  the  Board  of  Direc- 
tors 

Annual  Audit 

Report  of  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  & Medical  Delivery  Systems 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Commission  on  Medical  Socio-Eco- 
nomics 

Report  of  the  Nebraska  Physician  Organization 
Advisory  Croup 

Report  of  the  NMA  Electronic  Data  Working  Croup 
Report  of  the  Scientific  Sessions  Committee 
Resolution  #1,  Metro  Omaha  Medical  Society, 
Managed  Care  Report  Card 
Resolution  #4,  Metro  Omaha  Medical  Society,  Stan- 
dard Form  for  Consultation  Request 
Resolution  #5,  Lancaster  County  Medical  Society, 
Use  of  800-888  Numbers 
Resolution  #7,  Metro  Omaha  Medical  Society,  Pa- 
tient/Physician Dialogue  Re:  Managed  Care  Plans 
Resolution  #8,  Metro  Omaha  Medical  Society,  "Gag 
Rule"  in  Managed  Care  Contracts 

REFERENCE  COMMITTEE  5 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(F95)  Continued  Opposition  to  LB  414 
Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
(F95)  Violence  Against  Medical  Practitioners  and 
Health  Care  Practitioners  and  Their  Families 
Report,  Board  of  Directors,  Item  #4,  Resolution  #4 
(F95)  Early  Discharge  of  Newborn  Infants 
Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(F95)  Insurance  Discrimination  Against  Domestic 
Violence  Victims 

Report,  Board  of  Directors,  Item  #20,  Legislative 
Working  Croups 

Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 

Report,  Nebraska  Department  of  Health 
Report  of  the  Ad-Hoc  Committee  on  Ambulatory 
Surgical  Center  Regulations 
Report  of  the  Ad-Hoc  Committee  on  Violence  and 
Neglect 

Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Resolution  #3,  Metro  Omaha  Medical  Society, 
Telemedicine 

Resolution  #6,  Lancaster  County  Medical  Society, 
Immunity  from  Civil  Liability  for  Providers  of  Un- 
compensated Health  Care 
Resolution  #9,  NMA  Board  of  Directors,  Data  Col- 
lection Pilot  Project 

REFERENCE  COMMITTEE  6 

Report,  Board  of  Directors,  Item  #24,  Good  Samari- 
tan HIV  Testing 

Report  of  the  Ad-Hoc  Committee  on  Health  Educa- 
tion 

Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 
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Report  of  the  Commission  on  Medical  Services 
Report  of  the  Commission  on  Public  Affairs 
Report  of  the  Committee  on  Patient  Advocacy 
Report  of  the  "Every  Woman  Matters"  NMA  Advi- 
sory Committee 

Report  of  the  NMA  Radiation  Safety  Working  Group 

Minutes,  Board  of  Councilors 

Life  & Associate  Membership  Requests 

Report  of  the  Nebraska  Medical  Foundation,  Inc. 

The  following  delegates  were  chosen  to  represent 
their  district  on  the  Nominating  Committee: 

1st  District  - Jeffry  Stohmyer,  M.D.,  Papillion 
2nd  District  - Richard  Hammer,  M.D.,  Lincoln 
3rd  District  - Myron  Samuelson,  M.D.,  Wymore 
4th  District  - Mark  Davis,  M.D.,  Norfolk 
5th  District  - Anthony  Kusek,  M.D.,  Albion 
6th  District  - Daniel  Growney,  M.D.,  York 
7th  District  - None 
8th  District  - None 

9th  District  - Richard  Hranac,  M.D.,  Kearney 
10th  District  - Dale  Nitzel,  M.D.,  Hastings 
1 1th  District  - James  Shreck,  M.D.,  North  Platte 
12th  District  - Louis  Kleager,  M.D.,  Scottsbluff 

Dr.  Little  announced  that  Reference  Committees  1, 
3,  and  4 would  meet  immediately  following  recess  of 
the  House  with  Reference  Committees  2,  5 and  6 
meeting  approximately  45  minutes  later. 

Dr.  Little  asked  Dr.  David  Swift  if  he  would  replace 
Dr.  Marcia  Goering  on  Reference  Committee  #2  and 
he  agreed. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  7:30  a.m. 


HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  21,  1996.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Doctor  Patrick  Brookhouser.  64 
delegates  were  present  and  the  meeting  was  declared 
in  session. 

Dr.  Brookhouser  called  for  approval  of  the  minutes 
of  the  First  Session,  and  these  were  approved  as 
printed.  Seating  of  Alternate  Delegates  for  Delegates 
took  place. 

Carmen  Kleager  presented  the  NMA  Alliance 
President's  Report.  Mrs.  Kleager  reviewed  activities 
undertaken  by  the  Alliance  during  the  past  year, 
focusing  on  the  issue  of  domestic  violence.  She  then 
presented  the  AMA-ERF  checks  to  the  two  medical 
schools.  Dr.  William  Pancoe  accepted  on  behalf  of  the 
Creighton  University  School  of  Medicine  and  Dr. 
Frederick  Paustian  accepted  on  behalf  of  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

Colleen  Mueller,  President-Elect  of  the  Lancaster 
County  Medical  Alliance,  presented  three  Nebraska 
Medical  Foundation/Lancaster  County  Medical  Alli- 
ance scholarships.  The  recipients  were  Chelsea  Chesen, 
Heather  Neumeister  and  Saswata  Roy  from  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Dr.  Blaine  Roffman  presented  the  Nebraska  Medi- 
cal Foundation  C.A.  McWhorter,  M.D.,  Memorial 
Scholarship  to  Christine  M.  Petricek  of  the  University 
of  Nebraska  College  of  Medicine. 

Dr.  John  Casey,  President  of  the  Nebraska  Medical 
Foundation,  presented  the  Nebraska  Medical  Founda- 
tion Frank  H.  Tanner,  M.D.,  Memorial  Scholarship  to 
Jennifer  M.  Sauer  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Dr.  Casey  next  presented  the  Nebraska  Medical 
Foundation  H.  Bernice  Shanklin  Memorial  Scholar- 
ship to  Ann  Marie  Walker  of  the  Creighton  University 
School  of  Medicine. 

Dr.  Casey  then  presented  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  Program 
checks  to  Eric  Pederson  of  the  Creighton  University 
School  of  Medicine  and  Andrew  Reynolds  of  the 
University  of  Nebraska  College  of  Medicine. 

Dr.  Joseph  Gard,  President  of  the  Lancaster  County 
Medical  Society,  recognized  Drs.  John  Casey  and 
Robert  Osborne  who  were  completing  service  on  the 
NMA  Board  of  Councilors  and  NMA  Board  of  Direc- 
tors, respectively. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  6 reports. 
The  Reference  Committee  submits  the  following  re- 
port and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#5,  RESOLUTION  #5  (F95)  MEDICAID  MAN- 
AGED CARE 

The  Board  report  was  self-explanatory  and  little 
discussion  was  generated. 
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RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#15,  RESOLUTION  #18,  (F95)  MODEL  FOR  MED- 
ICAID MANAGED  CARE  IN  RURAL  NEBRASKA 

Discussion  revealed  excellent  cooperation  between 
the  Department  of  Social  Services  and  the  "Catch 
Committee". 

RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#17,  RESOLUTION  #20,  FEDERAL  BLOCK 
GRANTS  - STATE  DISTRIBUTION 

This  information  was  straight  forward. 
RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#26,  THE  NEBRASKA  PARTNERSHIP  PROJECT 

President  Bacon  described  a large  number  of  mean- 
ingful meetings  between  the  NMA  Board  and  the 
"Partnership"  represented  by  Don  Leuenberger,  and 
Lt.  Governor  Robak.  The  "Partnership"  has  requested 
input  into  multiple  task  forces  designed  to  implement 
the  partnership.  Mr.  Leuenberger  stressed  the  impor- 
tance of  medical  input  into  this  part  of  the  system. 

There  was  significant  discussion  regarding  man- 
aged care  and  its  relationship  both  to  long  term  care 
and  rural  care.  It  was  noted  that  the  Medicaid  portion 
of  the  state  budget  is  the  second  most  expensive  item 
representing  16%  of  the  total  budget  today  with  a 
projected  22%  of  the  budget  rise  in  the  next  decade. 

It  was  pointed  out  that  the  success  of  the  partner- 
ship will  depend  in  large  part  upon  massive  coopera- 
tion between  government  and  the  private  sector  and 
the  reference  committee  was  pleased  that  the  director 
of  the  Department  of  Social  Services  values  physician 
input  highly. 

RECOMMENDATIONS: 

I.Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 


(5)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 
SOCIAL  SERVICES 

The  bulk  of  the  Reference  Committee's  time  was 
spent  in  a lively  discussion  with  representatives  of  the 
state  and  individual  participating  physicians.  The  first 
important  issue  regarded  Medicaid  reimbursement 
for  pediatric  immunizations.  It  was  pointed  out  that 
physicians  must  sign  up  to  obtain  vaccine  for  the 
immunization  process.  It  was  also  noted  that  the 
administration  fee  for  the  vaccine  will  be  $8.00  if 
properly  coded.  In  general,  the  physicians  were  pleased 
with  this  program  and  anxious  to  see  that  it  continues 
to  effectively  protect  our  children  at  risk. 

Doctor  Chris  Wright  then  introduced  Robert  Seifert 
who  is  the  Administrator  of  the  Department  of  Social 
Services.  A lively  discussion  ensued  primarily  con- 
cerning Medicaid  long  term  care  expenditures.  Sev- 
eral facts  are  worthy  of  note. 

Nebraska  Medicaid  expenditures  are  much  higher 
than  the  national  average  because  we  have  a higher 
percentage  of  truly  elderly  people  and  the  cost  of 
caring  for  the  patients  in  the  over  85  group  is  extraor- 
dinary compared  to  caring  for  patients  in  the  65  to  75 
year  age  group  or  75  to  85  year  age  group. 

A lively  discussion  concerning  nursing  home  utili- 
zation ensued  and  it  was  pointed  out  that  in  rural 
Nebraska  it  is  actually  cheaper  to  have  an  elderly 
patient  in  a nursing  home  than  outside  of  it  because 
of  the  difficulty  in  accessing  required  ancillary  ser- 
vices. At  the  same  time  it  was  noted  that  the  8,000 
patients  in  Nebraska  in  nursing  homes,  plus  the  dis- 
abled populations,  consume  50%  of  the  entire  Med- 
icaid budget. 

The  "Greater  Nebraska  Physicians"  expressed  con- 
siderable concern  about  whether  or  not  they  would 
be  ready  to  participate  in  the  managed  care  program 
by  July  1,  1997.  Mr.  Leuenberger  pointed  out  that  the 
law  required  that  we  be  "involved"  but  not  necessarily 
completely  implemented  by  that  date  and  he  is  more 
concerned  about  doing  right  than  doing  it  on  a 
Federal  time  schedule.  Your  reference  committee  was 
impressed  in  the  spirit  of  cooperation  between  the 
NMA  membership  and  the  Department  of  Social 
Services.  All  participants  seemed  more  interested  in 
being  part  of  the  solution  than  being  a continuing  part 
of  the  problem. 

Some  time  was  spent  on  detailed  case  analysis  and 
Doctor  Richard  Meissner  reported  startling  data  re- 
garding Medicaid  HMO  "no  show"  information. 

From  January  1,  1996  to  April  15,  1996  he  re- 
viewed 181  Medicaid  patients'  eye  appointments  at 
his  four  community  offices. 

There  was  a 29%  no  show  number  which  did  not 
include  patients  who  called  and  canceled.  There  was 
some  discussion  about  the  devastating  impact  of  a no 
show  rate  in  that  range,  and  how  it  would  negatively 
impact  physicians  ability  to  participate  in  the  program. 
DSS  recommended  that  the  physicians  place  more 
pressure  on  the  management  companies  to  lower  this 
no  show  number,  and  Doctor  Meissner  recommended 
that  the  physician  be  reimbursed  for  the  no  show 
population. 
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The  DSS  noted  that  they  have  improved  the  commu- 
nication between  the  providers  and  the  state  using 
information  sessions,  and  800  number,  and  a better 
understanding  between  the  state  and  the  provider 
and  the  management  companies. 

Most  importantly  the  dialogue  was  constructive, 
civilized  and  geared  toward  problem  solving  and  not 
"finger  pointing"  about  past  transgressions. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  the 
report  of  the  Nebraska  Department  of  Social  Services 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MED- 
ICAID SERVICES 

These  important  issues  were  covered  in  the  discus- 
sion with  the  Department  of  Social  Services  and  no 
specific  further  comment  was  necessary. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE  and  gratefully  acknowledge  the  able  assis- 
tance of  Doctor  Michelle  Petersen  and  Doctor  Gerald 
W.  Luckey.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Chm.,  Omaha 
Gerald  W.  Luckey,  M.D.,  David  City 
Michelle  B.  Petersen,  M.D.,  Lincoln 

Reference  Committee  #2 

Reference  Committee  #2  considered  6 reports  and 
no  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations.  All  six  items 
should  be  considered  on  the  consent  calendar. 

CONSENT  CALENDAR 

RECOMMENDED  FOR  FILING: 

(1)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

(2)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

(3)  REPORT  OF  THE  NMA-MEDICAL  STUDENT 
CHAPTER,  CREIGHTON 

(4)  REPORT  OF  THE  NMA-MEDICAL  STUDENT 
CHAPTER,  UNMC 

(5)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
EDUCATION 

(6)  REPORTOFTHE  COMMITTEE  ON  HEALTH  PLAN- 
NING 

The  committee  recommends  that  the  reports  on 
this  consent  calendar  be  filed. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

Charles  Gregorius,  M.D.  Chm.,  Lincoln 
Jeffry  L.  Strohmyer,  M.D.,  Papillion 
Marcia  L.  Goering,  M.D.,  Columbus 
David  Swift,  M.D.,  Grand  Island 

Reference  Committee  #3 

Reference  Committee  #3  considered  8 reports  and 
1 resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#11,  RESOLUTION  #14  (F95)  ELECTRONIC  DIS- 
SEMINATION OF  INFORMATION  BY  AMA 

The  NMA  delegation  had  submitted  a resolution  to 
the  AMA  House  of  Delegates  regarding  electronic 
dissemination  of  information.  It  was  noted  that  the 
AMA  had  amended  and  adopted  this  resolution  and 
that  efforts  were  continuing  to  expedite  the  electronic 
means  of  rapidly  disseminating  information  in  a user 
friendly  format. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
Item  #1 1 of  the  Report  of  the  Board  of  Directors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  AMA  STRUCTURE  AS  THIRD  PARTY  AD- 
MINISTRATOR FOR  PHYSICIAN  ORGANIZA- 
TIONS 

This  resolution,  which  had  been  submitted  to  the 
December  meeting  of  the  AMA  House  of  Delegates, 
called  on  the  AMA  to  explore  the  development  of  a 
national  physician-owned  organization  which  could 
serve  as  a third  party  administrator  for  physician 
organizations.  The  House  of  Delegates  referred  this 
resolution  to  the  Board  of  Trustees  requesting  a report 
back  to  either  the  June  1996  or  the  December  1996 
meeting  of  the  AMA  House  of  Delegates. 

RECOMMENDATION: 

1.  The  Committee  recommended  that  our  AMA 
delegation  report  back  after  the  AMA  Board  of  Trust- 
ees has  given  their  report. 

2.  Your  Reference  Committee  recommends  that 
Item  #18  of  the  Report  of  the  Board  of  Directors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#19,  75%  ADDITIONAL  DELEGATE 

The  NMA  had  submitted  a resolution  to  the  De- 
cember 1995  meeting  of  the  AMA  House  of  Del- 
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egates  asking  that  the  AMA  update  a section  of  its 
bylaws  to  change  the  percentage  requirement  for  an 
additional  delegate  by  reducing  the  75%  requirement 
of  state  members  belonging  to  the  AMA  to  662/3%. 
The  AMA  House  of  Delegates  did  not  adopt  this 
resolution  and  the  requirement  remains  at  75%. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
Item  #19  of  the  Report  of  the  Board  of  Directors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#25,  AMA  STUDY  OFTHE  FEDERATION  PROJECT 

Testimony  was  heard  from  Dr.  Dvorak  and  Dr. 
Roffman  regarding  the  AMA  Study  of  the  Federation 
Project.  A revised  report  was  furnished  with  the  AMA 
Delegate's  Report.  The  issues  which  have  been  raised 
include  the  relationship  and  representation  of  states 
versus  specialty  organizations.  Dr.  Dvorak  reported 
that  he  felt  the  issues  were  quite  substantial  and  are 
difficult  to  deal  with.  The  addition  of  larger  specialty 
delegations  without  a corresponding  decrease  in  the 
state  AMA  delegations  would  result  in  a large  and 
possibly  unwieldy  House  of  Delegates  at  the  AMA 
level.  Nevertheless,  the  aim  of  the  Federation  in  terms 
of  being  able  to  help  the  AMA  and  organized  medi- 
cine speak  with  one  voice  remains  a prime  objective 
of  the  Federation  Project. 

RECOMMENDATION: 

1.  It  is  suggested  that  the  NMA  Board  maintain  a 
continuing  evaluation  of  the  federation  study  activity 
and  resulting  reports. 

2.  That  the  NMA  Board  review  the  revised  Federa- 
tion Report  and  state  a position  for  our  AMA  Del- 
egates to  the  1996  Annual  AMA  meeting. 

3.  Your  Reference  Committee  recommends  that 
Item  #25  of  the  Report  of  the  Board  of  Directors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  Of  THE  DELEGATE  TO  THE  AMA 

Dr.  Dvorak  and  Dr.  Roffman  were  present  to  dis- 
cuss the  report.  The  status  of  the  Nebraska  resolutions 
was  outlined  in  the  report.  A substantial  amount  of 
testimony  was  heard  with  reference  to  the  Medicare 
conversion  factor.  The  report  indicates  that  the  House 
called  upon  the  AMA  to  oppose  any  reduction  in 
Medicare  conversion  factors.  There  was  testimony 
from  a physician  who  had  been  involved  with  the 
Nebraska  Congressional  delegation  in  regard  to  the 
recent  Medicare  bill  and  that  the  Congressional  del- 
egation had  been  informed  that  the  AMA  position  was 
favorable  to  the  bill  in  spite  of  the  fact  that  the 
Medicare  conversion  factor  would  have  been  re- 
duced under  this  bill.  The  physician  who  testified  felt 
that  this  was  inconsistent  and  that  the  position  stated 
to  the  Congressmen  was  not  the  position  that  had 


been  understood  by  the  AMA  House  of  Delegates. 
Testimony  was  heard  that  this  inconsistency  was 
damaging  to  the  position  of  the  AMA  and  that  it 
should  be  called  to  the  attention  of  the  AMA  Board. 

There  was  substantial  discussion  of  Medicare  car- 
rier committee  problems  which  followed  the  above 
discussion  and  it  was  felt  there  continued  to  be  a good 
deal  of  misunderstanding  and  misinformation  about 
the  status  of  Medicare  conversion  factors  and  E&M 
codes. 

Further  report  from  the  AMA  Delegates  indicates 
that  the  AMA  House  of  Delegates  has  adopted  a 
resolution  regarding  the  gag  rule. 

RECOMMENDATIONS: 

1.  After  consideration,  the  Reference  Committee 
recommends  that  the  NMA  Board  consider  assigning 
a staff  member  to  be  conversant  with  issues  involving 
Medicare  conversion  factors  and  the  current  status  of 
E&M  coding,  and  work  with  the  Ad-Hoc  Committee 
Re:  Medicare  on  this  matter. 

2.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  YPS 

Dr.  Petersen  was  present  at  the  Reference  Commit- 
tee session.  She  made  the  following  corrections  to  the 
report  as  published.  In  the  fourth  paragraph,  the  third 
sentence,  A95  should  read  195;  the  word  "in"  should 
be  "to"  so  that  the  phrase  reads  "advanced  to  the 
House  of  Delegates".  In  the  fifth  paragraph,  the  sec- 
ond to  the  last  sentence,  where  it  reads  "will  be 
submitted  to  the  HOD  at  the  A-96  meeting"  should 
read  "1-96  meeting".  The  Committee  heard  discussion 
about  the  issue  of  the  status  of  board  eligible  and 
board  certified  physicians.  No  action  was  felt  to  be 
necessary  from  this  Reference  Committee. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  RE: 
MEDICARE 

A committee  member  was  present  to  review  this 
report.  Issues  which  were  discussed  were  the  ability  to 
make  the  information  provided  by  Medicare  carriers 
more  user-friendly.  The  Reference  Committee  wishes 
to  call  attention  to  the  section  of  this  report  outlining 
a procedure  for  responding  to  a coding  denial. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  that 
the  procedure  for  responding  to  a coding  denial  be 
published  in  the  NMA  newsletter. 

2.  Your  Reference  Committee  recommends  fur- 
ther that  the  report  of  the  Ad-Hoc  Committee  Re: 
Medicare  be  filed. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  REPRESENTATIVE  TO  THE  AMA 
LEADERSHIP  CONFERENCE 

The  Committee  reviewed  the  report.  No  testimony 
was  heard  regarding  this  report. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  RESOLUTION  #2  - METRO  OMAHA  MEDICAL 
SOCIETY-  EVALUATION  AND  MANAGEMENT  CODES 

Resolution  #2  read  as  follows: 

WHEREAS,  Evaluation  and  Management  Codes 
were  introduced  to  the  medical  community  on  Janu- 
ary 1,  1 992,  and 

WHEREAS,  because  of  confusion  the  American 
Medical  Association  and  HCFA  worked  in  1994  and 
1995  to  clarify  documentation  guidelines,  and 

WHEREAS,  the  Medicare  Carriers  and  the  Medical 
Societies  have  provided  education  on  the  determina- 
tion of  the  proper  level  of  coding,  and 

WHEREAS,  the  process  to  define  E and  M coding 
levels  is  confusing,  and 

WHEREAS,  HCFA  has  promised  specialty  specific 
physical  exam  criteria  since  1992; 

THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  work  with  HCFA  to  continue  to 
refine  Evaluation  and  Management  Coding,  and 

BE  IT  FURTHER  RESOLVED,  that  the  AMA  work 
with  HCFA  to  publish  the  specialty  specific  physical 
exam  criteria  in  a timely  fashion. 

Testimony  was  heard  regarding  this  resolution.  It 
was  noted  that  specialty  specific  physical  exam  criteria 
had  been  promised  since  1992  and  were  not  appar- 
ently available  yet. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  resolution  be  adopted  and  forwarded  to  the  AMA 
for  consideration  by  the  House  of  Delegates  at  their 
next  session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A WHOLE 
and  I wish  to  thank  Doctors  Kevin  Nohner  and  Leslie 
Spry  for  their  assistance  in  preparation  of  this  report. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Kevin  D.  Nohner,  M.D.,  Omaha 
Leslie  A.  Spry,  M.D.,  Lincoln 

Dr.  Herbert  Hartman  rose  and  admonished  the 
House  not  to  become  complacent  regarding  Medi- 
care. He  reminded  the  House  that  the  Ad-Hoc  Com- 


mittee Re:  Medicare  is  available  to  address  any  prob- 
lems or  concerns  encountered  by  the  membership  in 
this  arena  and  asked  that  copies  of  any  problems  also 
be  sent  to  him  as  Co-Chair  of  the  Medicare  Carrier 
Advisory  Committee  for  Nebraska.  He  also  urged  the 
membership  to  forward  any  problems  encountered 
with  HMOs  to  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems. 

Dr.  Little  assumed  the  podium. 

Reference  Committee  #4 

Reference  Committee  #4  considered  26  reports 
and  5 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(11  CONSENT  CALENDAR: 

RECOMMENDED  FOR  FILING: 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#2,  RESOLUTION  #2(F95)  FAILURE  TO  DISCLOSE 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#7,  RESOLUTION  #8(F95)  COMMUNICATION 
EFFECTIVENESS 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  RESOLUTION  #9(F95)  PARTICIPATION  TASK 
FORCE 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#9,  RESOLUTION  #10  (F95)  EDUCATIONAL  PRO- 
GRAMS  AND  RESOLUTION  #13  (F95) 

CONOMIKES  PROGRAM 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#10,  RESOLUTION  #12  (F95)  MEDICAL  BUSI- 
NESS/PRACTICE MANAGEMENT  SERVICES 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#12,  RESOLUTION  #15  (F95)  NMA  DELEGA- 
TION TO  AMA  MEETINGS 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#13,  RESOLUTION  #16  (F95)  AMA  DELEGATES 
ATTENDANCE  AT  NMA  BOARD  MEETINGS 

(8)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1  4,  RESOLUTION  #1  7 (F95)  SCRUTINY  OF  NMA 
BUDGET  PROCESS 

(9)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#16,  RESOLUTION  #19  (F95)  INSURANCE  CAR- 
RIER DECISIONS  ON  LAB  TESTING 

(10)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#21,  FINANCES 

(1 1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#22,  MEMBERSHIP 

(12)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#23,  NEBRASKA  MEDICAL  JOURNAL 

(16)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#30,  ADMINISTRATIVE  FUNCTION  AND  OVER- 
SIGHT OF  THE  BOARD  OF  DIRECTORS 

(17)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#31,  HOME  PAGE  ON  THE  INTERNET 

(19)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#33,  APPOINTMENT  OF  KRYNN  K.  BUCKLEY, 
M.D.  TO  THE  BOARD  OF  DIRECTORS 

(20)  ANNUAL  AUDIT 

(21)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  AND  MEDICAL  DE- 
LIVERY SYSTEMS 

(22)  REPORT  OF  THE  COMMISSION  ON  ASSOCIA- 
TION AFFAIRS 

(23)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 
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(25)  REPORT  OF  THE  NMA  ELECTRONIC  DATA 
WORKING  GROUP 

RECOMMENDED  FOR  ADOPTION: 

(14)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#28,  NOMINATIONS  AND  APPOINTMENTS 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALENDAR 
BE  ACCEPTED.  This  was  accepted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#27,  MEMBERSHIP  PLAQUE 

An  example  of  a plaque  that  could  be  ordered  by 
individual  members  of  the  Nebraska  Medical  Associa- 
tion was  shown  at  the  reference  committee  meeting. 
The  Board  of  Directors  in  its  report  has  asked  that  the 
House  at  this  meeting  give  them  direction  for  contin- 
ued development  of  this  plaque.  The  cost  of  the 
plaque  will  be  roughly  $100  and  this  will  be  the  same 
regardless  of  the  number  of  plaques  that  are  ordered. 

RECOMMENDATION: 

1 . It  is  the  recommendation  of  the  Reference  Com- 
mittee that  this  report  be  adopted  and  the  plaque  be 
made  available  for  purchase. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#29,  FUTURE  NMA  FALL  SESSIONS  OF  THE 
HOUSE  OF  DELEGATES 

Considerable  testimony  was  heard  regarding  this 
issue.  There  was  an  overwhelming  consensus  of  those 
who  spoke  to  continue  to  have  two  sessions  and 
therefore  continue  the  Fall  Session.  However,  most  of 
the  testimony  agreed  that  the  Fall  Session  could  and 
should  be  modified  and  could  be  completed  with 
some  changes  in  format  to  one  day  preferably  a 
Saturday,  although  it  could  be  on  a Friday,  and  prob- 
ably should  be  on  a football  weekend  when  Nebraska 
is  playing  away  or  if  possible  on  an  open  date.  It  was 
pointed  out  that  the  money  saved  in  eliminating  this 
session  would  be  in  the  neighborhood  of  $2,500  to 
$3,000  per  year.  There  were  multiple  reasons  cited  by 
those  who  spoke  to  continue  with  two  meetings  and 
virtually  no  one  was  in  favor  of  only  one  meeting.  It 
was  pointed  out  that  other  states  get  by  with  one 
meeting,  however,  almost  without  exception  they 
have  a large  executive  body  to  which  the  House  of 
Delegates  has  delegated  authority  to  act  in  the  interim 
between  their  annual  meetings.  This  is  not  the  case 
presently  in  Nebraska.  It  was  noted  arrangements 
have  tentatively  been  made  for  a Fall  session  in  1997, 
however,  this  could  be  changed  if,  in  fact,  the  House 
elects  to  do  so.  It  was  also  noted  that  if  the  House 
adopts  this  change  in  format  that  it  could  require  some 
changes  in  bylaws. 

RECOMMENDATION: 

1.  Therefore,  your  Reference  Committee  recom- 
mends that  we  continue  to  have  a Fall  Session,  that  it 
be  modified  to  be  completed  in  one  day,  either  a 
Friday  or  a Saturday,  and  that  appropriate  modifica- 
tions in  format  and  staffing  be  arranged  to  accomplish 
this  end. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#32,  TELECONFERENCING 

Your  Reference  Committee  thought  that  this  item 
should  be  pointed  out  to  the  House  of  Delegates.  The 
actions  taken  by  the  Board  have  implemented  a 
mechanism  whereby  commission  and  committee 
members  who  are  unable  to  attend  a scheduled 
meeting  will  be  able  to  phone  into  a central  service 
and  be  connected  to  the  meeting  in  the  Association 
office.  The  individual  will  be  expected  to  cover  the 
cost  of  the  call  which  is  approximately  $12  per  hour. 
The  Board  feels  that  the  savings  of  practice  and  travel 
time  will  be  considerably  greater  and  will  allow  for 
increased  participation  of  commission  and  commit- 
tee members  in  spite  of  their  inability  to  go  to  Lincoln. 
The  Association  will  cover  the  setup  fee  and  the  linkup 
fee  per  participant.  Your  Reference  Committee  com- 
mends the  Board  for  this  action. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  filing 
of  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  NEBRASKA  PHYSICIAN  ORGA- 
NIZATION ADVISORY  GROUP 

Doctor  Loschen,  the  chairholder  of  this  advisory 
group,  was  present  and  spoke  to  the  report.  He  noted 
that  there  were  multiple  issues  that  the  group  had 
found  that  were  important  to  discuss.  However,  he 
pointed  out  that  Nebraska  independent  physicians 
organization  discussion  by  the  NMA  could  violate 
antitrust  laws  and  it  was  decided  upon  advice  of 
counsel  that  the  NMA  not  involve  themselves  in 
discussions  of  a statewide  IPA.  However,  the  Commit- 
tee did  feel  there  was  considerable  reason  for  continu- 
ing existence  of  this  group  as  a forum  for  a liaison 
between  physicians  involved  in  various  organizations 
throughout  the  state  and  a liaison  to  the  House  of 
Delegates. 

RECOMMENDATION: 

1 . Mr.  Speaker,  your  Reference  Committee  recom- 
mends that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  SCIENTIFIC  SESSIONS 
COMMITTEE 

The  chairholder,  Doctor  Bausch,  was  present  and 
recommended  that  the  report  be  modified  to  exclude 
the  last  sentence  of  the  fourth  paragraph  which  says 
that  this  matter  was  referred  to  the  Executive  Commit- 
tee for  further  deliberation.  He  stated  that  that  is  not 
correct  and  that  the  matter  is  still  under  deliberation 
by  the  Committee  and  therefore  recommended  that 
be  deleted  from  his  report.  The  Reference  Committee 
heard  no  other  testimony  on  this  report. 
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RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  RESOLUTION  #1  - METRO  OMAHA  MEDICAL 
SOCIETY  - MANAGED  CARE  REPORT  CARD 

Resolution  #1  read  as  follows: 

WHEREAS,  an  extraordinary  amount  of  money  is 
paid  to  insurance  companies  for  health  care  insur- 
ance, and 

WHEREAS,  some  of  the  money  is  kept  by  the 
insurance  companies  for  administration  and  profit, 
and 

WHEREAS,  it  is  difficult  to  determine  how  much  of 
the  premium  dollar  is  paid  for  actual  health  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  develop  a report  card  on  man- 
aged care  companies  operating  in  the  state  of  Ne- 
braska, and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  publish  the  results  of  the  report 
card  once  a year. 

Considerable  testimony  was  heard  on  this  resolu- 
tion, all  of  which  was  in  favor  of  the  resolution. 
Although  it  was  pointed  out  that  there  may  be  other 
issues  other  than  their  cost  of  administration  which 
might  at  some  point  be  appropriate  to  include  in  a 
report  card  perhaps  it  would  be  best  to  limit  the  initial 
efforts  to  those  described  in  the  resolution.  There  was 
a recommendation  made  that  there  be  an  amendment 
to  the  resolution  and  that  amendment  would  be  to 
insert  in  the  ’THEREFORE,  BE  IT  RESOLVED",  between 
the  words  companies  and  operating  the  words  "and 
other  insurance  companies"  so  that  the  therefore 
would  then,  "THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  develop  a report  card 
on  managed  care  companies  and  other  insurance 
companies  operating  in  the  State  of  Nebraska,  and  BE 
IT  FURTHER  RESOLVED,  that  the  Nebraska  Medical 
Association  publish  the  result  of  the  report  card  once 
a year." 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  adop- 
tion of  the  amended  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Caudill,  while  recognizing  the  importance  of  the 
resolution,  suggested  that  it  be  referred  to  the  Board 
rather  than  adopted.  Dr.  Cornelius  sought  clarification 
as  to  whether  report  cards  would  be  developed  for  all 
insurance  companies  or  just  health  insurance  compa- 
nies. Dr.  Retelsdorf  stated  that  the  reference  commit- 
tee would  have  no  objection  to  changing  its  recom- 
mendation to  referral  to  the  Board  for  further  action 
rather  than  adoption.  The  House  then  adopted  this 
section  of  the  report  as  amended. 


(8)  RESOLUTION  #4  - METRO  OMAHA  MEDICAL 
SOCIETY  - STANDARD  FORM  FOR 
CONSULTATION  REQUEST 

Resolution  #4  read  as  follows: 

WHEREAS,  precise  communication  between  pri- 
mary and  consulting  physicians  is  necessary  for  effi- 
cient patient  care,  and 

WHEREAS,  managed  care  adds  the  need  for  de- 
tailed understanding  of  contract  requirements  involved 
in  consulting  services; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  foster  the  development  of  a 
simple  form  for  consultation  request  which  includes 
both  the  issues  of  diagnosis  and  treatment  and  the 
managed  care  plan  requirements  relating  to  the  type 
of  service  requested  and  the  number  of  visits  autho- 
rized, and 

BE  IT  FURTHER  RESOLVED,  that  the  form  be  ac- 
ceptable to  all  managed  care  providers  so  that  practic- 
ing physicians  can  communicate  medical  problems 
and  the  type  of  consultant  response  desired  in  a 
standard  and  widely  understood  manner. 

There  was  no  testimony  against  this  resolution.  All 
testimony  heard  indicated  that  the  issue  needed  to  be 
investigated. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  RESOLUTION  #5  - LANCASTER  COUNTY  MEDICAL 

SOCIETY  - USE  OF  800-888-NUMBERS 

Resolution  #5  read  as  follows: 

WHEREAS,  the  need  for  methods  of  communica- 
tion between  physicians  has  accelerated  in  today's 
health  care  environment,  and 

WHEREAS,  there  are  a number  of  electronic  meth- 
ods of  communication  that  already  exist  that  will 
improve  both  responsiveness  and  facilitate  communi- 
cation, and 

WHEREAS,  for  many  rural  physicians  as  well  as 
urban  consultants,  there  are  added  costs  to  their 
overhead  for  attempting  to  maintain  rapid  communi- 
cation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  all  communication 
networks  developed  in  the  state  (including  the  UNMC 
Synapse  system  and  the  LMCA  CHIN  organization)  to 
encourage  the  use  of  800  or  888  numbers  or  local 
access  numbers  to  lessen  the  economic  burden  for 
physicians  using  the  Nebraska  information  superhigh- 
way. 

Doctor  Dale  Michels  spoke  in  favor  of  this  resolu- 
tion and  clearly  outlined  the  reasons  for  the  resolu- 
tion. Although  several  rural  physicians  who  were 
present  at  the  reference  committee  noted  that  they 
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were  recently  gaining  access  to  communication  net- 
works without  costs,  there  were  still  many  who  did 
not  have  such  access  and  therefore  were  in  favor  of 
the  resolution. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  adop- 
tion of  Resolution  #5. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  RESOLUTION  #7  - METRO  OMAHA  MEDICAL 
SOCIETY  - PATIENT/PHYSICIAN  DIALOGUE 
RE:  MANAGED  CARE  PLANS 

Resolution  #7  read  as  follows: 

WHEREAS,  many  patients  do  not  have  a good 
understanding  of  the  difference  between  their  free- 
dom of  choice  under  traditional  fee  for  service  insur- 
ance plans  and  the  new  requirements  placed  upon 
them  when  they  select  a managed  care  plan,  and 

WHEREAS,  these  requirements  in  various  managed 
care  programs  may  negatively  impact  the  quality  of 
care  a patient  receives,  and 

WHEREAS,  there  are  no  current  requirements  that 
managed  care  organizations  provide  prospective  par- 
ticipants with  easy  to  understand  descriptions  of  the 
requirements  and  limitations  placed  upon  the  patient's 
freedom  of  choice  by  their  plans,  and 

WHEREAS,  many  patients  are  frustrated  by  their 
experiences  with  managed  care  but  lack  easily  acces- 
sible mechanisms  outside  of  the  insurance  companies 
through  which  they  can  register  complaints; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  provide  a mechanism  such  as  an 
800  number  whereby  patients  can  register  their  con- 
cerns regarding  managed  care  plans,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  establish  a forum  for  on-going 
dialogue  among  physicians  and  patients  regarding 
their  mutual  concerns  about  administrative  require- 
ments of  various  managed  care  plans  and  their  poten- 
tial impact  on  quality  of  care. 

After  considerable  testimony  your  Reference  Com- 
mittee recommends  the  following  amendments  to  the 
resolution.  In  the  first  "resolved",  omit  the  word  "pro- 
vide" and  substitute  the  word  "explore,"  omit  the 
words  "such  as  an  800  number"  and  then  after  the 
word  "concerns"  add  "and  problems"  and  the  resolved 
would  then  read:  "THEREFORE,  BE  IT  RESOLVED,  that 
the  Nebraska  Medical  Association  explore  a mecha- 
nism whereby  patients  can  register  their  concerns  and 
problems  regarding  managed  care  plans."  Your  Refer- 
ence Committee  also  recommends  that  the  last  re- 
solved be  omitted. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  Reso- 
lution #7  be  referred  to  the  Board  of  Directors  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(11)  RESOLUTION  #9  - NMA  BOARD  OF  DIREC- 
TORS - DATA  COLLECTION  PILOT  PROJECT 

Resolution  #9  read  as  follows: 

WHEREAS,  the  business  of  the  provision  of  medical 
services  now  requires  information  which  character- 
izes physician  performance,  cost  effectiveness,  re- 
source utilization,  and  patient  satisfaction,  and 

WHEREAS,  managed  care  and  governmental  pro- 
grams of  all  types  are  in  the  process  of  accumulating 
their  own  data  base  to  evaluate  providers,  and 

WHEREAS,  physicians  do  not  possess  the  financial 
or  technical  resources  to  acquire  their  own  data,  and 

WHEREAS,  without  this  information,  physicians  will 
have  no  basis  to  characterize  their  individual  perfor- 
mance or  to  challenge  information  critical  of  their 
behavior; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA,  with 
the  assistance  of  Blue  Cross/Blue  Shield,  implement  a 
pilot  program  centered  in  the  Nebraska  Foundation 
for  Medical  Care  to  assess  the  feasibility  of  a physi- 
cian-owned data  requisition  system  to  be  accessible 
to  NMA  members  as  a benefit  or  to  be  marketed  to 
other  entities  as  a source  of  non-dues  income  to  the 
Association. 

Doctor  Bacon  was  present  to  discuss  the  genesis  of 
this  resolution.  He  pointed  out  that  the  Blue  Cross/ 
Blue  Shield  organization  has  done  a similar  project 
with  the  hospital  association.  The  NMA  Board  felt  this 
was  a project  worth  investigating.  Blue  Cross/Blue 
Shield  was  willing  to  participate  with  us  in  a pilot 
project  to  do  just  that.  This  is  a data  base  that  would 
be  based  on  claims  data  and  at  no  cost  to  the 
individual  physician  other  than  he/she  would  need  at 
least  a PC  IBM  286  system  which  we  were  told  would 
cost  a physician  approximately  $100  if  he/she  bought 
a used  one  plus  the  cost  of  training  of  his/her  person- 
nel to  use  it.  The  advantages  of  having  a pilot  project 
for  such  a data  base  were  outlined  and  discussed  and 
were  agreed  to  by  all  who  were  present  at  the  refer- 
ence committee.  It  was  pointed  out  that  this  would  be 
a pilot  program  and  before  this  would  be  carried 
beyond  the  pilot  stage,  it  would  be  returned  to  the 
House  of  Delegates  with  an  analysis  of  the  pilot  for 
further  consideration. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  Resolution  #9. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A WHOLE 
AS  AMENDED.  I would  like  to  thank  Doctors  Ron 
Asher  and  John  Reed  for  their  able  assistance  in 
conducting  this  reference  committee  hearing  and  the 
preparation  of  this  report.  This  was  adopted  by  the 
House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chm.,  Omaha 
John  L.  Reed,  M.D.,  Lincoln 
Ronald  L.  Asher,  M.D.,  North  Platte 
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Reference  Committee  #5 

Reference  Committee  #5  considered  10  reports 
and  3 resolutions.  The  reference  committee  submits 
the  following  report  and  recommendations. 

mCONSFNT  CAI  FNDAR 

RECOMMENDED  FOR  FILING: 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1,  RESOLUTION  #1  (F95)  CONTINUED  OPPO- 
SITION TO  LB  414 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#3,  RESOLUTION  #3  (F95)  VIOLENCE  AGAINST 
MEDICAL  PRACTITIONERS  AND  HEALTH  CARE 
PRACTITIONERS  AND  THEIR  FAMILIES 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#4,  RESOLUTION  #4  (F95)  EARLY  DISCHARGE 
OF  NEWBORN  INFANTS 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALENDAR 
BE  ACCEPTED.  This  was  adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#6,  RESOLUTION  #6  (F95)  INSURANCE  DIS- 
CRIMINATION AGAINST  DOMESTIC  VIOLENCE 
VICTIMS 

There  was  testimony  in  regard  to  the  items  con- 
cerning health  insurance  and  also  life  and  other  insur- 
ance. There  was  also  a recommendation  that  the  NMA 
pursue  adoption  of  legislation  during  the  next  legisla- 
tive session  on  a state  basis  if  legislation  is  not 
forthcoming  from  Washington. 

RECOMMENDATIONS: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

2.  The  reference  committee  recommends  that  the 
NMA  pursue  legislation  concerning  this  issue  in  the 
next  legislative  session  if  legislation  does  not  come 
from  Congress. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#20,  LEGISLATIVE  WORKING  GROUPS 

It  was  noted  that  this  is  an  activity  which  will 
continue. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 
MEDICINE  AND  SURGERY 

There  was  a reminder  about  the  requirements 
noted  in  the  second  paragraph  of  the  report  that 
discusses  the  issue  of  self-prescribing  and  prescribing 
for  family  members.  It  was  also  noted  that  there  is, 
through  the  Board  of  Examiners,  a Licensee  Assistance 
Program  which  is  available  to  physicians  who  may 
have  problems  with  substance  abuse. 

RECOMMENDATIONS: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 


2.  The  reference  committee  recommends  that  the 
law  concerning  prescribing  for  family  members  and 
self  prescribing  be  reviewed  to  make  sure  that  the 
language  is  unambiguous. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 
HEALTH 

The  Committee  heard  from  Dr.  Mark  Horton.  Dr. 
Horton  reviewed  the  issue  of  HIV  reporting  and  the 
positive  response  the  department  had  received  from 
the  report.  Attention  was  also  given  to  the  Youth  Risk 
Behavior  Survey  and  the  issue  of  screening  pregnant 
women  for  HIV.  It  was  noted  that  the  NMA  is  con- 
cerned that  mandatory  screening  may  have  a deter- 
rent effect  on  early  prenatal  care  and  therefore  screen- 
ing should  be  encouraged  rather  than  mandated. 
There  was  also  discussion  about  the  Child  Death 
Review  Team  put  together  by  the  department  and  the 
fact  that  a report  will  be  out  during  the  summer  of 
1996  reviewing  the  first  full  year  of  data. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
AMBULATORY  SURGICAL  CENTER  REGULATIONS 

There  was  discussion  about  this  report  and  the  law 
as  currently  written.  It  was  felt  that  there  were  differ- 
ences in  definitions  between  legislation  passed  in 
1994  concerning  Ambulatory  Surgical  Centers  and 
what  constitutes  ambulatory  surgery  as  well  as  differ- 
ences in  Medicare  and  other  guidelines.  It  was  pointed 
out  that  it  would  take  a change  in  legislation  to  make 
a change  in  the  definition  of  the  law. 

RECOMMENDATION: 

1 . The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Michels  noted  that  the  recommendation  should  be 
changed  to  adoption  rather  than  filing  as  the  report 
recommends  "that  the  standards  published  in  the 
AAAHC  handbook  be  utilized  in  evaluation  of  ambu- 
latory surgery  centers  as  defined  in  LB  1 2 1 0 (94). n The 
House  then  adopted  this  section  of  the  report  as 
amended. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

No  testimony  was  heard  on  this  report. 
RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  AFFAIRS 
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There  was  thanks  again  on  behalf  of  the  NMA  for 
the  support  of  the  members  given  to  the  opposition  of 
LB  414  as  it  was  originally  proposed. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Little  called  on  Dave  Buntain  to  provide  a wrap  up  of 
the  1996  legislative  session.  Mr.  Buntain  noted  that 
although  health  issues  did  not  play  a significant  role  in 
this  session,  the  continued  involvement  of  physicians 
as  the  nurse  practitioner  joint  oversight  board  is 
chosen  and  begins  operation  will  be  very  important. 

(9)  RESOLUTION  #3  - METRO  OMAHA  MEDICAL 
SOCIETY  - TELEMEDICINE 

Resolution  #3  read  as  follows: 

WHEREAS,  telemedicine  simply  defined  means  the 
application  of  telecommunication  capability  to  ac- 
complish work  and  functions  associated  with  medical 
care,  and 

WHEREAS,  telemedicine  experiences  began  in  the 
1950's  at  the  University  of  Nebraska  Medical  Center 
with  the  implementation  of  a network  to  support 
clinical  health  care  services,  continuing  medical  train- 
ing and  education,  and  research  collaboration  uses  in 
rural  and  geographically  remote  areas  of  the  State. 
Most  systems  at  that  time  used  closed  circuit  micro- 
wave  communications  and  satellite,  and 

WHEREAS,  increased  interest  in  telemedicine  re- 
surfaced in  the  1980's  with  introduction  of  digital 
compression  technology  which  allowed  full  two-way 
audiovisual  interaction,  meaning  that  persons  from 
different  geographic  locations  could  interact  real- 
time, as  voice,  data  and  images  were  transferred.  The 
systems  were  installed  initially  to  support  physicians  at 
remote  sites,  and 

WHEREAS,  teleradiology  provides  for  diagnostic  or 
treatment  services  provided  via  electronic  communi- 
cation to  patients  located  within  a state  by  potential 
out-of-state  physicians  which  would  constitute  the 
practice  of  medicine  and  would  therefore  require  the 
out-of-state  physician  to  be  licensed  in  the  transmit- 
ting state,  and 

WHEREAS,  several  states  have  developed  legisla- 
tive and  regulatory  activity  on  the  issue  of  requiring 
licensure  for  out-of-state  physicians  using  telemedicine 
to  diagnose  or  assist  in  the  treatment  of  patients 
located  outside  the  physician's  practicing  state,  and 

WHEREAS,  the  American  Medical  Association  and 
the  Federation  of  State  Medical  Boards  has  developed 
model  legislation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  develop  legislation  to  be  intro- 
duced into  the  Nebraska  Legislature  January  1,  1997, 
to  require  licensure  of  non-resident  physicians  who 
provide  certain  medical  services  to  residences  of 
Nebraska  through  electronic  means. 

Discussion  was  all  in  favor  of  this  resolution.  It  was 
noted  that  physicians  can  anticipate  that  states  around 
Nebraska  may  similarly  restrict  Nebraska  physicians. 
There  was  also  discussion  about  medical  decisions 
being  made  by  out-of-state  Medical  Directors,  and 


what  impact  this  would  have  on  Nebraska  patients.  It 
was  suggested  that  this  legislation  might  be  a topic  of 
continuing  discussion  at  the  Fall  Session  of  the  House 
of  Delegates. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  adopt- 
ing the  resolution  the  resolved  portion  of  which  reads 
as  follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  develop  legisla- 
tion to  be  introduced  in  the  Nebraska  Legisla- 
ture on  January  1,  1997  to  require  Nebraska 
licensure  of  non-resident  physicians  who  pro- 
vide certain  medical  service  to  residents  of 
Nebraska  through  electronic  means." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Considerable  discussion  ensued.  Dr.  Gordon  Adams 
noted  that  the  Federation  of  State  Medical  Boards  is 
currently  considering  the  creation  of  a special  licensure 
category  to  address  this  issue.  Dr.  Zweiback  regis- 
tered his  opposition  to  the  resolution  as  he  felt  that 
such  action  was  premature.  Dr.  Dvorak,  the  author  of 
the  resolution,  explained  that  problems  of  licensure, 
confidentiality  and  liability  exist  and  noted  that  Sena- 
tor Wesely  will  be  an  ally  on  this  issue.  Dr.  James 
Chapin  pointed  out  that  such  legislation  will  have  a 
chilling  effect  on  hotlines  manned  throughout  the  U.S. 
dealing  with  particular  medical  conditions.  It  was 
suggested  that  restrictions  only  be  applied  when  the 
physician  is  actually  having  contact  with  patients.  Dr. 
Michels  amended  the  reference  committee's  report  to 
include  a second  recommendation  that  the  resolution 
be  referred  back  to  the  Board  of  Directors  and  the 
Commission  on  Legislation  and  Governmental  Affairs, 
with  report  back  at  F96.  This  was  seconded.  The 
House  then  adopted  this  section  of  the  report  as 
amended. 

(10)  RESOLUTION  #6  - LANCASTER  COUNTY 

MEDICAL  SOCIETY  - IMMUNITY  FROM  CIVIL 
LIABILITY  FOR  PROVIDERS  OF 
UNCOMPENSATED  HEALTH  CARE 

Resolution  #6  read  as  follows: 

WHEREAS,  statistics  show  an  urgent  need  for  care 
of  the  indigent,  and 

WHEREAS,  the  American  Medical  Association  has 
documented  activity  by  states  creating  laws  that  es- 
tablish immunity  from  civil  liability  for  health  care 
providers  delivering  uncompensated  care  to  indigent 
populations,  and 

WHEREAS,  Nebraska  physicians  (including  retired 
physicians)  and  other  allied  health  care  professionals 
are  willing  to  provide  their  services  without  charge  at 
a free  clinic  providing  that  there  are  state  provisions 
protecting  them  from  civil  liability; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  proceed  to  develop  legislation  to 
provide  immunity  to  physicians  and  allied  health  care 
providers  for  uncompensated  care,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  enlist  the  support  of  other  allied 
health  care  organizations  to  enact  such  legislation. 
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The  Committee  heard  testimony  in  favor  of  this 
resolution. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  amend- 
ing and  adopting  the  resolution  the  resolved  portion 
of  which  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  proceed  to  develop 
legislation  to  provide  civil  immunity  to  physi- 
cians and  allied  health  care  providers  for  uncom- 
pensated care,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska Medical  Association  enlist  the  support  of 
other  allied  health  care  organizations  to  enact 
such  legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius,  noting  that  a definition  of  what  constitutes 
uncompensated  care  needs  to  be  developed,  moved 
that  the  resolution  be  referred  back  to  the  Board  for 
further  clarification  with  report  back  to  the  House.  Dr. 
Bacon  voiced  his  concern  that  the  resolution  could 
also  open  up  prosecution  of  physicians  under  criminal 
rather  than  civil  statutes.  The  motion  to  refer  was 
seconded  and  carried. 

(11)  RESOLUTION  #8  - METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - "GAG  RULE"  IN 
MANAGED  CARE  CONTRACTS 

Resolution  #8  read  as  follows: 

WHEREAS,  physicians  in  many  states  are  experi- 
encing difficulties  communication  with  patients  be- 
cause of  "gag  rules”  placed  on  them  by  managed  care 
companies,  and 

WHEREAS,  this  does  not  seem  to  be  prevalent  in 
Nebraska  at  this  time,  and 

WHEREAS,  it  would  be  detrimental  to  our  patients 
if  managed  care  companies  choose  to  insert  this 
clause  in  our  members  contracts; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  investigate  the  "gag  rule"  and 
determine  if  legislation  should  be  introduced  in  order 
to  assure  NMA  members  they  will  not  be  faced  with 
the  "gag  rule"  in  their  managed  care  contracts. 

The  reference  committee  heard  testimony  in  favor 
of  this  resolution  and  noted  the  Report  of  the  NMA 
Delegate  to  the  AMA  referred  to  the  same  concern. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  adop- 
tion of  the  resolution  the  resolved  portion  of  which 
reads  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  investigate  the  "gag  rule"  and 
determine  if  legislation  should  be  introduced  in  order 
to  assure  NMA  members  they  will  not  be  faced  with 
the  "gag  rule"  in  their  managed  care  contracts. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A 


WHOLE  AS  AMENDED.  This  was  adopted  by  the 
House. 

I would  like  to  thank  reference  committee  mem- 
bers Dr.  Susanne  Eilts  and  Dr.  Richard  Hranac  for  their 
expertise  and  assistance  in  compiling  this  report. 

Respectfully  submitted, 

Dale  E.  Michels,  M.D.,  Chm.,  Lincoln 
Susanne  E.  Eilts,  M.D.,  Omaha 
Richard  A.  Hranac,  M.D.,  Kearney 

Reference  Committee  #6 

Reference  Committee  #6  considered  1 1 reports. 
The  Reference  Committee  submits  the  following  re- 
port and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#24,  GOOD  SAMARITAN  HIV  TESTING 

1.  There  was  no  discussion  on  the  report.  The 
report  was  reviewed  by  the  Committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Doctor  Bosley  was  present  and  discussed  the  com- 
mittee report.  The  report  was  reviewed. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

Doctor  Orr  was  present  and  discussed  the  report. 
The  report  was  reviewed. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SERVICES 

Doctor  Orr  was  present  and  discussed  the  report. 
He  noted  that  the  Commission  is  becoming  more 
involved  in  public  health  issues  and  that  items  of 
concern  for  the  Commission  were  water  safety  and 
domestic  violence.  Doctor  Bacon  lead  a discussion 
concerning  physician  advocacy  and  impaired  physi- 
cian programs.  He  expressed  an  affirmation  to  con- 
tinue to  work  and  consult  with  other  states  in  this 
matter.  One  consideration  was  sharing  a medical 
director  with  adjacent  states  to  reduce  costs  and 
improve  physician  monitoring  for  both  states. 

RECOMMENDATION: 
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1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

The  Committee  reviewed  the  report.  Doctor  Caudill 
emphasized  the  need  for  the  NMA  to  be  more  in- 
volved with  their  personnel  and  resource  materials  in 
working  with  other  agencies  to  improve  the  NMA 
public  relations.  The  discussion  noted  a need  to 
venture  with  other  entities  for  financial  support. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  COMMITTEE  ON  PATIENT 
ADVOCACY 

The  report  was  reviewed  and  Doctor  Bacon  recom- 
mended the  formulating  of  a booklet  on  managed 
care  aspects  for  patient  information.  The  booklet 
would  include  different  types  of  managed  care  pro- 
grams and  how  each  of  the  programs  function.  There 
was  discussion  regarding  working  with  insurance  com- 
panies and  grant  foundations  in  underwriting  the 
costs  of  the  booklet. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  THE  "EVERY  WOMAN  MATTERS" 
NMA  ADVISORY  COMMITTEE 

The  Committee  report  was  reviewed.  The  Commit- 
tee wishes  to  commend  Doctor  Braddock  for  her  fine 
work  in  breast  cancer  education  and  in  her  work  for 
helping  develop  the  March  1996  Nebraska  Medical 
journal  which  was  solely  devoted  to  breast  cancer. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  THE  NMA  RADIATION  SAFETY 
WORKING  GROUP 

The  report  was  discussed  with  the  notation  that  the 
functions  of  the  Radiation  Safety  Working  Group 
being  discontinued. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 


(9)  CONSENT  CALENDAR 
RECOMMENDED  FOR  FILING: 

9.  MINUTES,  BOARD  OF  COUNCILORS 

1 1 . REPORT  OF  THE  NEBRASKA  MEDICAL  FOUN- 
DATION, INC. 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALENDAR 
BE  ACCEPTED.  This  was  approved  by  the  House. 

(10)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS 
The  Life  and  Associate  requests  were  as  follows: 

REQUESTS  FOR  LIFE  MEMBERSHIP 

BUFFALO  COUNTY  MEDICAL  SOCIFTY 

James  S.  Long,  M.D.,  Alma 

LANCASTER  COUNTY  MEDICAL  SOCIFTY 

Larry  D.  Ruth,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIFTY 

Edward  T.  Beitenman,  M.D.,  Omaha 
Robert  S.  Cox,  Jr.,  M.D.,  Omaha 
Robert  D.  Jones,  M.D.,  Omaha 
Gerard  J.  Kelly,  M.D.,  Omaha 
N.  Patrick  Kenney,  M.D.,  Omaha 
Myrle  F.  Marsh,  M.D.,  Omaha 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 
Carl  J.  Troia,  M.D.,  Omaha 

REQUESTS  FOR  ASSOCIATE  MEMBFRSHIP 
CUMING  COUNTY  MEDICAL  SOCIFTY 
Thomas  R.  Tibbels,  M.D.,  West  Point 
LANCASTER  COUNTY  MEDICAL  SOCIFTY 

Daniel  J.  Till,  M.D.,  Lincoln 
Larry  D.  Toalson,  M.D.,  Lincoln 
Vernon  K.  Westberg,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 

Roger  S.  Jernstrom,  M.D.,  Omaha 
Bernard  C.  Korbitz,  M.D.,  Omaha 
Carl  J.  Pergam,  M.D.,  Omaha 
Merton  A.  Quaife,  M.D.,  Omaha 

No  discussion  was  heard  on  this  report. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  the 
list  of  applicants  be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  Mr.  Speaker,  I wish  to  thank  Doctors  Michelle 
Knolla  and  Royce  Mueller  for  their  assistance  on  the 
Committee.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Elvin  G.  Brown,  M.D.,  Chm.,  Hastings 
Michelle  S.  Knolla,  M.D.,  Omaha 
Royce  A.  Mueller,  M.D.,  Lincoln 

Dr.  Little  expressed  his  appreciation  to  the  refer- 
ence committees  for  their  diligent  work.  The  House 
then  recessed. 
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HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was 
held  April  21,  1996.  The  meeting  was  called  to  order 
by  the  Speaker,  Dr.  Little.  63  delegates  were  present 
and  the  meeting  was  declared  in  session. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee  and  Dr.  Louis  Kleager,  Chairman,  pre- 
sented the  following  slate  of  officers: 

President-Elect  - 

Allen  D.  Dvorak,  M.D.,  Omaha 

Board  of  Directors  At  Large  - 
Krynn  K.  Buckley,  M.D.,  Lincoln 

Delegate  to  the  AMA  - 

Blaine  Y.  Roffman,  M.D.,  Omaha 

Alternate  Delegate  to  the  AMA  - 
Linda  B.  Ford,  M.D.,  Papillion 

Alternate  Delegate  to  the  AMA 
Young  Physicians  Section  - 

Britt  A.  Thedinger,  M.D.,  Omaha 

Nominee  to  Attend  the  1997  AMA 
Leadership  Conference  - 

Jeffry  L.  Strohmyer,  M.D.,  Papillion 

Councilors: 

1st  District  - 

John  C.  Sage,  M.D.,  Omaha 
2nd  District  - 

Dale  E.  Michels,  M.D.,  Lincoln 


3rd  District  - 

C.  T.  Frerichs,  M.D.,  Beatrice 
4th  District  - 
Tod  Voss,  M.D.,  Pierce 
6th  District  - 

Roger  H.  Meyer,  M.D.,  Utica 

(To  complete  unexpired  term  of  Dr.  Paul  Plessman) 

Council  on  Professional  Ethics  - 
Hiram  R.  Walker,  M.D,  Kearney 

Dr.  Kleager  noted  that  since  the  Nominating  Com- 
mittee had  met,  he  had  been  informed  that  Dr.  Frerichs 
had  declined  nomination.  He  stated  that  the  Nominat- 
ing Committee  for  the  Third  Councilor  District  had 
recommended  Dr.  Keith  Shuey  from  Tecumseh.  There 
were  no  nominations  from  the  floor.  The  House  voted 
to  approve  the  slate  of  officers  as  submitted  and 
amended  by  the  Nominating  Committee. 

Dr.  Caudill  assumed  the  podium  and  Dr.  Allen 
Dvorak  came  to  the  front  of  the  House.  Dr.  Caudill, 
President,  installed  Dr.  Dvorak  as  President-Elect  of 
the  Nebraska  Medical  Association.  Dr.  Dvorak  briefly 
addressed  the  House,  stressing  the  need  for  the 
physicians  to  remain  not  only  the  patient's  advocate 
but  also  the  physician's  advocate. 

Dr.  Little  announced  that  there  would  be  a brief 
Board  of  Directors  meeting  following  adjournment  of 
the  House.  Dr.  Dale  Michels  asked  that  members  of 
the  House  provide  their  e-mail  addresses  to  the  NMA. 
There  being  no  further  business,  the  meeting  was 
adjourned. 
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What 

Antitrust  Relief.  Patient  Protection  Act  II.  Professional  Liability  Reform. 

Have  You 

Bylaws  as  Contracts.  Joint  Commission  Medical  Staff  Standards. 

Done  For  Me 

National  Coalition  of  Physicians  Against  Family  Violence. 

Lately? 


The  Organized  Medical  Staff  Section. 

A forum  to  help  you  take  control  of  your  future. 


The  American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA  OMSS)  is  an  expansion  of 
the  Hospital  Medical  Staff  Section. 

It  embraces  the  growing  number 
of  physicians  in  managed  care. 

The  OMSS  offers  assistance,  repre- 
sentation, and  a strong,  unified  voice 
within  these  organized  settings. 

You  are  invited  to  participate. 

Any  medical  staff  of  a hospital, 
integrated  delivery  system,  or  health 
care  plan  may  designate  an  OMSS 
representative,  who  must  be  an  AMA 
member  with  active  medical  privileges. 


If  you  are  interested  in  attending  an 
upcoming  meeting  and/or  designating 
an  AMA  OMSS  representative  call 
800  AMA-3211  and  ask  for  the  AMA 
Department  of  Organized  Medical 
Staff  Services. 

We  cannot  begin  to  confront  the 
unique  challenges  facing  us  without 
you.  Call  800  AMA-3211  today. 

The  Voice  of  Grassroots  Physicians. 

DAVID  H.  FILIPI,  M.D.,  Chairholder 
Organized  Medical  Staff  Commission 
233  S.  13th  St.,  # 1512 
Lincoln,  NE  68508 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMHY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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John  L.  Reed,  M.D Lincoln 


NMA  PRO  GRIEVANCE  COMMITTEE 


Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Board  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Bruce  Gfeller,  M.D Lincoln 

Robert  Hanlon,  M.D Chadron 

Harold  R.  Huff,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Y.  Scott  Moore,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.l. 

William  R.  Palmer,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Kiran  Gangahar,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Milton  R.  Johnson,  M.D Scottsbluff 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison  ..  Columbus 

Krynn  K.  Buckley,  M.D  Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Desta  Osborne Lincoln 

Blame  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

NMA  ELECTRONIC  COMMUNICATIONS 
WORKING  GROUP 

Steven  A.  Schwid,  M.D.,  Chairholder Omaha 

Terry  W.  Bejot,  M.D Lincoln 

Kent  R.  Jex,  M.D Lincoln 

John  R.  Windle,  M.D Omaha 

NMA  ELECTRONIC  DATA  COMMITTEE 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  T.  Urban,  M.D Kearney 
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GRAND  ISLAND 


KEARNEY 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 


William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly,  M.D. 


Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D. 
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Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  31st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-21 98 

5-97 


HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 
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LINCOLN 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402  484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1-800-MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
21 15  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 
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□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-97 
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eye. 


| surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Crete,  Nebraska 
Seward,  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse.  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 
Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  FAC.O.G. 

Joseph  G.  Rogers,  M.D.,  FAC.O.G. 

Dennis  L Hodge,  M.D.,  FAC.O.G. 

Gregory  W.  Heidrick,  M.D.,  FAC.O.G. 

Yvonne  K.  Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

1 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

♦ GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PATIENTS  WELCOME  ' 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 

(402)489-6554 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

402-475-2803 


m 

i 

j Lincoln  OrilK)|)iU'(lk  c:('iil(’r 

Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  &Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 

New  Location  • Summer  '96 

1000  South  13th  Street  • P.O. 


Frederick  D.  Hathaway,  M.D. 

Board  Cerlified 

Bruce  A.  Miller,  M.D. 

Board  Cerlified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Certified 


John  C.  Yeakley,  M.D. 

Board  Certified 

8-96 

• 6900  A St  • Lincoln,  NE  68510 
Box  2636  Lincoln,  Nebraska  68542 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 
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LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  68510  11 -96 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN’S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 
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Neurological  & Psychiatric 
Specialists,  Inc. 

7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehaviora!  Disorders,  Neurodevelopmental 
Disorders,  And  Disorders.  In  Children,  That  Effect  The  Brain,  Spine  and  Muscles. 

12-96 


JTRAIRIE  surgical 

A s.  S 0 C I A T E S P . C 

John  Buckley,  M.L).,  K.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)483-1919  FAX  (402)  483-0357 
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pathology 

medical 

services 

pc. 


SAMUEL  E BOON.  M.D. 
JOHN  H CASEY.  MD 
DEBORAH  K DA  VIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A.  DYNEK.  M.D 
GEORGE  E GAMMEL.  M.D. 
PATRICK  A KEELAN.  MD 
STEFFANR.  LACEY.  M D. 
CHRISTOPHER  T MASADA.  M.D 
‘ SCOTT  M NOEL.  M D 
, MATTHIAS  I OKOYE.  M D 
JOHNF.  PORTERFIELD,  MD. 
ROBERT  F SHAPIRO.  M D 
AINA  I SILENIEKS.  M D 
DANIEL  J TILL.  M.D 
LARRY  D TOALSON.  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street.  Suite  333.  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A' Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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o PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 
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Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 
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WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson.  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 
Gregory  J.  Hattan,  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 


IFIRST 


EVE 


ASSOCIATES 
Building  Upon  a Proud  Heritage 
of  Expert  Eye  tare 

Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 

John  W.  Pemberton,  M.D. 

John  T.  Kamsell,  M.D. 

Donald  L.  Arkfeld.  M.D. 

Raymond  M.  Crossman,  III,  M.D. 

D.  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson,  M.D. 

Michael  E.  Goldstein,  M.D. 

Since  1886 


Kill  Dodge  St. 
Omaha,  NE 
681 14-41 15 
(402)354-8111 

210  Regency  Pkwy. 
Omaha,  NE 
681 14-3726 
(402)  391-3131 

4242  Famam  SL 
( )maha,  NE 
68131-2810 
(402)  552-2300 


3353  L SL 
Omaha,  NE 
68107-2500 
(402)354-8111 
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rology" 

enters 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

R.  Michael  Kroeger.  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Konlgsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

111  So. 90th Street, Omaha, NE 681 14  • (402) 397-9800/1-800 882-4770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005 19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha,  NE68122  Papillion,  NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  information  on  our  ongoing  research  studies  please  cat!  (402)  572-3770'  3.97 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

BERNARD  L,  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulders  Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 
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CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)  393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  681 14 


Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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Eye  Physicians 
Omaha 

4353  Dodge 
8111  Dodge  St.  #237 
14505  W.  Center  Road 
6510  Sorensen  Pkwy. 

(402)  552-2020 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

Mark  D.  Emig,  M.D. 
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HERBERT  A.  HARTMAN,  JR„  FACP 

Oncology  Associates,  P.C. 
Medical  Oncology 


Methodist  Cancer  Center 

8303  Dodge  St.  #225 
Omaha,  Nebraska  68124 
(402)  354-5860 


Outreach 

Blair 

Lexington 

Norfolk 

O'Neill 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


After  Hours  (402)  354-2786 
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Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 

Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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HUGH  S-  LEVIN.  M.D.  • JOSEPH  A.  JARZOBSKI,  M.D.  • TIMOTHY  R.  FANGMAN.  M.D. 
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Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES.  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  AND  TREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-885-592-2611 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F“  & i Htt  i 
P O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


C.A  MCWHORTER,  M.O. 

(1918-1988) 

H.W.  McFADDEN,  JR..  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 


7441  ■O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
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Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


Stanley  L Davis.  M.D.  Kevin  R.  Murphy,  M.D. 
M.  Ross  Thomas.  M.D  Jeffrey  S.  Nelson,  M.D. 
Thomas  C.  Nilsson.  M.D.  George  A Zieg,  M.D. 


LOCATIONS 

OMAHA  GRAND  ISLAND 

8552  Cass  Street  308-381-1700 


14505  West  Center  Road 
7710  Mercy  Road  #334 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

402-563-3379 


FREMONT 

402-397-7400 

McCOOK 

308-3458285 

HARLAN 

712-7555161 


Board  Certifited  in  Adult  & 
Pediatric  Allergy/  Immunology 
and  Pediatric  Pulmonology 


NORFOLK 

402-379-3250 


SHENANDOAH 

712-2451230 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  s-9 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 


Diseases  and  Surgery  of  the  eye 

cataract,  retina,  vitreous  and  cornea 


including: 

SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

8502  West  Center  Road,  P.O.  Box  241255 
Omaha,  NE  68124-5255 

American  Diabetes  Association  - Great  Plains  Affiliate 
Tracy  Grothe,  Regional  Program  Director  Nebraska  Region 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Brain  Injury  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street 
Omaha,  NE  68198-1225 

Nebraska  Academy  of  Physician  Assistants 

Charles  Scholtes,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  MjNfedoharo,  J<D.,  Chapter  Administrator 
233  So.  13th  Sf,  1612,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D.,  Secretary-Treasurer 
JAijL  Filipi,  Executive  Director 
7 1 (?!&>$ port  Av^e.,  #KkL  Omaha,  NE  68152-2158 
Nebraska  Chapter,"  American  Academy  of  Pediatrics 
Kris  E^orrissey,  J.D.,  Administrator 
7521  Mafn'Stj.  Syi^e,  £03,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M Howell,  M.D.,  FACEP,  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
John  Hoesing,  M.D.,  Governor,  Nebraska  Chapter 
American  College  of  Physicians 
525  N.  132nd  Street,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  M.S.P.H  , Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M.  Vose,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
John  Jirka,  M.D.,  President 

Childrens  Hospital,  8301  Dodge  Street,  Omaha,  NE  681140 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D.,  President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
John  H.  Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Peter  C.  Chilian,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer,  CMA  NSMA  President 
P.O  Box  96,  Bartley,  NE  69020 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Ste.  206,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Office  of  Rural  Health,  Nebraska  Dept,  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
210  Gateway,  Ste.  432  Greentree  Ct.,  Lincoln,  NE  68505-2439 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 


20-A  Nebraska  Medical  Journal  July  1996 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 


• Automatic  document  feeder  scans  up  to  five  8. 5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations,  y ^ g 

***** 

FAX240  with  your  Nebraska  Medical 
Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


Save  s25°°  now  on  the  purchase  of  the  RICOH 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


County  Medical  Society 
NEBBAS^^0  '995 


™eStRiul 


Medical  Sendees 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability'  insurance,  contact  your  independent  insurance  agent. 


VOL  81  NO.  8 


AUGUST  1996 


Nebraska 

Medical 

Journal 


Commitment 

pW  Health  Care 

Close  t*>  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Some  kids  really  can’t 
clean  their  elates 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital’s  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 

The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 402-489-7102 


Excellent  Job.  Team. 


PIC  makes  the  grade. 


PIC's  (Physicians  Insurance  Company)  reputation  for 
financial  strength  and  stability  is  nothing  new.  And  our 
prestigious  A-  Excellent  rating  from  A.M.  Best  proves  it. 
The  rating  means  dependable,  worry-free  protection  and 
knowing  we'll  be  there  when  you  need  us  most. 

You  can't  put  a price  on  that  kind  of  security.  But  you 
can  purchase  it  at  a Bottom  Line  Price  and  pay  premiums 
that  are  competitive.  Straightforward.  Affordable. 


Call  PIC  today  for  more  information  about  how  easy  it  i: 
to  switch  to  our  professional  liability  insurance  and  for  a 
free  quote. 


(800)  279-8331  • E-mail:  info@picwis.com 

Tomorrow 's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  - Consulting 


© 19%  PIC  Wisconsin 
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NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
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Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
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John  J.  Curry,  Executive  Director 
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John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
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Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
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Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  D.C.  20001 
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P.  John  Seward,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
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seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
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As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 
emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska,  Illinois  and 
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• No  restrictive  covenants 

• Fully  accredited  CME  programs 

• St.  Paul  malpractice  insurance 
■ i • Competitive  bonus,  benefit  and 
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HssA  ACUTE  CARE , INC. 
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■ ■■■  ” Respond  to  Melissa  Milliken.  CMSC.  Director 

of  Professional  Relations.  515-964-2772. 
800-729-7813  or  send  CV  to  PO  Box  515. 
Ankeny,  Iowa  50021 
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The  individuals  listed  below  are  the  executive  staff 
of  the  Nebraska  Medical  Association.  Together, 
they  are  able  to  provide  a wealth  of  information 
and  assistance  every  day  to  NMA  members  who 
have  questions  and  want  answers.  If  you  have  a 
question,  we  urge  you  to  pick  up  the  phone  and 
call.  We  are  here  to  help  you. 

WILLIAM  L.  SCHELLPEPER 

Executive  Director 

KELLY  M.  MADCHARO,  J.D.  ERIC  B.  CARSTENSON,  CAE 

Assistant  Executive  Director  Assistant  Executive  Director 

for  Operations  and  for  Programs  and  Policy 

Corporate  Affairs 


Phone  (402)  474-4472 
Fax:  (402)  474-2198 
E-mail:nma@inetnebr.com 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


1-800-782-3160 


METHODIST 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 

* VAST  INVENTORY 
‘KNOWLEDGEABLE  STAFF 
‘QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 


PEGLER 
S SYSCO 

MEDICAL  SUPPLY 

1700  CENTER  P^RK  ROAD  LINCOLN,  NE  68512 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R Gelber,  M.D.,  233  S.  13th  St. 
#1512,  Lincoln,  NE  68508  The  manuscript  should  be  typewritten, 
double-spaced,  on  8!/2Xll  in.  paper,  with  generous  margins  on  each 
page  Number  all  pages  in  the  right  upper  corner  with  the  author's 
surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8‘/2  x 11  in.  paper  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc  , P.O  Box  278,  Norfolk,  Nebraska  68702-0278. 
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NEBRASKA  MEDICAL  ASSOCIATION 


Sept.  26,  1996  — 9:00  a.m.  to  5:00  p.m.  • Nebraska  Center  for  Continuing  Education 

Assisted  Suicide/Euthanasia  Conference 

The  Nebraska  Medical  Association  in  conjunction  with  the  Nebraska  Nurses  Association  and  the 
Nebraska  Association  of  Hospitals  & Health  Systems  will  sponsor  a day  long  conference  examining  in 
detail  the  issue  of  assisted  suicide.  This  issue  has  generated  substantial  public  debate  recently. 

Also  featured  is  Nancy  Dickey,  M.D.  Dr.  Dickey  is 
the  Chair  of  the  AMA  Board  of  Trustees.  She  is  also 
a noted  speaker  on  this  subject  and  ethics  in  gen- 
eral. She  will  present  AMA's  strong  opposition  to  phy- 
sician assisted  suicide.  The  AMA’s  position  on  this 
subject  is  that,  "physician  assisted  suicide  is  funda- 
mentally incompatible  with  the  physician's  role  as 
healer,  is  difficult  or  impossible  to  control,  and  poses 
serious  societal  risks." 


The  conference  will  explore  the  controversy  with 
presentations  from  some  of  the  key  players  shaping 
the  issue  nationally.  The  morning  will  feature  Mr. 
Michael  Schwartz.  He  is  a member  of  the  legal  team 
actually  defending  Dr.  Kevorkian.  Mr.  Schwartz  is  an 
expert  in  this  area  having  made  presentations  to  the 
AMA  and  numerous  physician  organizations  on  the 
subject  of  "Physician-Assisted  Suicide:  and  the 
Kevorkian  Case." 


There  are  many  aspects  to  this  issue,  and  that’s  why  we  have  included  many  different  perspectives  in  the 
conference.  Hospice  care  and  critical  care  nursing  as  well  as  the  management  of  pain  with  medication  will  be 
discussed  as  part  of  the  broad  spectrum  of  this  issue.  And  former  Chief  Justice  of  the  Nebraska  Supreme 
Court,  Norman  Krivosha,  will  speak  at  lunch  about  the  legal  and  ethical  implications  of  this  issue. 

You  may  make  reservations  by  calling  the  NMA  office  at  402-474-4472  or  800-684-9380.  Cost  is  $50 
for  physicians,  $35  for  other  health  care  providers  until  September  1.  Late  registration  is  $75  for 
physicians  and  $50  for  other  health  care  providers. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your 
delinquent  accounts,  Bartling  & Hinkle,  P.C.  is 
interested  in  providing  you  with  professional 
assistance.  The  program  which  we  offer  is  de- 
signed to  accomplish  your  goal  of  receiving  the 
maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a mini- 
mum of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering 
your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical 
account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or 
Bartling  and  Hinkle,  P.C. 

5810  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NEUROLOGIST  . . . 

There  is  an  immediate  opening  at 
Brainerd  Medical  Center  for  a Neurologist. 

BRAINERD  MEDICAL  CENTER,  P.A. 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed 
local  hospital  - St.  Joseph's  Medical  Center 

BRAINERD,  MINNESOTA 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  2xk  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 

CURT  NIELSEN 
(218)828-7105  or  (218)829-4901 
2024  South  6th  Street  • Brainerd,  MN  56401 
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Clarkson  Medical 
Lecture  Series 


“New  Drugs- 
Hype  Versus  Reality 


November  22,  1996 
8 a.m.  to  5 p.m. 


Clarkson  Hospital 
Omaha,  NE 
Storz  Pavilion 


For  more 
information,  call 


402.552.3377 


NMA NEWS  NOTE 

The  AMA  Physician  Select  program  is  now  on  the 
Internet  on  AMA's  Homepage.  The  program  allows 
anyone  to  view  biographical  information  on  any  US 
physician.  Information  included  is: 

1.  Office  address 

2.  Specialty 

3.  Medical  school  graduated  from 

4.  Physicians  Recognition  Award 

5.  Residency  training 

6.  Office  phone 

7.  Gender 

8.  Year  of  Graduation 

9.  Board  Certified 

If  you  have  Internet  access,  the  address  of  the 
AMA  is  http://www.ama-assn.org. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  John  C.  Sage,  M.D., 
Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  Dale  E.  Michels, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  C.T.  Frerichs,  M.D., 
Beatrice.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Tod  Voss,  M.D., 
Pierce,  Counties:  Antelope,  Cedar,  Cuming,  Da- 
kota,  Dixon,  Knox,  Madison,  Pierce,  Stanton, 
Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D  , Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Roger  H.  Meyer, 
M.D.,  Utica.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A  Biatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT : Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Paul  J.  Dietze,  Hastings 

Antelope-Pierce David  F Johnson,  Jr.,  Osmond 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo David  L.  Meyer,  Kearney 

Butler Mark  V.  Carlson,  David  City 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney 

Cuming 

Custer Loren  H Jacobsen,  Broken  Bow 

Dodge  Mark  C.  Johannsen,  Fremont ... 

Five Benjamin  J.  Martin,  Wayne 

Gage  


Hall Michael  J Horn,  Grand  Island 

Hamilton Burton  Thomsen,  Aurora  

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.J.  Nagengast,  Bloomfield 

Lancaster  Joseph  R.  Gard,  Lincoln 

Lincoln  Newton  Mack,  North  Platte  

Madison Richard  P.  Bell,  Norfolk 

Metropolitan  Omaha William  C.  Bruns,  Omaha 

Northeast Richard  Bell,  Norfolk 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders Leo  Meduna,  Wahoo 

Scotts  Bluff Paul  Considine,  Scottsbluff 

Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SEC  RETARY-TREASURER 
Gary  W.  Barth,  Hastings 
Dwaine  J.  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 

Gerald  W Luckey,  David  City 
Clinton  B Dorwart,  Sidney 

N Leon  Books,  Broken  Bow 
W B Eaton,  Fremont 

Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
John  C.  Wilcox,  Aurora 

Richard  A Biatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
Kenneth  K.  Pavlik,  Verdigre 
William  P.  Swisher,  Lincoln 
Gary  L.  Vandewege,  North  Platte 
Tod  W.  Voss,  Pierce 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Tod  Voss,  Pierce 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Donald  E.  Fischer,  Scottsbluff 
Bryce  G.  Shopp,  Seward 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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CHRISTOPHER  C.  CAUDILL,  M.D. 


The  weather  in  Chicago  was  beautiful 
compared  to  the  heat  which  roasted  the^city 
in  1995,  although  most  of  us  never  left  the 
Hyatt  Regency  Convention  Center  very  much 
during  the  day.  The  atmosphere  was  some- 
what subdued  despite  the  fact  that  there 
were  many  seats  to  be  filled  on  councils  and 
on  the  Board  of  Trustees,  and  there  were 
several  potentially  contentious  issues  and 
resolutions  to  be  confronted  by  the  House 
of  Delegates.  Daniel  H.  "Stormy"  Johnson  of 
Louisiana  was  inaugurated  as  the  1 51  st  Presi- 
dent of  the  AMA  and  Percy  Wootton  of 
Virginia  was  chosen  to  be  President-Elect. 
The  financial  statement  is  in  as  good  a con- 
dition as  it  has  been  in  1 5 years,  and  no  dues 
increase  was  recommended.  Still,  it  was  so- 
bering to  learn  that  AMA  membership  is  still 
gradually  declining  and  full  dues  paying 
members  total  only  about  125,000  of  the 
total  membership  of  300,000.  This  was  obvi- 
ously of  great  concern  to  the  Board;  we 
were  admonished  that  if  the  state  societies 
could  not  recruit  more  members  themselves 
then  the  AMA  would  need  to  institute  direct 
measures  to  turn  this  trend  around.  Some  of 
these  would  have  possible  deleterious  con- 
sequences for  the  states  and  place  the  AMA 
in  direct  competition. 

The  membership  problem  probably  was  a 
major  reason  that  the  Federation  Study  and 
recommendations  for  its  implementation 
moved  through  its  reference  committee  and 
the  House  of  Delegates  fairly  smoothly.  The 
concern  as  to  the  size  of  the  house  was  put 
aside,  and  a Federation  Coordination  Team 
will  be  appointed  by  a selection  committee 
to  oversee  the  phase-in  over  a 3 year  period. 
Any  specialty  society  which  meets  the  re- 
quirements will  be  seated  with  state  societ- 
ies maintaining  their  present  number  of  del- 
egates. A poll  of  active  members  and  senior 
medical  students  will  be  taken  each  year 
with  each  member  identifying  his/her  pri- 
mary specialty.  The  numbers  will  be  tallied 


Christopher  C.  Caudill,  M.D. 


for  each  society  and  their  allotted  delegates 
calculated  utilizing  a predetermined  formula. 
Larger  specialty  societies  obviously  will  have 
greater  representation.  Other  groups,  such 
as  women  physicians,  IMGS,  et.  al.,  will  be 
seated  with  their  delegates  assigned  as  the 
3 year  period  evolves.  Concerns  raised  dur- 
ing the  Interim  '95  session  did  not  arise  this 
time. 

The  resolutions  and  reports  dealing  with 
physician-assisted  suicide  received  a great 
deal  of  attention  from  the  press  which  antici- 
pated some  diversity  of  opinion.  While  there 
were  a few  who  expressed  a desire  to  have 
the  Council  on  Ethical  and  Judicial  Affairs 
reassess  the  AMA's  position,  the  vast  major- 
ity of  testimony  was  in  favor  of  holding  fast 
to  established  policy.  The  need  to  develop 
better  ways  of  dealing  with  patients  at  the 
end  of  life  was  acknowledged,  and  physi- 
cians were  urged  to  learn  these  and  use 
them. 

The  AMA  has  once  again  elected  to  de- 
velop a program  for  credential  verification 
as  it  had  attempted  to  do  several  years  ago. 
This  was  presented  as  a "done  deal"  and 
caused  a bit  of  a furor  among  those  state 
and  county  societies  which  have  success- 
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fully  been  doing  this  for  several  years  (in- 
cluding MOMS  and  LCMS).  After  heated 
discussion  at  the  reference  committee  and 
on  the  floor,  the  leadership  of  the  AMA 
softened  their  rhetoric  to  be  more  coopera- 
tive and  complimentary  with  the  83  county 
societies  and  33  states  that  have  existing 
programs.  Nonetheless,  there  appears  to  be 
the  potential  for  competition  between  the 
Federation  and  states  as  each  vies  for  mem- 
bers, non-dues  income,  and  to  provide  "value" 
to  their  constituents! 

Issues  of  Medicare  were  ever  present. 
Concerns  about  the  "Fraud  and  Abuse"  lan- 
guage in  HR  3103  (the  Kennedy-Kassebaum 
Bill)  were  discussed  with  AMA  assuring  all 
that  they  were  in  fact  on  top  of  this  and  that 
significant  progress  toward  moderating  the 
punitive  verbiage  had  been  made.  The  reso- 
lution addressing  the  practice  expense  rela- 
tive values  gingerly  passed  with  a 3 year 
phase-in  being  accepted  by  the  surgical  so- 
cieties and  the  primary  care  specialties.  There 
was  a sense  of  it's  being  a win-win  decision, 
although  no  one  perceived  a "W"  with  their 
portion.  The  Geographic  Coalition  formed 
by  Minnesota  and  Utah  of  33  smaller  states 
that  anticipate  the  "short  end  of  the  stick"  on 
the  issue  of  the  Adjusted  Average  Per  Capita 
Cost  (AAPCC)  agreed  to  form  a committee 
(of  which  Mr.  Bill  Schellpeper  is  a member) 
to  investigate  avenues  of  redress  and  how  to 
fund  this,  since  the  AMA  cannot  spearhead 
the  effort.  Our  resolution  asking  the  AMA  to 
continue  to  be  involved  in  refining  E and  M 
Codes  was  accepted  without  dissent. 

Managed  care  continues  to  be  a pervad- 
ing concern.  Although  federal  legislation  is 
pending,  several  states  have  sponsored  their 
own  dealing  with  the  "gag"  rules.  Similarly, 
bills  addressing  Patient-Protection  and  Point 


of  Service  provisions  have  successfully  navi- 
gated through  a number  of  state  legisla- 
tures. The  Board  of  Trustees  presented  a 
report  outlining  an  assessment  of  for-profit 
managed  care  plans  and  their  allocation  of 
premium  dollars. 

In  the  area  of  public  health,  the  AMA  gave 
the  nation  a "D"  on  its  report  on  the  status  of 
Domestic  Violence  In  America.  Despite  some 
albeit  slight  improvement  in  the  areas  of 
public  awareness  and  some  new  federal  and 
local  initiatives  aimed  at  ending  family  vio- 
lence, the  report  is  still  dismal  with  much  yet 
needing  to  be  done.  The  AMA's  program  to 
halt  the  use  of  tobacco  products  was  high- 
lighted. The  next  application  for  Robert 
Wood  Johnson  funding  was  discusseo,  and 
sample  legislation  to  eliminate  vending  ma- 
chines and  billboard  advertising,  and  to  in- 
crease tobacco  taxes  were  available  to  inter- 
ested states.  These  are  areas  in  which  the 
NMA  will  be  very  active  and  visible  over  the 
next  year. 

Finally,  the  House  of  Delegates  consid- 
ered several  resolutions  pertaining  to 
telemedicine  and  the  implications  for 
licensure  and  control  to  assure  quality  and 
accountability,  with  full  licensure  recom- 
mended as  the  policy  of  the  AMA.  Physician 
supply  and  funding  for  graduate  medical 
education  garnered  their  share  of  debate 
but  without  substantive  solutions  or  much 
change  in  previous  positions  taken. 

Your  delegates  and  alternates  worked  to 
represent  you  throughout  the  meeting  and 
were  successful.  We  were  able  to  share 
ideas  and  problems  with  many  other  delega- 
tions and  have  returned  with  new  and  hope- 
fully effective  approaches  to  some  of  the 
issues  which  confront  us  in  Nebraska. 
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EDITORIAL 


Of  Peaches  and  Taxes 

RODNEY  S.W.  BASLER,  M.D. 


With  apologies  to  Miss  Jennie  Peck,  my 
freshman  English  comp  teacher  at  Plainview 
High  School,  who  instructed  us  to  never  title 
a paper  with  ambiguities  purely  to  draw  the 
interest  of  potential  readers,  I do  so  in  an 
attempt  to  derive  some  value  from  the  effort 
it  has  taken  me  to  prepare  the  manuscript. 
After  all,  several  years  ago,  in  this  same 
forum,  I included  a paragraph  positing  that 
organized  medicine  was  about  to  become 
more  human  because  of  the  infusion  into  its 
mainstream  of  women  and  individuals  who 
tried  marijuana  during  the  sixties.  Since  that 
comment  did  not  draw  one  single  response, 

I assume  that,  essentially,  no  one  read  it. 

There  is  a saying  in  the  South,  when  lump- 
ing two  apparently  dissimilar  entities  into  a 
collective  single  commentary  that  it  is  like 
"comparing  peaches  to  taxes",  much  like  the 
more  common  aphorism,  "comparing  apples 
to  oranges".  My  premise  is  that  there  is  a 
relationship  between  the  practice  of  medi- 
cine and  taxes. 

While  everyone  of  course,  complains 
about  taxes,  impending  death,  and  Nebraska 
weather,  all  of  which  seem  inexorably  im- 
mutable, the  true  weight  of  our  total  tax 
burden  is  generally  forced  into  the  realm  of 
other  unpleasantries,  exercising  denial.  As 
hyper-productive  economic  overachievers, 
however,  physicians  as  a group  are  particu- 
larly susceptible  to  this  "punishment  for  suc- 
cess" in  its  present  form. 

Thomas  Donlan  points  out  in  a recent 
issue  of  Barron's  that  while  average  Ameri- 
cans send  at  least  30%  of  their  earning  to 
the  federal  government,  many  (probably 
including  a large  proportion  of  our  readers) 
pay  twice  that.  "Most  are  not  receiving  (in 
return)  anything  close  to  equivalent  value". 
When  state  and  local  income  and  sales  taxes, 
excise  taxes,  property  taxes,  and  estate  taxes 
are  added  to  the  total,  "half  the  sweat  of 
every  American's  brow  drips  into 
government's  bowl."  Small  wonder  a candi- 


date can  catapult  himself  into  prominence 
by  running  principally  on  the  promise  that 
Americans  are  overtaxed. 

As  small  business  owners,  trying  to  guide 
the  already  over-laden  ship  of  the  financial 
side  of  our  practices  through  perilous  seas, 
taxes  also  present  themselves  as  a more 
obscure  extra  burden.  Jack  Kemp's  tax-study 
commission  pointed  out  that  the  full  time 
equivalent  of  the  hours  spent  by  individuals 
and  corporations  attempting  to  comply  with 
present  tax  laws  represents  a greater  labor 
equivalent  than  all  the  people  serving  in  the 
U.S.  Armed  Forces.  In  other  words,  "we  work 
harder  to  protect  ourselves  from  our  own 
tax  system  than  we  do  to  protect  ourselves 
from  all  foreign  enemies!"  In  the  same  way 
that  a portion  of  the  cost  of  every  car  sold  in 
America  reflects  the  fraction  of  the  auto 
maker's  overhead  spent  on  tax  accountants 
and  lawyers,  a part  of  every  patient  fee  in 
our  offices  is  spent  on  tax  compliance,  and 
contributes  to  the  over-all  cost  of  health 
care.  Taxes  and  medicine,  taxes  and  peaches! 

Having  searched  the  depths  of  the  prob- 
lem, the  writer  and  reader  are  now  left  with 
the  responsibility  of  positively  approaching 
the  dilemma.  For  starters,  all  of  America 
could  benefit  from  a simplification  of  our 
system  of  taxation.  One  of  the  most  sup- 
pressed and  wondrous  paradoxes  of  the 
Reagan  administration,  is  that  as  tax  rates 
fell,  tax  revenues  actually  increased!  Only  a 
Congress  bent  on  profligate  spending  al- 
lowed our  national  debt  to  rise  precipitously 
during  these  years.  Surely,  the  concept  of 
some  form  of  flat  tax  deserves  our  collective 
attention.  Although  the  prospect  seems  too 
good  to  ever  happen,  the  political  turnaround 
of  the  last  election  seemed  the  same  two 
years  ago. 

A more  direct  and  local  response  over 
which  each  of  us  can  exercise  a fair  amount 
of  control  is  our  direct  billing  of  institutions 
such  as  Medicaid  and  Medicare  which  drain 
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away  ever-increasing  amounts  of  tax  dollars. 
It  is  through  entities  such  as  these  that  gov- 
ernments press  the  tax  code  as  a "method  of 
gradually  extracting  income  from  people  who 
have  earned  it  and  transferring  it  to  people 
who  haven't,  but  who  politicians  think  have 
a superior  claim  to  it",  in  the  words  of  ex- 
Governor  Pete  duPont.  Although  our  state 
doesn't  provide  Medicaid  payments  as  frivo- 
lously as  New  York  which  uses  tax  dollars  to 
cover  transsexual  operations,  as  recently 
pointed  out  in  a Lincoln  Journal  Star  edito- 
rial, there  are  still  a multitude  of  covered 
services  which  we  know  are  of  dubious  value 


to  individuals  and,  particularly,  to  society, 
even  if  the  administrators  do  not.  It  may 
represent  "unshared  sacrifice"  but  we  would 
clearly  be  taking  the  moral  high  ground  in 
refusing  to  provide  such  services,  or  in  the 
least,  diminishing  their  frequency.  Such  uni- 
lateral actions  could  be  a start  toward  trim- 
ming government  programs  we  affect,  and 
could  clearly  not  be  depicted  as  self-serving. 
Indirectly,  they  might  ultimately  help  us  all! 

Incidentally,  Miss  Peck's  other  primary 
directive  to  her  budding  authors  was,  "never 
start  a paper  with  an  apology!" 
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SURGICAL  CASE  REPORT 


Screw  Fixation  for  Odontoid  Fracture;  a Comparison 
of  the  Anterior  and  Posterior  Technique 

ROBERT  J.  HACKER,  M.D. 

1200  Hilyard  Street,  Suite  S-530 
Eugene  OR  97401 


Surgical  treatment  of  atlantoaxial  instability 
resulting  from  Type  II  odontoid  fracture  has 
evolved  in  recent  years  with  newer  approaches* 
offering  the  surgeon  more  options.  Our  expe- 
rience with  anterior  odontoid  screw  fixation 
and  transarticular  Cl -2  fusion  has  exposed  us 
to  complications,  indications,  and 
contraindications  different  from  those  of  more 
traditional  posterior  arch  fixation  and  fusion 
procedures.  The  value  and  versatility  of  these 
two  approaches  were  recently  demonstrated 
in  one  case:  a patient  with  a Type  II  odontoid 
fracture  was  treated  with  anterior  odontoid 
screw  fixation,  suffered  a second  injury  with 
dislocation  and  neurologic  deficit  and  re- 
sponded well  to  transarticular  Cl -2  fusion 
with  decompression.  A description  of  our 
surgical  technique  and  a comparison  of  the 
two  procedures  is  presented. 

KEY  WORDS:  cervical  spine,  odontoid, 
spinal  fracture,  spine  fusion. 

Type  II  odontoid  fractures  result  in  separa- 
tion of  the  dens  from  the  C2  vertebral  body 
and  are  considered  unstable.3  The  usual  treat- 
ment options  include:  cervical  orthoses,  halo 
brace,  and  surgical  stabilization,  usually  with 
posterior  arch  fixation  at  C1-2.  Bohler  and 
others  have  reported  success  with  anterior 
odontoid  screw  fixation  (AOSF).4  Since  the 
procedure  is  relatively  new,  some  physicians 
may  be  unfamiliar  with  specific  complications 
and  contraindications  associated  with  its  use. 

Another  approach  to  Type  II  odontoid  frac- 
ture is  transarticular  Cl -2  facet  fusion.  We 
have  found  it  to  be  an  excellent  stabilization 
procedure.  The  surgical  dissection  at  the 
atlanto-axial  facet  joint  differs  from  that  of  the 
other  cervical  facets,  requiring  a knowledge 
of  the  anatomy  and  biomechanics.  However, 
the  approach  is  straightforward  and  requires 
no  special  or  expensive  instrumentation.  We 
wish  to  familiarize  neurosurgeons  with  the 
benefits  of  these  approaches  as  well  as  poten- 
tial pitfalls. 


Illustrative  Case 

This  76-year-old  female  fell,  suffering  im- 
mediate quadraparesis  and  severe  occipital 
region  pain.  Admitting  examination  confirmed 
bilateral  Babinski  signs,  hyperreflexia  and 
extremity  weakness.  Radiographs  docu- 
mented a Type  II  odontoid  fracture  with  ante- 
rior subluxation  (fig.  1).  Reduction  with  tong 
traction  was  followed  by  AOSF. 


FIGURE  1 

Admitting  lateral  cervical  spine  view  documents  a Type 
II  odontoid  fracture  with  anterior  dislocation  of  the 
dens. 


’Reprints  requests  to:  Robert  J.  Hacker,  M.D.,  1200 
Hilyard  Street,  Suite  S-530,  Eugene  OR  97401,  541-686- 
8353. 
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Operation.  The  patient  was  intubated, 
awake  and  in  tong  traction.  Careful  alignment 
of  the  fluoroscopic  beam  in  lateral  position 
with  ability  to  reposition  easily  to  an 
anteroposterior  view  was  accomplished.  The 
neck  was  extended  and  a roll  placed  under 
the  thorax  using  fluoroscopic  lateral  views  to 
check  alignment  and  the  proposed  screw 
trajectory.  A right  transverse  incision  was  made 
at  C4  level.  The  soft  tissues  were  dissected 
and  a single  hand-held  retractor  utilized 
throughout  the  case.  The  anteroinferior  edge 
of  C2  was  exposed  by  partially  removing  the 
annulus.  The  anterior  superior  aspect  of  C3 
was  partially  drilled  away  to  provide  a trajec- 
tory for  drilling  from  the  anteroinferior  edge 
of  C2  to  the  posterosuperior  aspect  of  the 
dens.  Dissectors  were  used  to  define  the 
lateral  margins  of  the  C2  body.  Starting  with  a 
2mm  drill  bit,  the  bone  was  perforated  2mm 
to  the  right  of  the  midline  and  followed  on 
lateral  view  through  the  tip  of  the  dens.  We 
frequently  checked  the  position  of  the  bit 
with  AP  fluoro  imaging,  finding  a large  bit 
block  in  the  mouth  affords  an  excellent  open 
mouth  view  of  the  dens.  This  drill  was  left  in 
place  and  a second  drill  positioned  in  like 
fashion  starting  2mm  to  the  left  of  the  midline. 
Both  drill  paths  are  tapped  with  a 3.5mm 
cortical  tap  and  a cortical  bone  lag  screw 
either  3.5mm  or  4mm  is  positioned  after  depth 
gauge  measurement.  We  place  both  screws 
and  then  tighten  sequentially  after  removing 
traction.  The  screw  head  must  be  kept  under 
direct  vision  while  the  fluoroscopic  views  show 
progression  of  the  screw  tip  through  the  tip  of 
the  dens  by  1-2mm. 

Progressive  improvement  was  seen  until 
seven  months  later  when  a second  fall  oc- 
curred, triggering  severe  neck  pain  and 
hemiparesis.  Fixed  subluxation  (irreducible 
with  traction)  and  spinal  canal  compression 
were  apparent  on  myelogram  with  CT  follow 
up  and  lateral  tomographic  views  (fig.  2). 

Second  operation.  The  patient  was  posi- 
tioned prone  in  tong  traction  after  awake 
intubation.  A midline  dissection  from  occiput 
to  C4  was  accomplished.  The  ligamentum 
flavum  at  Cl -2  was  removed  and  the  C2  nerve 
root  and  epidural  veins  dissected  cephalad 
away  from  the  superior  surface  of  the  C2 
pedicle.  The  medial  and  lateral  margins  of  the 
pedicle  were  defined.  The  endplates  of  the 
Cl  -2  facet  were  removed  and  the  joint  decor- 
ticated. The  posterior  arch  of  Cl  was  com- 
pressing the  spinal  canal  and  removed.  Screw 


FIGURE  2 

Lateral  cervical  spine  tomogram  confirming  anterior 
redislocation  of  the  dens  with  dislocation  of  the  odon- 
toid screw  fixation. 

insertion  commenced  with  a 2mm  drill  bit 
3mm  lateral  to  the  inferomedial  edge  of  the 
C2  lamina  aimed  at  the  superior  aspect  of  the 
anterior  arch  of  Cl  on  lateral  fluoroscopic 
views.  Care  was  taken  to  avoid  a lateral  trajec- 
tory which  would  risk  vertebral  artery  injury. 
Visualization  of  the  drill  in  the  facet  joint  of 
Cl-2  is  accomplished  by  gently  elevating  the 
nerve  root.  A 3.5mm  tap  was  followed  by 
depth  gauge  measurement  and  an  appropri- 
ate length  4mm  cortical  bone  screw.  Both 
screws  were  placed  loosely  and  tightened 
sequentially  after  interposing  iliac  crest  graft 
in  the  facet  joints  (fig.  3).  The  patient  was 
placed  in  a hard  cervical  collar  for  three 
months.  She  noted  immediate  improvement 
in  her  hemiparesis  and  has  returned  to 
ambulation  with  a walker  for  balance. 

DISCUSSION 

Type  II  odontoid  fractures  are  the  most 
common  odontoid  fracture  and  may  cause 
neurologic  injury  because  of  instability.7  Re- 
ported series  show  variable  success  in  achiev- 
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FIGURE  3 

Lateral  cervical  view  shows  transarticular  fixation  with 
Cl -2  facet  screws  and  resection  of  the  posterior  arch  of 
Cl. 


ing  solid  arthrodesis  with  external  stabiliza- 
tion.2-11 Even  in  a halo  brace,  delayed 
subluxation  may  occur.  Surgical  treatment 
has  been  advocated  for  those  fractures  with 
4mm  of  dislocation  because  of  increased  non- 
union rates.13  Surgery  may  also  be  preferred 
for  those  patients  coming  to  treatment  more 
than  three  weeks  after  injury,  patients  over 
age  40,  and  in  heavy  smokers  due,  again,  to 
higher  rates  of  nonunion. 

Internal  fixation  theoretically  provides  im- 
mediate stabilization  of  the  fracture  and  main- 
tains reduction  until  fusion.  Unfortunately, 
unless  a halo  is  used  postoperatively,  stan- 
dard approaches  such  as  Gallie  or  Brooks 
fusion  technique  with  posterior  arch  wiring 
do  not  provide  enough  stability  to  ensure 
healing  without  the  risk  of  some  or  significant 
loss  of  alignment.  Though  offering  a firm  fixa- 
tion of  the  posterior  arch,  surgical  failure  may 
occur  with  Halifax  interlaminar  clamps.  A fail- 
ure rate  of  18  percent  at  the  Cl -2  level  has 
been  reported.1 


Fusion  rates  over  90  percent  have  been 
reported  with  the  AOSF  approach  and  com- 
plications are  low  in  experienced  hands.10 
Loss  of  correction  is  unusual  and  AOSF  has 
the  advantage  when  compared  to  posterior 
wiring  of  preserving  joint  function  at  the  C1- 
2 level.  The  anterior  approach  has  an  advan- 
tage over  posterior  arch  wiring  in  not  requir- 
ing any  instrumentation  in  the  spinal  canal 
which  could  cause  spinal  cord  injury.5  Further, 
posteriorly  dislocated,  unstable  odontoid  frac- 
tures may  be  considered  a relative 
contraindication  to  posterior  wiring  since  fur- 
ther subluxation  may  result.8  Doherty  has 
analyzed  the  strength  of  odontoid  screw  fixa- 
tion in  the  laboratory  and  found  it  to  offer 
nearly  50  percent  of  the  stability  of  the 
unfractured  dens.6  Though  their  model  did 
not  test  rotational  forces,  this  may  not  be  a 
significant  factor  when  the  dens  is  secured 
with  two  screws. 

Although  AOSF  has  some  advantages  over 
traditional  approaches,  the  procedure  must 
be  approached  with  caution.  A comminuted 
dens  may  make  firm  screw  fixation  impos- 
sible. A dens  dislocation  that  cannot  be  re- 
duced should  not  be  approached  anteriorly 
as  limitations  of  the  technique  do  not  allow 
for  much  intraoperative  correction.  Obese 
patients,  those  with  short,  squat  necks  and 
patients  with  significant  thoracic  kyphosis  may 
make  the  positioning  unsatisfactory  for  proper 
drill  trajectory.  Though  we  have  not  encoun- 
tered a case  in  our  series  of  AOSF  patients, 
cervical  spinal  stenosis  could  potentially  risk 
cord  injury  with  the  exaggerated  and  pro- 
longed extension  posture  necessary  for  AOSF. 
Since  the  technique  utilizes  a lag  screw  affect, 
with  the  base  of  the  screw  serving  as  an 
anchor,  osteoporosis  may  be  a relative 
contraindication  as  the  screw  head  may  mi- 
grate upwards  through  the  body  of  C2  as 
tightening  occurs.  This  has  occurred  in  two  of 
our  cases  thus  far  without  loss  of  correction. 

Cl -2  transarticular  screw  fixation  is  a very 
rigid  construct.  Biomechanical  studies  have 
shown  stiffness  with  transarticular  fixation  is 
significantly  greater  than  posterior  wiring, 
especially  for  torsion  and  shear  forces.9  Some 
advocates  use  only  a soft  collar  after  this 
procedure  due  to  the  strength  of  the 
transarticular  screw  construct.  The  transar- 
ticular approach  allows  fusion  and  fixation 
even  when  the  posterior  arch  of  Cl  has  been 
fractured  or  removed.  Similar  to  AOSF,  this 
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approach  should  not  risk  injury  to  structures 
in  the  spinal  canal.  Our  minor  modification  of 
the  technique  described  by  Mager  ensures 
that  the  spinal  canal  and  dimensions  of  the 
pedicle  are  recognized  before  instrumenta- 
tion.12 Prior  to  using  this  approach,  we  had  an 
episode  of  vertebral  artery  puncture  that  could 
have  been  avoided  had  the  margins  of  the 
pedicle  been  recognized.  An  improper  trajec- 
tory of  the  drill  resulted  in  the  tip  exiting  the 
pedicle  laterally.  Arterial  bleeding  was  con- 
trolled with  bone  wax  in  the  drill  site.  No 
complication  was  noted  postoperatively.  We 
prefer  this  procedure  over  occipital-cervical 
fusion  in  cases  of  upper  cervical  spine  instabil- 
ity when  the  posterior  arch  of  Cl  is  unavail- 
able for  fusion.  The  procedure  is  easier  and 
results  in  less  impairment  in  range  of  motion. 

In  summary,  a careful  assessment  of  those 
patients  with  atlanto-axial  instability  associ- 
ated with  odontoid  fracture  and  a familiarity 
with  newer  approaches  increases  the 
neurosurgeon's  treatment  options.  We  feel 
that  transarticular  screw  fixation  is  a useful 
procedure  for  atlanto-axial  instability  resulting 
from  odontoid  fracture  or  other  causes.  Simi- 
lar to  posterior  arch  fixation,  the  atlanto-axial 
joint  is  lost.  However,  the  greater  strength  of 
the  construct,  avoidance  of  sublaminar  wires 
and  utility  even  when  the  arch  of  Cl  is  absent 
or  fractured  makes  it  our  posterior  procedure 
of  choice.  The  anterior  approach  is  our  proce- 
dure of  choice  for  Type  II  odontoid  fractures 
in  patients  without  relative  or  absolute 
contraindications.  The  preservation  of  motion 
at  C1-2,  especially  in  the  younger  population, 
seems  well  worth  the  effort  associated  with 
this  approach. 
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ABSTRACT 

A rare  case  of  cervical  pregnancy  complicated  by  Clostridium  perfringens  septicemia  is  presented.  The 
relationship  of  sepsis  in  association  with  cervical  pregnancy  is  reviewed. 


INTRODUCTION: 

THE  incidence  of  cervical  preg- 
nancy is  approximately 
1 : 1 0,000  to  1 : 1 6,000  pregnan- 
cies. There  have  been  only  six  reported  cases  of 
histologically  proven  cervical  pregnancy  pre- 
senting with  fever  and  evidence  of  sepsis.  There 
are  no  reported  cases  in  the  literature  of  a 
cervical  pregnancy  associated  with  a Clostridium 
perfringens  sepsis  documented  by  positive  blood 
and  tissue  cultures.  Gabbe  et  al,  reported  two 
cases  of  cervical  pregnancies  presenting  as  sep- 
tic abortions  out  of  24,200  deliveries  (one  with 
culture-proven  Escherecia  coli  at  the  cervical  site 
only  and  a bacteroides  recovered  from  the  blood 
and  cervix  of  the  second  patient).1 

The  clostridial  species  can  be  recovered  from 
vaginal  and  cervical  cultures  from  1-27%  of 
healthy  patients.Clostridium  perfringens  has  been 
recovered  from  8-27%  of  cases  of  postabortal 
sepsis  and  1.5-4%  of  postpartum  sepsis  cases.2 
Four  percent  of  all  septic  pregnancies  are  associ- 
ated with  Clostridium  perfringens.3  Although  it  is 
not  uncommon  to  see  this  organism  associated 
with  Clostridium  perfringens.3  Although  it  is  not 
uncommon  to  see  this  organism  associated  with 
intrauterine,  septic  pregnancies.  Clostridium 
perfringens  has  never  been  reported  in  associ- 
ated with  an  extrauterine,  cervical  pregnancy. 
This  paper  reports  a case  of  cervical  pregnancy 
complicated  bv  Clostridium  perfringens  septice- 
mia. 

A 3 1 -year  old,  gravida  6,  para  5,  Native  Ameri- 
can female  presented  with  lower  abdominal  pain 
and  vaginal  spotting  for  approximately  a 1 2-hour 
period.  Ultrasonography  showed  a nonviable 
pregnancy  at  14  weeks'  gestation.  The  patient 
reported  intermittent  fevers  up  to  103°  F over 
one  or  two  days  prior  to  admission.  Urinary 
frequency  and  dysuria  were  also  reported  by  the 


patient.  The  patient's  temperature  on  initial  evalu- 
ation was  normal,  and  the  patient's  pelvic  exam 
revealed  a tender,  irregularly  shaped  uterus.  Uri- 
nalysis at  the  time  was  negative  for  bacteruria. 
The  patient  left  against  medical  advice  but  re- 
turned several  hours  later  febrile  ( 1 03°  F)  and  was 
admitted  to  the  hospital  for  termination  of  sus- 
pected septic,  uterine  pregnancy  accompanied 
with  fetal  demise.  Prostaglandin  E2  suppositories 
were  placed  at  four-hour  intervals,  temperature 
elevations  up  to  103°- 104°  F were  recorded 
within  the  first  hour  or  two  after  admission. 

Initial  laboratory  evaluation  revealed  a partial 
prothrombin  time  of  30.2,  a prothrombin  time  of 
1 3.8  a white  blood  cell  count  of  1 9,000,  hemo- 
globin 1 0.5,  hematocrit  30.2,  creatinine  0.7,  and 
alkaline  phosphatase  60.  Transaminases  were 
normal,  and  platelet  count  was  170,000.  The 
patient  was  placed  on  ampicillin  and  gentamicin 
through  the  course  of  the  induction.  The  patient 
delivered  a nonviable  infant,  with  intact  amniotic 
sac,  several  hours  after  prostaglandin  was  initi- 
ated. 

Because  of  excessive  vaginal  bleeding  shortly 
after  the  spontaneous  vaginal  delivery,  the  pa- 
tient underwent  curettage  under  general  anes- 
thesia. The  "lower  uterine  segment"  was  quite 
dilated  and  friable.  Fragmented  slices  of  tissue 
were  curetted  from  this  area.  The  uterine  cavity 
was  curetted  separately  and  was  noted  to  be 
small  and  somewhat  firm.  Over  an  ensuing  15- 
minute  period,  the  patient  lost  approximately 
2000  cc  of  blood  and  the  patient  subsequently 
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underwent  exploratory  laparotomy  revealing  a 
fragmented  lower  uterine  segment  with  a large 
hole  extending  to  the  bladder  peritoneal  reflection. 

An  emergency  hysterectomy  was  performed. 
The  vaginal  cuff  was  not  closed  to  minimize 
necrosis  and  to  help  raise  the  oxidation  reduction 
potential  at  the  vaginal  cuff  site.  Castration  was 
not  performed.  The  patient  was  oxygenated  with 
nasal  prong  0,  at  2 L/min  for  48  hours.  Fluid 
replacement  with  .5  normal  saline  accompanied 
by  20  mEq/L  potassium  chloride  was  maintained 
at  200-225  cc/hr  for  the  first  24  hours.  The 
patient  was  closely  monitored  for  hemolysis, 
jaundice,  hypotension,  oliguria,  electrolyte  sta- 
tus, renal  status,  and  coagulopathy.  The  vaginal 
cuff  site  was  closely  inspected  daily  for  necrosis. 
Debridement  of  necrotic  tissue  sites  was  per- 
formed when  necessary.  At  the  time  of  the 
hysterectomy,  close  inspection  of  the  cuff  site 
was  performed  to  assure  adequate  debridement 
of  any  residual  necrotic  tissue.  Fresh  frozen 
plasma  and  packed  red  blood  cells  were  admin- 
istered intraoperatively.  Clindamycin  was  added 
to  the  antibiotic  regimen.  Postoperative  labora- 
tory evaluation  revealed  a platelet  count  of  93,000, 
a partial  prothrombin  time  of  28,  a prothrombin 
time  of  13,  a white  blood  cell  count  of  15,000 
and  a hemoglobin  of  8.9.  Additional  fresh  frozen 
plasma  and  packed  red  blood  cells  were  admin- 
istered with  subsequentcorrection  ofthe  patient's 
coagulopathy.  Blood  cultures  and  intraamniotic 
cultures  were  positive  for  Clostridium  perfringens. 
The  pathology  of  the  uterus  and  the  cervix 
revealed  an  intra/cervical  implantation  site,  with 
an  inflammatory  infiltrate,  meeting  Rubin's  crite- 
ria. With  continuous  antibiotics,  she  improved 
dramatically,  and  she  was  discharged  home  on 
the  seventh  day. 

Discussion 

Why  is  sepsis  so  uncommon  in  cervical  preg- 
nancies? Is  there  a possibility  of  underreporting 
of  this  infection  associated  with  this  disease? 
Perhaps  the  site  of  implantation,  either  high  or 
low,  may  play  a role.  Considering  that  the  internal 
os  was  closed  completely  in  both  of  Gabbe's 
reported  cases,  this  suggests  that  a low  implanta- 
tion site  may  increase  the  risk  of  an  ascending 
infection  and  subsequent  sepsis.  Membrane  sepa- 
ration may  play  a role  as  well  in  predisposing  to 
ascending  infection.  The  nonviability  of  the  fetus 
predisposes  to  a greater  risk  of  infection  because 
necrosis  creates  a low  oxidation-reduction  po- 
tential and  increases  the  risk  of  anaerobic  infec- 
tion. The  rare  nature  of  anaerobic  infections 
reported  with  a cervical  pregnancy  suggests  a 


low  oxidation-reduction  potential  is  less  likely  to 
occur  in  the  cervical  area  relative  to  the  uterine 
cavity. 

Clostridium  perfringers  has  been  isolated  from 
the  vaginal  vault  and  it  has  been  implicated  in 
septic  abortions.  Mucosal  degeneration  of  ne- 
crotic debris  in  close  proximity  to  the  vagina 
allows  for  an  ascending  infection  to  occur.  Ad- 
equate debridement  of  necrotic  tissue  and  re- 
moval of  the  nidus  of  infection,  which  is  the 
source  of  the  exotoxin,  is  strongly  advocated  by 
several  authors.  Adequate  debridement  cannot 
be  accomplished  successfully  in  cervical  preg- 
nancies without  the  ability  to  remove  a significant 
portion  of  the  cervix.  The  clinical  problem  treat- 
ing a septic  cervical  pregnancy  is  further  com- 
pounded by  the  offending  organism  being 
Clostridium  perfringens.  The  risk  of  residual  ne- 
crotic tissue  left  behind  harboring  exotoxins  ca- 
pable of  fatal  systemic  effects  may  preclude 
consideration  of  conservative  management  with 
treatments  such  as  methotrexate  injection,  D&C, 
balloon  tamponade,  or  hypogastric  or  cervical 
branch  artery  ligation.  Immunosuppressant  che- 
motherapeutic agents  may  contribute  to  the 
complications  associated  with  sepsis.  If  a positive 
Gram  stain  reveals  gram-positive,  club-shaped 
rods  suggestive  of  clostridium,  the  clinician  should 
be  cognizant  of  the  need  for  aggressive  manage- 
ment accompanied  with  the  correct  choices  of 
antibiotics  effective  against  clostridial  species, 
such  as  penicillin,  cephalosporins,  clindamycin, 
chloramphenicol,  and  erythromycin.  A pelvic 
roentgenogram  may  be  useful  to  detect  for  gas 
formation. 

The  commonality  of  all  seven  septic  cases 
reported  is  the  marked  blood  loss  associated 
with  attempted  evacuations  in  these  cases.  Re- 
gardless of  the  organism  involved,  morbidity 
(presenting  as  vaginal  hemorrhage)  has  been 
high  (100%)  of  all  reported  cases  of  coexisting 
sepsis  or  infection.  Analysis  of  the  literature 
suggests  conservative  approaches  to  cervical 
pregnancy  should  be  reserved  for  cases  when 
infection  is  not  suspected. 
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Discussion 

Cervical  pregnancy  is  a rare  form  of  ectopic 
gestation  where  the  implantation  site  of  the 
ovum  is  below  the  internal  os  within  the  cervix. 
Classically,  as  pregnancy  progresses,  the  tropho- 
blast  erodes  into  the  substance  of  the  cervix  and 
eventually  bleeding,  often  without  pain,  is  the 
initial  presenting  clinical  sign. 

The  criteria  of  Rubin  and  coworkers  estab- 
lished the  specific  criteria  needed  to  document 
the  presence  of  cervical  pregnancy.  The  re- 
ported case  meets  these  criteria.  They  are  (1) 
cervical  glands  must  be  present  opposite  the 
placental  attachment,  (2)  attachment  of  the  pla- 


centa to  the  cervix  must  be  intimate,  (3)  the 
placenta  must  be  below  the  entrance  of  uterine 
vessels  or  below  the  peritoneal  reflection  on  the 
antero-posterior  uterine  surfaces,  and  (4)  fetal 
elements  must  not  be  present  in  the  uterine 
corpus. 

As  mentioned,  clostridial  infection  is  quite 
uncommon  with  intrauterine  sepsis.  Yet,  the  sepsis 
is  life-threatening  when  it  does  occur.  This  case 
described  a thoughtful  progression  of  diagnosis, 
intervention,  and  aggressive  therapy  that  resulted 
in  survival  from  a rare  and  previously  unreported 
form  of  septic  cervical  pregnancy. 

Joseph  C.  Scott,  Jr.,  M.D.,  Ed. 
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URETHRAL  strictures  are  a com- 
mon malady  affecting  males 
primarily.  Descriptions  of  urethral 

stricture  disease  can  be  traced  to  early  Hindu  and 
Egyptian  literature. 

For  descriptive  purposes  the  urethra  is  di- 
vided into  pendulous,  bulbous,  membranous, 
and  prostatic  portions.  (Figure  1)  The  pendu- 
lous and  bulbous  urethra  are  commonly  re- 
ferred to  as  the  anterior  urethra,  the  membra- 
nous and  prostatic  urethra  as  the  posterior 
urethra. 

Gonorrhea  used  to  be  the  most  common 
cause  of  urethral  strictures.  Postgonococcal 
strictures  were  typically  located  in  the  bulbous 
urethra  and  developed  over  intervals  (often  10 
to  20  years)  from  the  initial  infection.  The  chronic 
mucosal  and  spongiosal  changes  induced  by 
infection  resulted  in  impairment  of  urethral 
repair  mechanisms,  eventually  leading  to  stric- 
ture development.  With  effective  antibiotic  treat- 
ment  for  gonorrhea  the  incidence  of 
postgonococcal  strictures  has  decreased  and 
now  trauma  (iatrogenic  and  noniatrogenic)  is 
the  most  common  cause  of  anterior  urethral 
strictures.  Posterior  urethral  strictures  usually 
result  from  pelvic  trauma  or  complications  of 
surgery.' 

CLINICAL  PRESENTATION 

Patients  with  urethral  strictures  commonly 
present  with  a variety  of  urinary  symptoms 
indistinguishable  from  that  of  benign  prostatic 
hyperplasia.  A history  of  venereal  disease  (i.e. 
gonorrhea)  or  urethral  injury  may  be  present 
and  should  raise  the  suspicion  for  stricture 
disease.  Some  patients  with  strictures  may 
present  with  urinary  tract  infections  or  hematuria. 
In  patients  with  recurrent  epididymitis  urethral 
strictures  should  be  considered  as  a possible 
underlying  cause.  Reflux  of  urine  during  voiding 
as  a result  of  increased  pressure  proximal  to  the 
stricture  may  cause  recurrent  epididymitis. 

Another  common  presentation  is  difficulty  with 


catheterization.  When  resistance  to  catheter  pas- 
sage is  met  before  reaching  the  level  of  the 
external  sphincter  a urethral  stricture  should  be 
suspected.  If  an  indwelling  catheter  is  needed 
immediately  for  the  relief  of  urinary  retention  or 
for  other  reasons,  it  is  common  practice  to  dilate 
the  stricuture  with  filiform  and  followers  and  place 
a catheter  after  adequate  dilatation.  Alternatively, 
a suprapubic  catheter  may  be  placed.2 

Physical  examination  is  usually  not  helpful  in 
diagnosing  urethral  stricture.  However,  if  indura- 
tion can  be  palpated  along  the  urethra  in  a patient 
with  stricture,  extensive  spongiosal  fibrosis  is  likely 
present.  The  possibility  of  a urethral  carcinoma 
should  also  be  considered  in  such  situation.  Ure- 
thral malignancies  are  rare  but  if  misdiagnosed 
and  treated  as  urethral  strictures,  the  outcomes 
may  be  unfortunate.  Physical  examination  find- 
ings of  balanitis  xerotica  obliterans  in  patients  with 
distal  penile  urethral  stricture  suggests  that  the 
stricture  may  be  an  extension  of  the  sclerosing 
process  which  tends  to  result  in  dense  and  exten- 
sive fibrosis.  Strictures  with  extensive  spongiosal 
fibrosis  are  not  likely  to  respond  to  dilatation  or 
visual  internal  urethrotomy  treatments  and  early 
open  repair  should  be  considered. 

IMAGING  STUDIES 

Retrograde  urethrography  (RUG)  is  commonly 
used  for  the  evaluation  of  anterior  urethral  stric- 
tures.' If  the  stricture  is  tight,  the  proximal  extent 
will  be  poorly  defined  by  RUG.  To  delineate  the 
extent  of  stricture  in  such  cases  an  antegrade 
study,  using  voiding  cystourethrography  (VCUG), 
is  necessary.  VCUG  is  also  required  for  the  evalu- 
ation of  posterior  urethral  strictures.  With  the 
resistance  of  the  external  sphincter  to  retrograde 
contrast  instillation,  RUG  is  not  adequate  to  assess 
the  posterior  urethra.  Although  RUG  and  VCUG 
have  represented  the  gold  standard  evaluation  for 
urethral  strictures  for  decades,  their  shortcomings 
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FIGURE  I 

Anatomy  of  male  urethra.  A.  Pendulous  urethra.  B.  Bulbous  urethra. 
C.  Membranous  urethra.  D.  Prostatic  urethra. 


are  well  recognized.1  They  only  reveal  narrow- 
ing of  the  urethral  lumen  and  do  not  provide 
information  about  the  extent  of  scarring  be- 
neath the  urethral  surface. 

Use  of  sonography  to  evaluate  urethral  stric- 
tures was  first  reported  by  McAninch,  Gluck, 
and  Merkle  in  1988.36  We  have  adapted  and 
refined  the  technique  to  provide  a more  thor- 
ough evaluation  of  the  extent  of  urethra  stric- 
ture disease.7-8  In  our  experience,  it  is  important 
to  select  ultrasound  equipment  with  features 
suitable  for  urethral  study.  Over  the  past  several 
years  we  have  used  several  different  types  of 
ultrasound  equipment  to  study  the  urethra. 
Although  the  early  investigators  used  a 5 MHZ 
linear  array  transducer,  we  found  it  desirable  to 
use  a high  frequency,  broad  band  width  ultra- 
sound to  provide  better  imaging  for  urethra. 
High  frequency  ultrasound  provided  better  su- 
perficial resolution  while  the  broad  band  width 
allowed  penetration  into  deeper  tissues  via  the 
lower  frequency  components.  Since  most  of 
the  anterior  urethra  is  located  superficially,  high 
frequency  ultrasound  provided  better  imaging. 
We  also  found  the  feature  of  continuous  auto- 
matic depth  focus  adjustment  to  be  important. 
To  satisfactorily  evaluate  the  urethra,  a focal 
length  of  2 to  3 cm  from  the  scanning  surface  is 
optimal. 

We  currently  use  the  ATL  Ultramark  9-HDI 
with  a LI  0-5  linear  array  transducer  (Advanced 


Technology  Laboratory)  to  perform  urethral 
sonography.  We  place  a small  (8  or  1 0 Fr)  Foley 
catheter  into  the  distal  pendulous  urethra,  in- 
flate the  balloon  with  2-3  ml  of  sterile  water  to 
occlude  the  urethral  lumen  and  secure  the 
catheter  in  position.  We  use  manual  injection  of 
saline  through  the  Foley  catheter  to  distend  the 
urethral  lumen  for  ultrasound  examination.  For 
the  pendulous  and  the  distal  portion  of  the 
bulbous  urethra,  we  place  a 10  MHZ  trans- 
ducer on  the  ventral  surface  of  penis  overlying 
the  urethra.  To  image  the  proximal  bulbous 
urethra,  we  place  the  transducer  perineally.  We 
adjust  the  depth  of  focus  for  individual  patients 
and  for  various  levels  of  the  urethra.  Using 
variable  irrigation  pressures,  the  distensibility  of 
the  involved  urethral  segment  can  be  assessed 
under  real  time  imaging  to  help  determine  the 
presence  of  stricture.  For  evaluating  the  corpus 
spongiosum,  we  find  it  better  to  keep  only  a 
minimum  amount  of  irrigating  fluid  in  the  ure- 
thral lumen  during  imaging  to  avoid  stretching 
the  corpus  spongiosum  and  creating  an  en- 
hancement artifact  that  may  impede  the  imag- 
ing of  the  opposite  side  of  the  spongiosal  tissue. 

The  urethral  lumen,  when  filled  with  irrigating 
fluid,  is  echo-free.  The  corpus  spongiosum  is 
identified  as  a hypoechoic  structure  next  to  the 
urethral  lumen.  Spongiosal  tissue  involvement 
usually  shows  increased  echogenicity  and  an 
irregular  appearance  compared  to  the  adjacent 
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normal  spongy  tissue.  (Figure  2)  Spongiosal 
tissue  abnormalities  can  sometimes  be  better 
demonstrated  as  areas,  that  with  manual  ma- 
nipulation of  the  corpus  spongiosum,  lack  blood 
flow  on  color  doppler  imaging.  We  also  use 
color  doppler  imaging  to  locate  the  urethral 
arteries  at  the  segment  of  stricture.  We  have 
noted  that  the  location  of  the  urethral  arteries 
varies  between  patients.  This  information  may 
be  useful  at  the  time  of  visual  internal 
urethrotomy  to  guide  the  incision  awayfrom  the 
arteries  and  thus  avoid  excessive  bleeding. 

We  classify  the  extent  of  spongy  tissue  in- 
volvement as  minimal,  moderate,  and  exten- 
sive. Minimal  spongy  tissue  involvement  dem- 
onstrated either  no  identifiable  spongy  tissue 
involvement  or  minimal  abnormal  echogenicity. 
Moderate  spongy  tissue  involvement  showed 
significant  areas  of  abnormal  tissue  remaining  in 
the  periphery.  Extensive  spongiosal  tissue  in- 
volvement usually  showed  full  thickness  in- 
volvement of  the  corpus  spongiosum  with  or 
without  periurethral  extension.  As  in  other  areas 
of  ultrasound  evaluation,  urethral  sonography  is 
operator  dependent  and  the  clinical  stratifica- 
tion is  somewhat  subjective. 


Based  on  the  clinical  data  of  sonographic 
findings  of  spongiosal  involvement  and  the 
length  of  the  urethral  stricture,  we  categorized 
urethral  strictures  as  follows  (Figure  3): 

I.  Short  stricture  (<2.5  cm  diseased  urethra) 
with  minimal  spongiosal  tissue  involvement. 

II.  Short  stricture  with  moderate  spongiosal 
tissue  involvement. 

III.  Short  stricture  with  extensive  spongiosal 
tissue  involvement. 

IV.  Long  (>  2.5  cm  diseased  urethra)  or 
multiple  strictures  with  moderate  spongiosal 
tissue  involvement. 

V.  Long  or  multiple  strictues  with  extensive 
spongiosal  tissue  involvement. 

We  have  not  found  any  patient  with  a long 
stricture  associated  with  minimal  fibrosis. 

We  reviewed  41  urethral  sonographic  stud- 
ies performed  in  35  patients.8  RUG  was  also 
performed  in  these  patients.  The  ages  of  pa- 
tients ranged  from  18  to  88  years.  The 
sonographic  evaluation  was  inadequate  to  de- 
termine the  extent  of  spongiosal  tissue  involve- 
ment in  8 patients.  Among  27  patients  with 
urethral  and  spongiosal  tissue  involvement  ad- 


FIGURE  2 

Urethral  sonography.  Spongiosal  tissue  involvement  as  shown  in  high  resolution  urethra 
sonography.  The  inner  layer  of  spongiosal  tissue  at  the  stricture  segment  (mark  3)  shows 
an  increased  echogenicity  as  compared  to  spongiosal  tissue  at  the  outer  layer.  (From: 
Chiou  et  al.  Urology  47:102-107,  with  permission) 
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FIGURE  3: 

Clinical  classification  of  urethral  stricture.  (From:  Chiou 
et  al.  Urology  47:102-107,  1996;  with  permission) 

equately  evaluated,  one  patient  showed  no 
urethral  stricture,  another  patient  had  a 
urethrocutaneous  fistual  without  stricture.  For 
the  remaining  25  patients,  four  had  class  I,  nine 
class  II,  two  class  III,  four  class  IV,  and  six  class 
V urethral  strictures.  Periurethral  reaction  was 
noted  on  sonography  in  all  6 patients  who  had 
undergone  prior  open  urethroplasty.  In  addi- 
tion to  the  delineation  of  the  strictures  and 
spongiosal  fibrosis,  we  found  that  urethral 
sonography  was  also  useful  to  evaluate  associ- 
ated abnormalities  such  as  false  passages, 
periurethral  abscesses,  and  urethro-cutaneous 
fistulae. 

In  our  experience  surgical  and  pathological 
findings  appear  to  be  consistent  with  the 
sonographic  findings.  In  patients  who  under- 
went open  urethroplasty  after  evaluation,  no- 
ticeable scarring  of  the  urethral  and  spongiosal 
tissue  was  noted  at  the  time  of  surgery  in  all  9 
cases.  In  8 urethral  biopsy  specimens,  pathol- 
ogy confirmed  the  presence  of  fibrosis.  In  pa- 
tients who  underwent  visual  internal 
urethrotomy,  we  noted  that  the  extent  of 
spongiosal  tissue  involvement  was  generally  in 
agreement  with  our  pre-operative  sonography 
assessment. 

Sonography  provides  real  time  evaluation  of 
the  length  and  caliber  of  the  stricture  and  can 


evaluate  dynamically  the  distensibility  of  a nar- 
rowed area  and  decrease  false  diagnoses. 
Sonography  can  also  assess  the  extent  of  dis- 
ease underneath  the  urethral  surface  which  is 
not  possible  with  retrograde  urethrography. 
Color  doppler  ultrasound  is  unique  in  its  capac- 
ity to  assess  the  location  of  the  urethral  arteries. 
Our  experience  suggests  that  urethral 
sonography  is  a simple,  non-invasive,  and  supe- 
rior to  RUG  for  the  evaluation  of  anterior  ure- 
thral stricture. 

Finally  urethral  sonography  avoids  radiation 
exposure  to  the  genital  area.  This  may  be  par- 
ticularly important  for  patients  of  reproductive 
age  as  radiation  exposure  to  testis  can  be  poten- 
tially harmful  to  spermatogenesis.  The  radiation 
exposure  of  repeated  RUGs  and  VCUGs  has 
not  been  shown  to  be  safe  in  this  regard. 

CONCLUSION 

Urethra  stricture  is  a common  disorder  that 
can  present  with  a variety  of  urinary  symptoms. 
Using  modern  ultrasound  equipment  and  im- 
proved technique,  urethra  sonography  has  be- 
come our  preferred  imaging  methods  for  ante- 
rior urethral  stricture.  Unlike  retrograde 
urethrogram,  urethral  sonography  has  the  ca- 
pacity of  evaluating  not  only  the  degree  of 
urethral  lumen  narrowing  but  also  the  extent  of 
spongiosal  abnormality.  With  these  informa- 
tion, we  can  tailor  the  treatment  selection  to  the 
extent  of  disease.  Color  doppler  assessment  of 
urethral  arteries  can  also  help  the  planning  of 
visual  internal  urethrotomy  to  avoid  arterial 
injury  and  bleeding. 

Table  1.  Clinical  presentation  of 
urethral  stricture  disease. 

Urinary  symptoms 
weak  urinary  stream 
frequency 
dysuria 
urgency 
dribbling 
intermittency 
strain  to  urinate 
discomfort  on  ejaculation 

Hematuria 

Difficulty  catheterization 

Urinary  tract  infection 
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Table  2.  Advantages  fo  urethra  sonography. 

Avoids  radiation  exposure  to  testes 

Has  equal  or  higher  accuracy  in  diagnosing 
anterior  urethra  stricture  than  RUG 

Has  capacity  in  assessing  the  extent  of  dis- 
ease underneath  the  urethra  surface 

Color  doppler  imaging  can  assess  the  loca- 
tion of  urethra  arteries  and  the  spongiosal 
blood  flow 
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Dilatation  is  the  oldest  form  of 
urethral  stricture  treatment. 
Subsequently  instruments, 
such  as  the  Otis  urethrotome,  were  developed 
to  incise  the  stricture  in  a blind  manner.  In  1914 
Hamilton  Russels  described  the  first  open 
urethroplasty.  He  excised  the  stricture  and  re- 
paired it  with  a one-sided  urethral  strip  on  the 
dorsal  aspect.  In  the  years  since  Russells's  re- 
port, a large  variety  of  open  urethroplasty  tech- 
niques have  been  described.  In  1972  Sachse 
described  the  directvision  internal  urethrotomy. 
With  its  simplicity  and  safety,  it  has  since  be- 
come the  most  commonly  used  treatment  for 
urethral  stricture.1  In  treating  urethral  strictures, 
we  need  to  keep  the  basic  urethral  healing 
mechanism  in  mind  to  achieve  desirable  result. 
The  success  of  dilatation  and  internal 
urethrotomy  depends  on  whether  reepithe- 
lialization  over  the  denuded  urethral  lumen 
occurs  before  fibrosis  will  cause  restricture.  To 
achieve  a successful  outcome,  what  counts  is 
not  merely  how  wide  the  stricture  is  opened  but 
what  happens  after  the  urethra  completes  the 
healing  process.  With  the  location  and  accessi- 
bility by  open  surgery,  anterior  (pendulous  and 
bulbous)  urethra  and  posterior  (membranous 
and  prostatic)  urethra  require  different  consid- 
erations. 

SELECTION  OF  TREATMENT  FOR 
ANTERIOR  URETHRAL  STRICTURES 

The  role  of  dilatation  as  a definitive  treat- 
ment for  urethral  stricture  is  limited.  Dilatation 
is  likely  to  result  in  cure  only  for  strictures  with 
no  preexisting  spongiosal  fibrosis.  Dilatation 
merely  stretches  a densely  fibrotic  urethra  and 
it  is  not  likely  to  have  a long-lasting  effect. 
Currently,  the  majority  of  patients  with  anterior 
urethral  strictures  are  treated  with  visual 
(endoscopic)  internal  urethrotomy  (VIU).  Since 
endoscopic  urethrotomy  is  simple  and  safe, 
many  recommended  reserving  open  urethro- 
plasty for  cases  either  unsuitable  for  urethrotomy 
or  those  that  have  failed  three  or  four  attempts 
at  internal  urethrotomy.  However,  recent  re- 


ports suggest  that  endoscopic  urethrotomy,  in 
varied  patient  populations,  has  a stricture  recur- 
rence rate  of  20%  to  80%.14  McAninch  re- 
ported that  actuarial  success  rate  of  VIU  at  30 
month  or  longer  was  only  20%.4  The  risk  factors 
for  urethrotomy  failure  are  poorly  defined  but 
the  extent  of  spongiosal  tissue  involvement  is 
likely  an  important  factor.  If  VIU  only  incises  the 
superficial  layer  of  a long  densely  fibrotic  ure- 
thra, it  is  not  likely  to  resolve  the  problem. 
Merkle  et  al  noted  that  urethral  strictures  with 
significant  fibrosis,  identified  by  urethral 
sonography,  have  a high  incidence  of  recur- 
rence after  endoscopic  urethrotomy.  He  re- 
ported that  sonography  had  a 93%  accuracy  in 
predicting  stricture  recurrence  within  6 months 
after  endoscopic  treatment.5  Many  patients 
expect  their  surgery,  no  matter  how  simple  it  is, 
to  be  curative.  They  can  understandably  be 
quite  disappointed  to  have  undergone  a sur- 
gery, only  to  find  out  that  a few  month  later  they 
have  the  same  problem  again. 

With  the  frustration  of  having  a high  recur- 
rence rate  after  endoscopic  urethrotomy,  at- 
tempts have  been  made  to  utilize  long  term 
clean  intermittent  catheterization/dilatation 
after  endoscopic  urethrotomy  to  prevent 
restricture.  Although  the  initial  reports  were 
encouraging,  prospective  randomized  studies 
have  failed  to  show  any  decrease  of  recurrence 
rates.  Bodker  et  al  prospectively  compared 
endoscopic  urethrotomy  with  clean  intermit- 
tent catheterization  in  28  patients  with 
endoscopic  urethrotomy  alone  in  33  patients. 
Strictures  recurred  in  78%  of  patients  managed 
with  adjunctive  intermittent  catheterization  and 
in  82%  of  patients  treated  with  urethrotomy 
alone.6  Furthermore,  long  term  intermittent 
catheterization  may  actually  cause  an  exag- 
geration of  the  extent  of  urethral  stricture  dis- 
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Ph  D.  Section  of  Urologic  Surgery,  University  of  Nebraska  Medi- 
cal Center,  600  South  42nd  St.  Omaha,  NE  68198-2360. 
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ease.  We  have  observed  patients  who  initially 
had  short  strictures  but  developed  extensive 
stricture  after  repeated  visual  internal 
urethrotomy  and  long-term  self  intermittent 
catheterization. 

Reports  have  also  suggested  that  repeated 
internal  urethrotomies  may  lessen  the  effective- 
ness of  subsequent  open  urethroplasty.  In  an 
analysis  of  factors  contributing  to  the  success  or 
failure  of  1 -stage  urethroplasties,  Roehrborn  and 
McConnell  concluded  that  prior  treatment  had  3 
profound  adverse  impact  on  the  outcome  of 
open  urethroplasty.  The  failure  rate  of  open 
urethroplasty  in  patients  who  had  had  prior 
therapeutic  procedures  was  2 times  higher  than 
those  who  have  no  prior  procedures.7  In  another 
study  Rosette  reported  that  up  to  73%  of  patients 
who  received  frequent  urethral  dilatations  failed 
subsequent  open  urethroplasty.  It  is  likely  that 
urethral  dilatation  and  urethrotomy  contribute 
the  length  of  stricture  and  depth  of  spongy  tissue 
fibrosis.  By  comparison  open  surgical  repair  of  an 
anterior  urethral  stricture  is  simple  and  highly 
effective  in  previously  untreated  patients.  Thus 
selection  of  treatment  modality  based  on  the 
extent  of  urethral  stricture  disease  is  a more 
rational  approach  to  the  management  of  these 
patients. 

We  currently  use  the  urethral  sonographic 
findings,  clinical  history,  and  etiology  of  stricture 


to  select  the  most  appropriate  treatment.  In 
general,  we  treat  patients  with  short  strictures 
and  minimal  to  moderate  fibrosis  with  an  initial 
visual  internal  urethrotomy.  Patients  with  recur- 
rent strictures  which  show  more  severe  spongiosal 
fibrosis  or  long  strictures  likely  to  fail  endoscopic 
urethrotomy  are  felt  to  be  candidates  for  open 
surgical  repair.  (Figure  1)  In  performing 
endoscopic  urethrotomies,  we  use  the  informa- 
tion on  spongiosal  fibrosis  and  urethral  artery 
location  provided  by  color  doppler  ultrasound  to 
decide  the  site  and  depth  of  incision.  Incisions  are 
made  away  from  urethral  arteries  to  avoid  exces- 
sive bleeding. 

For  open  surgical  repair  of  anterior  urethral 
strictures,  we  commonly  use  a full  thickness  skin 
graft  urethroplasty  or  a vascularized  flap 
urethroplasty.8  Excision  of  the  urethral  segment 
with  an  end  to  end  anastomosis  achieves  the 
most  reliable  result  but  is  only  suitable  for  pa- 
tients with  short  strictures  with  the  length  of 
diseased  urethra  less  than  2 cm. 

SELECTION  OF  TREATMENT  FOR 
POSTERIOR  URETHRAL  STRICTURES 

The  management  of  severe  posterior  urethral 
strictures  remains  challenging  and  controversial. 
Avulsion  of  the  posterior  urethra  is  most  com- 
monly caused  by  trauma  associated  with  pelvic 
fractures.  Complete  avulsion  is  usually  initially 


Anterior  Urethral  Stricture 


I 


- Patch  graft  urethroplasty 

- Vascularized  flap  urethroplasty 

- Two  stage  urethroplasty 

FIGURE  1 

Treatment  selection  for  anterior  urethral  stricture.  Clinical  classification  of 
urethral  strictures:  I.  Short  stricture  (<2.5  cm  diseased  urethra)  with 
minimal  spongiosal  tissue  involvement.  II.  Short  stricture  with  moderate 
spongiosal  tissue  involvement.  III.  Short  stricture  with  extensive  spongiosal 
tissue  involvement.  IV.  Long  (>  2.5  cm  diseased  urethra)  or  multiple 
strictures  with  moderate  spongiosal  tissue  involvement.  V.  Long  or 
multiple  strictures  with  extensive  spongiosal  tissue  involvement. 


288  Nebraska  Medical  Journal  August  1996 


managed  with  suprapubic  tube  placement.  They 
may  result  in  severe  stricture  formation  or  oblit- 
eration of  the  urethra.  Traditionally,  this  has 
been  repaired  with  open  surgery  using 
transpubic,  transperineal,  or  combined  abdomi- 
nal and  perineal  approach.8  However,  a num- 
ber of  investigators  have  reported  success  us- 
ing endourological  techniques  to  treat  patients 
with  posterior  urethral  stricture  disease.  912 

These  investigators  have  used  a variety  of 
techniques  to  reestablish  the  continuity  of  an 
obliterated  urethra  including  antegrade  inci- 
sion, retrograde  incision,  and  blind  puncture 
techniques.  We  initially  used  the  transurethral 
incision  technique,  however,  we  currently  pre- 
fer to  use  a transperineal-transurethral  puncture 
technique  to  reestablish  the  continuity  of  the 
disrupted  urethra.12  The  reconnected  channel 
is  dilated  and  a Foley  catheter  is  left  indwelling 
for  4 weeks.  We  follow  these  patients  closely 
for  the  initial  4 to  6 months  post-operation. 
Follow  up  visual  internal  urethrotomies  are 
performed  when  mild  narrowing  is  detected.  In 
patients  with  distortion  or  significant  irregular- 
ity in  the  reconnected  channel,  transurethral 
resection  of  scar  tissue  may  be  performed  using 
a pediatric  resectoscope. 

After  endourological  treatment,  the  recon- 
nected channel  initially  has  no  urothelium.  The 
long  term  patency  of  the  reconnected  channel 
is  dependent  on  the  generation  of  urothelium 
from  both  ends  of  the  disrupted  urethra  to 
cover  the  raw  surface.  If  the  gap  is  too  long,  a 
stricture  is  likely  to  recur.  Some  investigators 
have  reported  the  need  for  long-term  periodic 
dilatations.  In  a large  series  of  79  patients 
treated  with  visual  internal  urethrotomy  alone, 
El-Abd  reported  a failure  rate  of  42%." 

We  have  used  endourological  technique  to 
reconnect  an  obliterated  posterior  urethra  in  1 1 
patients.  In  all  cases  this  was  successful  in 
reestablishing  continuity  of  posterior  urethra  or 
bladder  neck.  We  closely  monitored  these  pa- 
tients for  the  initial  4 to  6 months  after  the 
procedure.  Most  patients  required  2 to  3 follow 
up  visual  internal  urethrotomies  before  the 
channel  became  stabilized.  In  patients  with 
more  extensive  disruption,  we  have  performed 
an  endourethroplasty.  This  repair  employs  an 
endourological  tissue  grafting  technique.  With 
this  approach,  most  patients  have  remained 
stricture  free  after  the  treatment.  The  follow  up 
has  been  as  long  as  12  years  and  to  date  no 
patient  has  required  open  surgical  repair. 


In  addition  to  4 patients  with  posterior  ure- 
thral strictures,  we  have  also  used 
endourethroplasty  to  treat  3 patients  with  se- 
vere anastomotic  stricture  after  radical 
prostatectomy.  Vesicourethral  anastomotic  stric- 
ture occurs  in  0.8  to  20%  of  patients  after 
radical  prostatectomy.  Dilation  is  usually  used 
as  the  initial  treatment.  In  a series  of  45  patients, 
Ramchandani  reported  up  to  40%  of  patients 
did  not  respond  to  dilatation.  Severe  recurrent 
strictures  that  do  not  respond  to  dilatation  are 
difficult  to  manage.  They  noted  that  strictures 
that  did  not  respond  to  dilation  were  also 
difficult  to  treat  with  transurethral  incision.  Fur- 
thermore, transurethral  incision  resulted  in  uri- 
nary incontinence  in  some  patients. 

All  7 cases  treated  with  endourethroplasty 
are  doing  well  with  3 to  42  months  follow  up. 
Two  patients  had  short  strictures  at  the  edges  of 
the  endourethroplasty  which  responded  to  di- 
lation or  visual  internal  urethrotomy.  Three 
patients  require  subsequent  artificial  sphincter 
placement  to  treat  incontinence  related  to  the 
initial  trauma.  Unlike  open  surgery, 
endourological  treatment  does  not  require  ex- 
ternal dissection  of  the  anterior  urethra,  thus 
the  aritifical  sphincters  are  easily  placed. 

Endourological  treatment  has  several  advan- 
tages compared  to  open  surgery.  It  is  less 
invasive  than  open  surgical  repair  and  does  not 
require  extensive  dissection  in  areas  embed- 
ded in  scar  tissue.  The  reported  average  blood 
loss  of  transpubic  urethroplasty  ranges  from 
500  ml  to  31 50  ml.9-13  By  contrast,  few  patients 
treated  endourologically  have  had  significant 
bleeding.  Patients  undergoing  open  surgical 
repair  also  have  longer  hospital  stays  and  longer 
recovery  times.  An  average  hospital  stay  of  22.8 
to  28.2  days  was  reported  for  patients  undergo- 
ing transpubic  urethroplasty.9,13  In  addition, 
endourological  treatment  offers  the  advantage 
of  earlier  intervention.  Traditionally,  open  surgi- 
cal repair  has  required  a waiting  period  of  about 
6 months.  Endourological  treatment  which  does 
not  require  dissection  of  the  urethra  from  sur- 
rounding scar  tissue  may  be  carried  out  as  early 
as  one  month  after  the  injury.9  Early  interven- 
tion may  reduce  the  anxiety  of  patients,  avoid 
the  discomfort  of  carrying  a suprapubic  tube  for 
6 months,  and  prevent  dense  scar  formation. 
Our  current  treatment  algorithm  for  posterior 
urethral  stricture  is  depicted  in  (Figure  2). 

INVESTIGATIONAL  TREATMENTS 

Urethral  stents  have  been  investigated  for 
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treatment  of  recurrent  or  difficult  urethral  stric- 
tures. The  UroLume  stent  is  a mesh  made  of  an 
implant  grade  superalloy  with  an  unconstrained 
diameter  of  42  French  (14  mm)  (American 
Medical  System  Inc.  Minnetonka,  Minnesota). 
(Figure  3)  It  appears  to  be  effective  in  treating 
recurrent  anterior  urethral  strictures.  Postvoid 
dribbling  and  pain  on  erection  may  develop 
after  stent  placement.  Urethral  tissue  reaction 
with  hyperplasia  may  occur  which  may  require 


transurethral  surgery.15  Another  concern  of  us- 
ing stents  for  urethral  strictures  is  that  in  case  of 
stent  treatment  failure,  the  reaction  created  by 
the  stent  may  increase  the  difficulty  and  de- 
crease the  efficacy  of  surgical  repair. 

Lasers  have  been  investigated  for  the  treat- 
ment of  urethral  stricture.  However,  to  date 
clinical  studies  have  not  shown  any  advantage 
over  traditional  treatment  methods. 
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FIGURE  2 

Treatment  selection  for  posterior  urethral  stricture. 


FIGURE  3 

UroLume  urethral  stent. 

(Courtesy  of  American  Medical  System  Inc.  Minnetonka,  Minnesota) 


290  Nebraska  Medical  Journal  August  1996 


CONCLUSION 

With  information  provided  by  improved  im- 
aging, we  are  now  able  to  tailor  the  treatment 
selection  to  the  extent  of  stricture  disease. 
Patients  with  severe  spongiosal  fibrosis  have  a 
high  risk  of  failure  if  treated  with  endoscopic 
urethrotomy.  The  anterior  urethra  is  easy  to 
access  by  open  surgery,  a realistic  discussion  of 
endoscopic  urethrotomy  success  rates  and  the 
option  of  open  urethroplasty  should  be  ex- 
plained to  these  patients. 

The  open  surgical  access  to  a posterior  ure- 
thral stricture  is  difficult  and  the  repair  is  associ* 
ated  with  long  hospital  stays,  prolonged  recov- 
ery time,  and  high  risk  of  morbidity. 
Endourological  treatment  is  an  effective  alter- 
native treatment  which  is  less  invasive  and  less 
morbid  than  open  surgery.  We  believe  that 
endourological  treatment  should  be  offered 
before  subjecting  patients  to  extensive  open 
surgical  repair.  Furthermore,  we  find 
endourethroplasty  helpful  in  treating  patients 
with  severe  posterior  urethral  disruption  who 
are  likely  to  fail  urethrotomy  alone. 
Endourethroplasty  also  appears  promising  for 
the  treatment  of  recurrent  anastomotic  stric- 
ture after  radical  prostatectomy. 
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TABLE  1 

Follow  up  after  endourological  reconnection 
for  obliteration 


Length  of  follow  up 

(years) 

stricture  free 

(years) 

RA 

5 

4.7 

JR 

6.6 

5.75 

JB 

5.4 

5.25 

PB 

12.6 

12.1 

LN** 

0.5 

— 

GM* 

2.25 

2.1 

MT 

9.5 

9.0 

THE 

1.0 

0.5 

DL 

1.5 

• 1.1 

JK* 

3.5 

3.5 

AP 

3.3 

2.1 

Reconnection  followed  with  endourethroplasty 
die  of  unrelated  cause 

TABLE  2 

Follow  up  after  Endourethroplasty 

Length  of  follow  up 
(years) 

stricture  free 
(years) 

GM 

2.1 

2.1 

JK 

3.5 

3.5 

DG 

1.3 

1.3 

WC 

1.5 

1.1 

JS 

1.8 

1.8 

CK 

0.6 

0.9 

TM 

0.3 

0.3 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1 900  First  Bank  Building 
Lincoln,  NE  68508 


1.  At  my  death,  how  can  I optimize  my 
charitable  giving  in  relation  to  my 
retirement  plan  accounts  and  other 
assets? 

Clients  with  significant  charitable  inten- 
tions should  use  a dispositive  scheme  which 
not  only  fully  satisfies  their  eleemosynary 
goals,  but  also  maximizes  the  tax  benefits  of 
charitable  donations.  Charitable  gifts,  prop- 
erly structured,  can  generate  significant  in- 
come and  transfer  tax  savings. 

We  typically  use  a simple  algorithm  to 
incorporate  charitable  gifts  into  a client's 
estate  plan.  The  first  step  ascertains  the 
donor's  financial  commitment,  expressed  as 
a specific  dollar  figure  or  as  a fixed  percent- 
age of  the  estate.  (Frequently  the  answer  is 
some  combination  of  the  above  such  as  "$X 
but  not  more  than  X%)  or  less  than  Y%)  of 
the  total  net  estate".)  Once  we  establish  the 
amount  of  the  charitable  donation,  various 
asset  and  dispositive  options  are  identified 
which  produce  a charitable  deduction  in  the 
most  tax-efficient  wav. 

Unlike  most  other  estate  assets,  retire- 
ment plan  accounts  consist  of  primarily  "pre- 
income tax"  dollars.  This  untaxed  income 
becomes  taxable  as  income  to  a 
noncharitable  beneficiary  (specifically,  as 
income  in  respect  of  a decedent  "IRD")  fol- 
lowing the  client's  death.  But,  if  a charity  is 
named  as  the  beneficiary  of  the  retirement 
funds,  the  IRD  is  not  taxed  as  income  be- 
cause the  charity  is  a tax-exempt  entity. 

Therefore,  proper  beneficiary  designa- 
tions and  use  of  tax-preferred  retirement 
plan  assets  effectively  provide  both  an  in- 
come and  an  estate  tax  benefit  from  the 
charitable  donation.  Ultimately,  the  same 
percentage  of  your  total  estate  can  pass  to 
charities  by  using  appropriate  formulas  in 
your  will  and  trust,  but  in  a manner  which 
maximizes  the  amount  of  remaining  assets 
for  the  family  and  minimizes  tax  collections 
by  Uncle  Sam  and  others. 


In  summary,  the  idea  is  first  to  determine 
the  specific  charitable  goals  and  then,  and 
only  then,  create  an  overall  estate  plan  to 
satisfy  that  intent  through  the  most  tax-effi- 
cient means  possible. 

2.  What  standards  exist  for  confidentiality 
of  computerized  medical  records? 

The  American  Medical  Association  has 
stated 

The  utmost  effort  and  care  must 
be  taken  to  protect  the  confidential- 
ity of  all  medical  records.  This  ethical 
principle  applies  to  computerized 
medical  records  as  it  applies  to  any 
other  medical  records. 

The  confidentiality  of  physician- 
patient  communications  is  desirable 
to  assure  free  and  open  disclosure  by 
the  patient  to  the  physician  of  all 
information  needed  to  establish  a 
proper  diagnosis  and  attain  the  most 
desirable  clinical  outcome  possible. 
Protecting  the  confidentiality  of  the 
personal  and  medical  information  in 
such  medical  records  is  also  neces- 
sary to  prevent  humiliation,  embar- 
rassment, or  discomfort  of  patients. 

At  the  same  time,  patients  may  have 
legitimate  desires  to  have  medical 
information  concerning  their  care  and 
treatment  forwarded  to  others. 

Both  the  protection  of  confidenti- 
ality and  the  appropriate  release  of 
information  in  records  is  the  rightful 
expectation  of  the  patient.  A physi- 
cian should  respect  the  patient's  ex- 
pectations of  confidentiality  concern- 
ing medical  records  that  involve  the 
patient's  care  and  treatment,  but  the 
physician  should  also  respect  the 
patient's  authorization  to  provide 
information  from  the  medical  record 
to  those  whom  the  patient  autho- 
rizes to  inspect  all  or  part  of  it  for 
legitimate  purposes. 
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Computer  technology  permits  the 
accumulation,  storage,  and  analysis 
of  an  unlimited  quantum  of  medical 
information.  The  possibility  of  access 
to  information  is  greater  with  a com- 
puterized data  system  than  with  in- 
formation stored  in  the  traditional 
written  form  in  a physician's  office. 
Accordingly,  the  guidelines  below  are 
offered  to  assist  physicians  and  com- 
puter service  organizations  in  main- 
taining the  confidentiality  of  infor- 
mation in  medical  records  when  that 
information  is  stored  in  computer- 
ized data  bases.  It  should  be  recog- 
nized that  specific  procedures 
adapted  from  application  of  these 
concepts  may  vary  depending  upon 
the  nature  of  the  organization  pro- 
cessing the  data  as  well  as  the  appro- 
priate and  authorized  use  of  the 
stored  data. 

The  AMA  then  sets  forth  specific  guide- 
lines that  should  be  followed  and  those  guide- 


lines can  be  found  in  Paragraph  5.07  Code 
of  Medical  Ethics,  Current  Opinions.  Coun- 
cil on  Ethical  and  Judicial  Affairs,  AMA. 

★ ★ ★ 

To  inquire  about  other  estate  planning  issues, 
contact  your  estate  planning  advisor,  or  to  receive 
our  planning  manual  entitled,  "Multigenerational, 
Charitable  and  Retirement  Planning  (Using  Wealth 
to  Make  a Difference)",  please  call  our  estate  plan- 
ning hotline  1-800-822-2117,  or  write  to:  Cline,  Wil- 
liams, Wright,  Johnson  & Oldfather,  Attention  Daniel 
R.  Stogsdill,  1900  First  Bank  Building,  Lincoln,  Ne- 
braska 68508. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  Daniel  R Stogsdill  of  the  Cline 
Williams  Law  Firm.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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STEVEN  C.  BAKER,  M.D. 

Dr.  Baker  was  born  in  Long  Beach,  California  in 
1960  and  attended  the  University  of  California  - 
Irvine.  Dr.  Baker  was  a 1986  graduate  of  the 
University  of  California  - San  Diego  School  of 
Medicine  and  took  his  residency  at  the  University 
of  Nebraska  College  of  Medicine.  Doctor  Baker  is 
a pathologist  in  North  Platte  and  his  address  is  P.O. 
Box  1 289,  North  Platte,  NE  69103-1  289. 

JOHN  P.  BEAUVAIS,  M.D. 

Dr.  Beauvais  was  born  in  Chicago  in  1 960  and 
attended  Creighton  University.  Dr.  Beauvais  was 
a 1 986  graduate  of  Creighton  University  School  of 
Medicine  and  took  an  internship  in  internal  medi- 
cine/pediatrics and  residencies  in  internal  medi- 
cine and  radiology  at  Creighton  University.  Dr. 
Beauvais  is  a radiologist  in  Columbus  and  his 
office  address  is  Columbus  Community  Hospital, 
Columbus,  NE  68601. 

LARRY  E.  BRAGG,  M.D. 

Dr.  Bragg  was  born  in  Kearney  in  1956  and 
attended  Kearney  State  College.  Dr.  Bragg  was  a 
1982  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  residency  at 
UNMC.  Dr.  Bragg  is  a surgeon  in  Kearney  and  his 
office  address  is  211  W.  33rd  St.,  Kearney,  NE 
68847. 

JACQUELINE  O.  CHANLATTE,  M.D. 

Dr.  Chanlatte  was  born  in  Akron,  Ohio  and 
attended  the  Universidad  Nacional  Pedro  in  Santo 
Domingo,  Dominican  Republic  where  she  gradu- 
ated from  medical  school  in  1986.  Dr.  Chanlatte 
took  her  residency  and  internship  in  Puerto  Rico. 
Dr.  Chanlatte  is  an  internist  in  Omaha  and  her 
office  address  is  4204  So.  50th  St.,  Omaha,  NE 
68117. 

THOMAS  V.  CONNELY,  M.D. 

Dr.  Connely  was  born  in  Broken  Bow  in  1 962 
and  attended  the  University  of  Nebraska  at  Lin- 
coln. Dr.  Connely  was  a 1989  graduate  of  the 
University  of  Nebraska  College  of  Medicine  and 
took  his  internship  and  residency  at  the  University 
of  Louisville,  Kentucky.  Dr.  Connely  is  an 
otolaryngologist  in  Kearney  and  his  office  address 
is  91/2  West  31  st,  Kearney,  NE  68847. 

SUZANNE  J.  CORNWALL,  M.D. 

Dr.  Cornwall  was  born  in  Santa  Ana,  California 
in  1 960  and  attended  the  University  of  California 


- Los  Angeles.  Dr.  Cornwall  was  a 1 992  graduate 
of  the  University  of  Nebraska  College  of  Medicine 
and  took  an  internship  and  residency  at  UNMC. 
Dr.  Cornwall  is  a family  practitioner  in  Omaha  and 
her  office  addess  is  600  S.  42nd  St.,  Omaha,  NE 
68198. 

CAROLYN  M.  DOHERTY,  M.D. 

Dr.  Doherty  was  born  in  Ft.  Hood,  Texas  in 
1 958  and  attended  South  Dakota  State  University 
and  Creighton  University.  Dr.  Doherty  was  a 1 986 
graduate  of  the  University  of  South  Dakota  Medi- 
cal School  and  took  her  residency  and  fellowship 
at  St.  Luke's  Medical  Center  in  Chicago,  Illinois. 
Dr.  Doherty  is  an  OB/CYN  in  Omaha  and  her 
office  address  is  8303  Dodge  St.,  Omaha,  NE 
68114. 

SCOTT  C.  DULEBOHN,  M.D. 

Dr.  Dulebohn  was  born  in  Cleveland,  Ohio  in 
1 958  and  attended  the  Uni . ersity  of  Missouri.  Dr. 
Dulebohn  was  a 1 989  graduate  of  the  University 
of  Missouri  School  of  Medicine  and  took  his 
internship  and  residency  at  the  University  of  Illi- 
nois. Dr.  Dulebohn  is  a neurosurgeon  in  Omaha 
and  his  office  address  is  7710  Mercy  Rd.,  #606, 
Omaha,  NE  68124. 

RHETT  J.  ECKMANN,  M.D. 

Dr.  Eckmann  was  born  in  Yankton,  South  Da- 
kota in  1965  and  attended  Creighton  University. 
Dr.  Eckmann  was  a 1 992  graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  took  his 
residency  in  Mason  City,  Iowa.  Dr.  Eckmann  is  a 
family  practitioner  in  West  Point  and  his  office 
address  is  435  N.  Monitor,  West  Point,  NE  68780. 

CATHY  H.  EDWARDS,  M.D. 

Dr.  Edwards  was  born  in  Omaha  in  1966  and 
attended  Creighton  University.  Dr.  Edwards  was  a 
1992  graduate  of  Creighton  University  School  of 
Medicine  and  took  an  internship  residency  at 
Children's  Mercy  Hospital  in  Kansas  City,  Mis- 
souri. Dr.  Edwards  is  a pediatrician  in  Omaha  and 
her  office  address  is  601  N.  30th  St.,  #6820, 
Omaha,  NE  68131. 

ABDEL  HAMMO,  M.D. 

Dr.  Hammo  was  born  in  Amman,  Jordan  in 
1962  and  attended  the  University  of  Jordan.  Dr. 
Hammo  was  a 1 986  graduate  of  the  University  of 
Jordan  Medical  School  and  took  his  internship  and 
residency  at  the  University  of  Iowa.  Dr.  Hammo  is 
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a pediatrician  in  Lincoln  and  his  office  address  is 
555  S.  70th  St.,  Lincoln,  NE  68510. 

PAUL  HAYES,  M.D. 

Dr.  Hayes  was  born  in  Kansas  City,  Kansas  in 
1957  and  attended  the  University  of  Missouri  in 
Kansas  City.  He  was  a 1984  graduate  of  the 
University  of  Kansas  School  of  Medicine  and  took 
a residency  at  Bayfront  Medical  Center  in  St. 
Petersburg,  Florida.  Dr.  Hayes  is  an  CH3/GYN  in 
Lincoln  and  his  office  address  is  1 91 9 S.  40th  St., 
#302,  Lincoln,  NE  68506. 

DWAIN  A.  LEONHARDT,  M.D. 

Dr.  Leonhardt  was  born  in  Council  Bluffs,  Iowa 
in  1949  and  attended  Union  College  in  Lincoln, 
Nebraska.  Dr.  Leonhardt  was  a 1 975  graduate  of 
Loma  Linda  University  School  of  Medicine  and 
took  an  internship  and  residency  at  Kettering 
Medical  Center.  Dr.  Leonhardt  is  an  internist  in 
Lincoln  and  his  office  address  is  220  So.  1 7th  St., 
Lincoln,  NE  68508. 

WILLIAM  M.  LYDIATT,  M.D. 

Dr.  Lydiatt  was  born  in  Chappell,  Nebraska  in 
1 962  and  attended  Stanford  University.  Dr.  Lydiatt 
was  a 1 988  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internship  and 
residency  at  UNMC  and  his  fellowship  at  Sloan- 
Kettering  in  New  York.  Dr.  Lydiatt  is  an 
otolaryngologist  in  Omaha  and  his  office  address 
is  600  S.  42nd  St.,  Omaha,  NE  68198. 

scott  a.  McPherson,  m.d. 

Dr.  McPherson  was  born  in  Lincoln  in  1 956  and 
attended  the  University  of  Nebraska  - Lincoln.  Dr. 
McPherson  was  a 1 980  graduate  of  the  University 
of  Nebraska  College  of  Medicine  and  took  an 
internship  and  residency  at  Carswell  Air  Force 
Base  General  Hospital  in  Fort  Worth,  Texas.  Dr. 
McPherson  is  a family  practitioner  in  Lincoln  and 
his  office  address  is  7441  O Street,  Suite  400, 
Lincoln,  NE  68510. 

PETER  C.  MORRIS,  M.D. 

Dr.  Morris  was  born  in  Pennsylvania  in  1957 
and  attended  Vanderbilt  University  in  Nashville, 
Tennessee  and  Southern  Methodist  University  in 
Dallas,  Texas.  Dr.  Morris  was  a 1983  graduate  of 
the  University  of  Texas  Southwestern  Medical 
School  in  Dallas.  He  took  his  internship  at  the 
University  of  New  Mexico,  Albuquerque,  his  resi- 
dency at  the  University  of  Oklahoma  Medical 
Center  in  Oklahoma  City,  and  his  fellowship  at  the 
University  of  Iowa  in  Iowa  City.  Dr.  Morris  is  an 


OB/GYN  in  Omaha  and  his  office  address  is  600 
S.  42nd  St.,  Omaha,  NE  68198. 

CYNTHIA  M.  OLSON,  M.D. 

Dr.  Olson  was  born  in  Kankakee,  Illinois  and 
attended  the  University  of  Nebraska.  Dr.  Olson 
was  a 1 986  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  an  internship  at  the 
University  of  California  - San  Diego  and  residency 
at  the  University  of  Nebraska  Medical  Center.  Dr. 
Olson  is  a pediatrician  and  her  address  is  4830 
Happy  Hollow  Lane,  Lincoln,  NE  68516. 

STEPHEN  M.  O'CONNOR,  M.D. 

Dr.  O'Connor  was  born  in  St.  Joseph,  Missouri 
and  attended  Creighton  University.  Dr.  O'Connor 
was  a 1984  graduate  of  Creighton  University 
School  of  Medicine  and  took  his  internship  and 
residency  in  internal  medicine  and  fellowship  in 
cardiology  at  the  Naval  Medical  Center  in  San 
Diego,  California.  Dr.  O'Connor  is  a cardiologist  in 
Omaha  and  his  office  address  is  8901  W.  Dodge 
Rd„  Omaha,  NE  68114. 

JACQUES  W.  RAMEY,  M.D. 

Dr.  Ramey  was  born  in  Ohio  in  1956  and 
attended  Oakland  University  in  Rochester,  Ml  and 
the  University  of  Toledo,  Toledo  Ohio.  Dr.  Ramey 
was  a 1 986  graduate  of  the  University  of  Cincin- 
nati School  of  Medicine  and  took  his  residency 
and  fellowship  at  Eastern  Virginia  Medical  School 
and  Jones  Institute  of  Reproductive  Medicine  in 
Norfolk  Virginia.  Dr.  Ramey  is  an  OB/GYN  in 
Omaha  and  his  office  address  is  600  S.  42nd  St., 
Omaha,  NE  68198. 

A.  RAJU  RAO,  M.D. 

Dr.  Rao  was  born  in  India  in  1 953  and  attended 
Gandi  Medical  College  in  Bhopal,  India  where  he 
received  both  his  undergraduate  and  medical 
training.  Dr.  Rao  took  an  internship  and  residency 
at  Rush  Presbyterian  St.  Luke's  Medical  Center  in 
Chicago,  Illinois.  Dr.  Rao  is  a radiation  oncologist 
in  Lincoln  and  his  office  address  is  6101  Village 
Drive,  Suite  100,  Lincoln,  NE  68516. 

ANITA  M.  REMEROWSKI,  M.D. 

Dr.  Remerowski  was  born  in  Montana  in  1 947 
and  attended  the  University  of  California.  Dr. 
Remerowski  was  a 1988  graduate  of  Northwest- 
ern Illinois  School  of  Medicine  and  took  her  intern- 
ship at  Hennipen  County  Medical  Center  in  Min- 
neapolis, Minnesota  and  her  residency  at  the 
University  of  Nebraska  Medical  Center.  Dr. 
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Remerowski  is  an  internist  in  Columbus  and  her 
office  address  is  2511  15th  St.,  Columbus,  NE 
68601. 

STEVEN  J.  SAATHOFF,  M.D. 

Dr.  Saathoff  was  born  in  Franklin,  Nebraska  and 
attended  Nebraska  Wesleyan  University.  Dr. 
Saathoff  was  a 1 992  graduate  of  the  University  of 
Nebraska  College  of  Medicine  and  took  both  a 
residency  and  internship  at  UNMC.  Dr.  Saathoff  is 
a family  practitioner  in  Lincoln  and  his  office 
address  is  3100  N.  14th  St.,  #201,  Lincoln,  NE 
68521. 

MARK  W.  SCHANBACHER,  M.D. 

Dr.  Schanbacher  was  born  in  Omaha  in  1951 
and  attended  the  University  of  Nebraska  at  Lin- 
coln. Dr.  Schanbacker  was  a 1 978  graduate  of  the 
University  of  Nebraska  College  of  Medicine  and 
took  an  internship  and  residency  at  Harmot  Medi- 
cal Center  in  Erie,  Pennsylvania  and  a residency  at 
the  University  of  Kansas  at  Wichita.  Dr. 
Schanbacher  is  an  anesthesiologist  in  Kearney 
and  his  office  address  is  31st  and  Central,  Box 
1990,  Kearney,  NE  68847. 

JAMES  F.  SHELTON,  M.D. 

Dr.  Shelton  was  born  in  1953  in  St.  Joseph 
Missouri  and  attended  Creighton  University  School 
of  Medicine  and  took  his  residency  at  Creighton  as 
well.  Dr.  Shelton  is  a family  practitioner  and  his 
office  address  is  1 4625  California  St.,  Omaha,  NE 
68154. 

JOHN  D.  TERRY,  M.D. 

Dr.  Terry  was  born  in  Sutherland,  Nebraska  in 
1951  and  attended  the  University  of  Nebraska 


College  of  Pharmacy.  Dr.  Terry  was  a 1 979  gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  and  took  a residency  at  UNMC.  Dr. 
Terry  is  a diagnostic  radiologist  in  Omaha  and  his 
office  address  is  601  N.  30th  St.,  Omaha,  NE 
68131. 

RICHARD  C.  TIMMING,  M.D. 

Dr.  Timming  was  born  in  Minneapolis,  Minne- 
sota in  1 941  and  attended  the  University  of  Michi- 
gan. Dr.  Timming  was  a 1971  graduate  of  the 
University  of  Michigan  School  of  Medicine  and 
took  an  internship  at  Rochester  General  Hospital 
and  a residency  at  Tufts  New  England  Medical 
Center  and  at  the  University  of  Wisconsin.  Dr. 
Timming  is  a physical  medicine  and  rehabilitation 
specialist  in  Lincoln  and  his  office  address  is  5401 
South  Street,  Lincoln,  NE  68506. 

JOHN  J.  VANN,  M.D. 

Dr.  Vann  was  born  in  Omaha  in  1964  and 
attended  the  University  of  California.  Dr.  Vann 
was  a 1 990  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  took  his  internship  and 
residency  at  State  University  of  New  York.  Dr. 
Vann  is  a pediatrician  in  Omaha  and  his  office 
address  is  1 0920  Q St.,  Omaha,  NE  68137. 

THADDEUS  D.  WOODS,  M.D. 

Dr.  Woods  was  born  in  San  Diego,  California  in 
1961  and  attended  the  University  of  California  - 
Los  Angeles.  Dr.  Woods  was  a 1992  graduate  of 
the  University  of  Nebraska  College  of  Medicine 
and  took  his  internship  at  UNMC.  Dr.  Woods  is  a 
family  practitioner  and  his  address  is  Midlands 
Hospital,  Papillion,  NE  68046. 
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NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  26-28, 1 996 — Fall  Session,  Cornhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  1 8-20, 1 997 — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 

CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

AUGUST  24,  1996  — Team  Approach  to  Outpa- 
tient Management  of  Congestive  Heart  Failure, 
Creighton  Cardiac  Center,  Omaha,  NE 

SEPTEMBER  1 9-22, 1 996 — Eleventh  Annual:  Ameri- 
can Association  of  Cardiovascular  & Pulmonary 
Rehabilitation  Meeting,  Baltimore,  MD. 

SEPTEMBER  27-28  — Pulmonary  Program,  (TBA), 
Harvey's  Hotel  & Casino,  Council  Bluffs,  IA 

OCTOBER  2,  1 996  — Ninth  Annual  Thomas  Timo- 
thy Smith,  MD  Lecture,  Boys  Town  National 
Institute  Auditorium,  Omaha,  NE 

OCTOBER  4-5,  1996  — Eleventh  Annual  : A Day 
With  the  Perinatologist,  Marriott  Hotel,  Omaha, 
NE. 

NOVEMBER  21-22,  1996 — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Conference  Center,  University  of  Ne- 
braska at  Omaha,  Omaha,  NE 

If  you  have  any  questions,  please  contact : Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


MAYO  FOUNDATION 

AUGUST  8-10,  1996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clinical 
Applications  of  Capillary  Electrophoresis.  Pro- 
gram Site:  Leighton  Auditorium,  Siebens  Build- 
ing, Mayo  Clinic,  Rochester,  Minnesota. 

AUGUST  18-20,  1996  — Success  With  Failure: 
New  Strategies  for  the  Evaluation  and  Treatment 
of  Congestive  Heart  Failure,  Vail  Cascade  Hotel, 
Vail,  Colorado. 

SEPTEMBER  29  - OCTOBER  4, 1 996  — Advances  in 
Diagnostic  Radiology  and  Advanced  Radiology 
Life  Support,  The  Broadmoor  Resort,  Colorado 
Springs,  Colorado. 


Contact : Registrars,  Mayo  Foundation,  Section  of 
Continuing  Medical  Education,  200  First  St.  S.W., 
Rochester,  MN  55905,  Phone:  1-800-323-2688,  FAX: 
507-284-0532. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

OCTOBER  1 4-1  6,  1 996 — 1 996  International  Meet- 
ing on  ANCA  and  ANCA-Related  Diseases,  The 
7th  International  ANCA  Workshop.  Program  Site: 
Phillips  Hall,  Siebens  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

OCTOBER  28-30  & NOVEMBER  11-13,  1996  — 
Clinical  Reviews  1 996,  Mayo  Civic  Center,  Roch- 
ester, Minnesota,  Credit:  20  Category  1 AMA, 
Registration  fee:  $295,  Phone:  1-800-323-2688, 
FAX:  507-284-9532. 

OCTOBER  26,  1996  — Current  Therapies  in 
Otolaryngology,  Judd  Auditorium,  Mayo  Build- 
ing, Mayo  Foundation,  Rochester,  Minnesota. 
Credit:  5 Category  1 Hours  AMA,  Registration 
fee:  $95,  Phone:  1-800-323-2688,  FAX:  507-284- 
0532. 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

MARCH  14-15,  1997  — Current  Issues  in  Cancer 
Prevention,  Detection  and  Treatment,  Siebens 
Medical  Education  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota.  Credit:  9.5  Category  1 Hours 
AMA,  9.5  Prescribed  Hours  AAFP,  Registration 
Fee:  $195,  Phone:  1-800-323-2688,  FAX:  507- 
284-0532. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.  W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 
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NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 

2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 

Department  of  Health  (402)  471-3984. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

OCTOBER  9,  10,  & 11  1996  — 64th  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha, 
Nebraska. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  AUGUST  23, 1 996—  Rural  Health  Oppor- 
tunities Fair,  University  of  Nebraska  Medical 
Center,  Outpaitient  Care  Center.  Targe  Audi- 
ence: Communities  Recruiting  Physicians,  Fee: 
$300  per  booth. 

MONDAY-SATURDAY,  SEPT.  23-28,  1 996—  Emer- 
gency Medicine  1996:  Skills  and  Knowledge  for 
the  Practicing  Physician,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Emergency  Physicians/others  provid- 
ing care  in  the  ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1996  — 
9th  Annual  Internal  Medicine  Update,  University 
of  Nebraska  at  Lincoln  Student  Union,  Lincoln, 
Nebraska  (In  conjunction  with  Nebraska  football 
game).  Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

FRIDAY,  OCTOBER  11,  1 996— 4th  Annual  College 
of  Medicine  Alumni  Day,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target  Au- 
dience: Alumni  - College  of  Medicine.  Fee:  No 
Charge. 

THURSDAY  EVENING,  OCTOBER  24,  1996  — Fall 
Gastroenterology  Program,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $25. 

THURSDAY-SUNDAY,  DECEMBER  12-14,  1 996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 


SUNDAY-FR1DAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after 
2/10/97. 

1 1 DAYS,  MARCH  1 0-2 1 , 1 9967  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  Scientists.  Fee:  TBA. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  CenterforContinuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  600  South  42nd 
Street,  Box  985651,  Omaha,  NE  68198-5651 . Call  (402)  559-41 52 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONJEDUC  @ UNMC.EDU. 
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1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 
Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMI1Y 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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David  R.  Little,  M.D.,  Board  Liaison Hastings 

Samuel  E.  Boon,  M.D Lincoln 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Scott  M.  Ehresman,  M.D Holdrege 

Michael  Finkner,  M.D Kearney 

Randy  T.  Kohl,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Robert  F.  Shapiro,  M.D Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 


AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 


Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

Blaine  Y.  Roffman,  M.D.,  Board  Liaison Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastani,  M.D Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Michelle  S.  Knolla,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 


NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 
Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.l. 


Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 


NMA  PRO  GRIEVANCE  COMMITTEE 


Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D , Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Board  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Bruce  Gfeller,  M.D Lincoln 

Robert  Hanlon,  M.D Chadron 

Harold  R.  Huff,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Y.  Scott  Moore,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.l. 

William  R.  Palmer,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Kiran  Gangahar,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Milton  R.  Johnson,  M.D Scottsbluff 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison  ..  Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D !. York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Desta  Osborne Lincoln 

Blame  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

NMA  ELECTRONIC  COMMUNICATIONS 
WORKING  GROUP 

Steven  A.  Schwid,  M.D.,  Chairholder Omaha 

Terry  W.  Bejot,  M.D Lincoln 

Kent  R.  Jex,  M.D Lincoln 

John  R.  Windle,  M.D Omaha 

NMA  ELECTRONIC  DATA  COMMITTEE 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  T.  Urban,  M.D Kearney 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth 
page  multiples  for  a twelve-month  period.  Detailed  information  regarding  con- 
tent and  cost  can  be  obtained  through  the  Nebraska  Medical  Association  office, 
233  So.  1 3th  St.,  Suite  1 51 2,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


KEARNEY 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 
Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 

Wiliam  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

JohnP.  Reilly,  M.D. 


Agnes  Gomes.  M.D. 
Karen  M.  Higgins,  M .D. 
Larry  J.  Marshall,  M.D. 

SURGERY 


James  V.  Reiss,  M.D. 

11-96 


Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  31st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-2198 
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© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800233-3994  • FAX:  (308)  382-5873 

8-96 


LINCOLN  ~] 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N,  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST„  SUITE  709 
LINCOLN,  NE  68506 

1-800-MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 

If  No  Answer  Call 
(308)384-3199 

6-97 


Hastings  Medical  Park 
21 15  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NF 
Phone  (402)  466-8259  or  1-800-633-5462  4-97 
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eye. 


If  surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W Wood,  M.D 
Max  W.  Linder,  M.D 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete,  Nebraska 
Seward.  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville.  Kansas 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 
Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.0.G, 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  FAC.O.G. 

Gregory  W.  Heidrick,  M.D.,  FAC.O.G. 

Yvonne  K.  Davenport,  M.D..  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PATIENTS  WELCOME  ' 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S,  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 

(402)489-6554 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

402-436-2000 


Lint  oln  Orthopaedic  Cenu-r 


Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  & Trauma 
Hand  Surgery 
Total  Joint  Replacement 
Children's  Orthopaedics 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Certified 

John  C.  Yeakley,  M.D. 

Board  Certified 


6900  A St.  • Lincoln,  NE  68510 
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NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Poriphoral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street*  Suite  100*  Uncotn,  NE  6851 0 11-96 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 
' OISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 
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Neurological  & Psychiatric 
whmjM  Specialists,  Inc. 

7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders.  Neurodevetopmentai 
Disorders,  And  Disorders.  In  Children.  That  effect  The  Brain.  Spine  and  Muscles 

12-96 

Prairie  surgical 

ASSOCIATES  P.C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 

9-96 

Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1500  South  48th,  Suite  605  Lincolh,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 
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SAMUEL  E BOOM.  M.D. 
JOHN  H CASEY  M.D 

Datholonv  * ^ DEBORAH k da vidson.  d o 
jY  y y.  n 1 MICHAEL  J DUGGAN.  M.  D 

medical  donald a dynek  m d 

QPnricoc  # george e gammel,  md 

®C  V „ ? PATRICK  A.  KEELAN.  M.D 

P C-  STEFFAN  R LACEY.  M D 

|T|  r CHRISTOPHER  T MASADA.  M.D 

f .1  1 ' SCOTT  M NOEL.  M.D. 

MATTHIAS  1.  OKOYE.  M.D 
JOHNF  PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  M.D 
AINA  1 SILENIEKS.  M.D. 
DANIEL  J.  TILL.  M.D 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 

Plaza  Mall  South.  1919  South  40th  Street.  Suite  333.  Lincoln.  NE  68506-6960 
402/483-5053  or  800/742-7414 

6-97 

UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

^ D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740 'A' Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-97 

PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 

&/ieo/o<£{/  Ge/ite/ * 

High  tech  as  well  as  highly  personalized  and  caring  service. 

Raju  Rao,  M.D. 

Board  Certified  Radiation  Oncologist 

Our  staff  consists  of  two  Radiation  Therapists  (B.S.  in  Radiation  Science), 
and  a Radiation  Physicist  (M  S.  in  Radiation  Physics.) 

Physician  referrals  only  Hours:  8:00  - 4:30  Monday  - Friday 

6101  Village  Drive,  Suite  100  • Lincoln,  NE  68516 

421-7158 
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OMAHA,  cont. 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

10-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson.  M.D.,  FACOG 
James  J.  Maly.  M.D..  FACOG 
Gregory  J.  Hattan.  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 


FIRST 


EVE 


ASSOCIATES 


Building  l pon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 


John  VV.  Pemberton,  M.D. 

John  T.  Ratnsell,  M.D. 

Donald  L.  Arkfeld,  M.D. 
Raymond  M.  Crossman,  III,  M.D. 


8111  Dodge  SL 
Omaha,  ME 
68114-1115 
(402)354-8111 

210  Regency  Pkwv. 
Omaha,  NE 
68114-3726 
(402)391-3131 

4242  Famam  SL 
Omaha,  NE 
68131-2810 
(402)  552-2300 


D.  Francis  Arkfeld,  M.D. 
Camilla  R.  Parson,  M.D. 

Michael  L.  Goldstein,  M.D. 

Since  1886 


3353  L SL 
Omaha.  NE 
68107-2500 
(402)354-8111 
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Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D..  FAC.S.  Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A Komgsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street,  Omaha,  NE  68114  • (402)  397-9800/1-800  882-4770 
•SATELLITE  CLINICS 

6828  N.  72nd  St  401  East  Gold  Coast  Rd.  3005 19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha, NE68122  Papillion,  NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770'  3-i 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN.  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS.  M.D 

TIMOTHY  C.  FITZGIBBONS.  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulders  Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED24  HOURS 

771 0 Mercy  Rd.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-97 

CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE68114 


Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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PHYSICIAN'S  DIRECTORY 


OMAHA,  cont. 


HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 
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(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES,  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  ANDTREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd..  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-88S-5  92-26 11 
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OMAHA,  cont. 


NEBRASKA 

Patrick  W.  Bowman,  M.D. 

^ i 

SPINE 

Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

II 

SURGEONS,  PC. 

H.  Randal  W oodward,  M.D. 

Find  out  how  comprehensive  spine  care  in  one  location 

can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 

11819  Miracle  Hills  Drive,  Suite  102 

24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438 

1-800-496-0403 

402-496-0404 
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MtAKT  r p , 

HUGH  S.  LEVIN,  M.D.  • JOSEPH  A JARZOBSKI.  M.D.  • TIMOTHY  R.  FANGMAN.  M.D. 
DENNIS  P.  TIERNEY.  M.D.  • SHIRLEY  LANDEN  HUERTER,  M.D  • MICHAEL  H,  PETERS.  M.D. 
D RANDALL  PRITZA.  M.D  • STEPHEN  M.  O'CONNOR.  M.D 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)  426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)  296-5550 
3-97 
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me 

PHYSICIANS 
LABORATORY 
SERVICES,  INC 

4840  -F-  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE  402-731-4145 
WATS:  800-642-1117 


C.A  MCWHORTER,  M.D. 

(1918-1988) 

H.W.  McFADDEN,  JR..  M.D. 
M.  SIMONS.  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER.  M.D. 

R.E  BOWEN,  M.D. 
W.R.  MARKUS.  M.D. 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


SCOTTSBLUFF 


Diddrwu  Otesi  ftrygoant  PC  a afakattd 
Wf9>  Mrtwtt!  Atorfr  b Asthma  due  Inc 

Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


Board  Certifited  in  Adult  & 
Pediatric  Allergy/  Immunology 
and  Pediatric  Pulmonology 


Stanley  L Davis,  M.D  Kevin  R Murphy,  M.D. 
M.  Ross  Thomas,  M.D.  Jeffrey  S.  Nelson.  M.D. 
Thomas  C.  Nilsson,  M.D.  George  A.  Zieg,  M.D. 


LOCATIONS 


OMAHA 

GRAND  ISLAND 

8552  Cass  Street 

308-381-1700 

14505  West  Center  Road 

FREMONT 

7710  Mercy  Road  #334 
MAAC  402-397-7400 

402-397-7400 

MCCP  402-397-7979 

McCOOK 

308-3458285 

COLUMBUS 

HARLAN 

402-563-3379 

712-7555161 

NORFOLK 

SHENANDOAH 

402-379-3250 

712-246-1230 
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OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OFFICE  EQUIPMENT  FOR 
SALE:  Abbott  Vision  Machine 

and  Supplies.  Call  (308)  384- 
7100,  721  W.  7th,  Grand  Island 
NE  68801. 


(^^1  Source  Healthcare 

A Division  of  Source  Services  Corporation® 

We  have  been  in  the  staffing  and  place- 
ment business  since  1962.  Ourstaffof 
professionals  are  experienced  in  find- 
ing physicians  positions  that  meet  their 
individual  needs. 

• WE  LISTEN:  To  all  your  desires  and 
those  of  any  family  member. 

• WE  FIND:  The  practice  and  oppor- 
tunity you've  been  looking  for. 

• WE  NEGOTIATE:  Competitive  sala- 
ries and  benefits. 

ALLOWING  YOU  TO  PRACTICE 
MEDICINE  HOW  & WHERE  YOU 
WANT 

Contact  a Source  representative  today  at: 
1-800-317-1839  or  fax  CV  to  1-801-364- 
4549.  e-mail:  deverm@sourcesvc.com 

Source  Healthcare  Staffing,  505  East  200 
South,  #300,  Salt  Lake  City,  UT  84102 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

8502  West  Center  Road,  P.O.  Box  241255 
Omaha,  NE  68124-5255 

American  Diabetes  Association  - Great  Plains  Affiliate 

Tracy  Grothe,  Regional  Program  Director  Nebraska  Region 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O  Box  3248,  Main  Station,  Omaha,  NE  68180 
Brain  Injury  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D  , President 
2808  S.  80th  Ave  , #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  . #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 

Eric  B Carstenson,  CAE,  Executive  Director 
233  So.  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D.,  President 
UNMC  - 600  S 42nd  Street 
Omaha,  NE  68198-1225 

Nebraska  Academy  of  Physician  Assistants 
Charles  Scholtes,  PA-C,  President 
P.O  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C Nilsson,  M.D  , President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  £ 140;  St.  H #203,  Lincoln,  NE  68508-2737 
Nt>brkska.A9^6cia£ion  of  Pathologists 
Rodney  Markin,  M.D  . President 
233  So  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
^ KeR'  ^ Made jhjtjo , J.D*,  Chapter  Administrator 
-*^13^0  43UTSt.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink^,  JVLD  Secretary-Treasurer 
501. itt  B Fnipi* "Executive  Director 

7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Kris  Morrissey,  J D.,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M Howell,  M.D  , FACEP,  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
John  Hoesing,  M.D  , Governor,  Nebraska  Chapter 
American  College  of  Physicians 
525  N.  132nd  Street,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton,  M.D  , M S P.H  , Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M.  Vose,  M.D,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
John  Jirka,  M.D.,  President 

Childrens  Hospital,  8301  Dodge  Street,  Omaha,  NE  681140 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Susan  J.  Boust,  M.D  , President 
Department  of  Psychiatry,  UMNC 
P.O.  Box  985575,  Omaha.  NE  68198-5575 
Nebraska  Radiological  Society 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Michele  Marsh,  M.D  , President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D  , President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Peter  C.  Chilian,  M.D.,  President 
233  So.  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 

Eric  B Carstenson,  CAE,  Executive  Director 
233  So  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer,  CMA  NSMA  President 
P.O.  Box  96,  Bartley,  NE  69020 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M D , President 
4740  A St.,  Ste.  206,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Office  of  Rural  Health,  Nebraska  Dept,  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
The  Poison  Center 
Childrens’  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
210  Gateway,  Ste.  432  Greentree  Ct.,  Lincoln,  NE  68505-2439 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D  , Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


LIBRARv 

AU6  291996 

N.Y.  Academy  of  Medinotl 


Sn\7A  $01500  now  on  the  purchase  of  the  RICOH 
wCLVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


Th*  » w 


County  Med«»<  Socie'V 

NEBBASt^5!S-~'~S’t°'"95 
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Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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"/»  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community 's  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital’s  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 402-489-7102 


Some  kids  really  can’t 
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defend  and  protect 
our  clients. 


When  you’re  at  the  line  of  legal  scrimmage,  you  need  a 
tough  defense  to  back  you  up:  PIC  Wisconsin  (Physicians 
Insurance  Company).  We're  fierce  about  fighting  non- 
meritorious  claims.  And  we  take  an  aggressive  stance  in 
protecting  your  reputation  and  financial  future  in  the  event 
of  a claim. 

Your  professional  reputation  is  an  asset  no  amount  of 
insurance  can  replace.  That’s  why  we  recruit  a team  of  supe- 
rior trial  lawyers,  specializing  in  medical  liability  cases.  A 
team  of  fearless,  ferocious  players  whose  reputation  alone 
discourages  frivolous  claims  against  our  clients.  And  we 


back  them  up  with  savvy,  experienced  and  understanding 
litigation  specialists. 

They  work  together  to  assure  that  the  best  interests  of  our 
clients  are  met  every  step  of  the  way.  And  they  win.  A lot. 
So,  when  you  pick  a team,  pick  a defensive  powerhouse. 
Call  PIC  today.  Rated  A-  Excellent  by  A.M.  Best. 

(800)  279-8331  • E mail:  info@picwis.com 
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Insurance  Products  • Risk  Financing  • Consulting 
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1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 
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As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 
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anesthesiology,  locum  tenens  and 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


A change  in  appetite,  loss  of  interest,  disturbed 
or  restless  sleep,  low  energy  level  and  a feeling 
of  hopelessness  are  all  symptomatic  of  depres- 
sion, a readily  treatable  condition.  As  a physician, 
you  can  depend  on  our  professional  staff  of 
physicians,  counselors  and  master's  level  thera- 
pists to  work  with  you  to  help  your  patient.  We 
can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


1-800-782-3160 
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RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 
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‘QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 
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MEDICAL  SUPPLY 

1700  CENTER  PARK  ROAD  LINCOLN.  NE  6S512 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 

QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  233  S.  13th  St. 
#1512,  Lincoln,  NE  68508.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8V4  x 11  in.  paper,  with  generous  margins  on  each 
page  Number  all  pages  in  the  right  upper  corner  with  the  author’s 
surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8V2  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion. Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc.,  P.O  Box  278,  Norfolk,  Nebraska  68702-0278. 
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NEBRASKA  MEDICAL  ASSOCIATION 

Sept.  26,  1996  — 9:00  a.m.  to  5:00  p.m.  • Nebraska  Center  for  Continuing  Education 


Assisted  Suicide/Euthanasia  Conference 


The  Nebraska  Medical  Association  in  conjunction  with  the  Nebraska  Nurses  Association  and  the 
Nebraska  Association  of  Hospitals  & Health  Systems  will  sponsor  a day  long  conference  examining  in 
detail  the  issue  of  assisted  suicide.  This  issue  has  generated  substantial  public  debate  recently. 


The  conference  will  explore  the  controversy  with 
presentations  from  some  of  the  key  players  shaping 
the  issue  nationally.  The  morning  will  feature  Mr. 
Michael  Schwartz.  He  is  a member  of  the  legal  team 
actually  defending  Dr.  Kevorkian.  Mr.  Schwartz  is  an 
expert  in  this  area  having  made  presentations  to  the 
AMA  and  numerous  physician  organizations  on  the 
subject  of  "Physician-Assisted  Suicide:  and  the 
Kevorkian  Case." 


Also  featured  is  Nancy  Dickey,  M.D.  Dr.  Dickey  is 
the  Chair  of  the  AMA  Board  of  Trustees.  She  is  also 
a noted  speaker  on  this  subject  and  ethics  in  gen- 
eral. She  will  present  AMA's  strong  opposition  to  phy- 
sician assisted  suicide.  The  AMA's  position  on  this 
subject  is  that,  "physician  assisted  suicide  is  funda- 
mentally incompatible  with  the  physician's  role  as 
healer,  is  difficult  or  impossible  to  control,  and  poses 
serious  societal  risks." 


There  are  many  aspects  to  this  issue,  and  that’s  why  we  have  included  many  different  perspectives  in  the 
conference.  Hospice  care  and  critical  care  nursing  as  well  as  the  management  of  pain  with  medication  will  be 
discussed  as  part  of  the  broad  spectrum  of  this  issue.  And  former  Chief  Justice  of  the  Nebraska  Supreme 
Court,  Norman  Krivosha,  will  speak  at  lunch  about  the  legal  and  ethical  implications  of  this  issue. 

You  may  make  reservations  by  calling  the  NMA  office  at  402-474-4472  or  800-684-9380.  Cost  is  $50 
for  physicians,  $35  for  other  health  care  providers  until  September  1.  Late  registration  is  $75  for 
physicians  and  $50  for  other  health  care  providers. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your 
delinquent  accounts,  Bartling  & Hinkle,  P.C.  is 
interested  in  providing  you  with  professional 
assistance.  The  program  which  we  offer  is  de- 
signed to  accomplish  your  goal  of  receiving  the 
maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a mini- 
mum of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering 
your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical 
account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or 
Bartling  and  Hinkle,  P.C. 

5810  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NEUROLOGIST . . . 

There  is  an  immediate  opening  at 
Brainerd  Medical  Center  for  a Neurologist. 

BRAINERD  MEDICAL  CENTER,  P.A. 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed 
local  hospital  - St.  Joseph's  Medical  Center 

BRAINERD,  MINNESOTA 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  Vh.  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 

CURT  NIELSEN 
(218)828-7105  or  (218)829-4901 
2024  South  6th  Street  • Brainerd,  MN  56401 
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November  22,  1996 
8 a.m.  to  5 p.m. 


Clarkson  Hospital 
Omaha,  NE 
Storz  Pavilion 


For  more 
information,  call 
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NMA  NEWS  NOTE 

NMA/BLUE  CROSS  BLUE  SHIELD  PLAN 

March  was  a "premium  holiday"  month  for  physi- 
cians insured  under  the  NMA/Blue  Cross  Blue 
Shield  group  health  insurance  plan  as  of  September 
30,  1995. 

The  Association  has  a Settlement/Participation 
Agreement  with  the  company  which  provides  for 
this  benefit  following  a highly  successful  financial 
year  such  as  that  experienced  in  1995.  This  is  the 
second  year  that  favorable  claims  experience  has 
resulted  in  a premium  holiday  month. 

NMA  members,  their  families  and  office  staffs 
are  eligible  to  participate  in  the  NMA  insurance 
plans.  Association  members  not  currently  covered 
by  the  plan  are  encouraged  to  obtain  information 
by  contacting  Brenda  Robb  at  Blue  Cross/Blue 
Shield  in  Omaha  at  (402)  392-4184  or  toll  free  1 -800- 
642-8014.  In  Lincoln,  contact  Ken  Dustin  at  Blue 
Cross/Blue  Shield  at  (402)  477-2821. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  John  C.  Sage,  M.D., 
Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  Dale  E.  Michels, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  C.T.  Frerichs,  M.D., 
Beatrice.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Tod  Voss,  M.D., 
Pierce,  Counties:  Antelope,  Cedar,  Cuming,  Da- 
kota, Dixon,  Knox,  Madison,  Pierce,  Stanton, 
Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Roger  H.  Meyer, 
M.D.,  Utica.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridee, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT : Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Fumas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D  , North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Paul  J.  Dietze,  Hastings  

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  .. 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo David  L.  Meyer,  Kearney 

Butler Mark  V.  Carlson,  David  City 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney 

Cuming 

Custer Loren  H.  Jacobsen,  Broken  Bow  . 

Dodge Mark  C.  Johannsen,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Gage  


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Burton  Thomsen,  Aurora  

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.J.  Nagengast,  Bloomfield 

Lancaster Joseph  R.  Gard,  Lincoln 

Lincoln  Newton  Mack,  North  Platte  

Madison Richard  P.  Bell,  Norfolk 

Metropolitan  Omaha William  C.  Bruns,  Omaha 

Northeast Richard  Bell,  Norfolk 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders  Leo  Meduna,  Wahoo 

Scotts  Bluff Paul  Considine,  Scottsbluff 

Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Gary  W.  Barth,  Hastings 
Dwaine  J.  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 

Gerald  W.  Luckey,  David  City 
Clinton  B.  Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B  Eaton,  Fremont 

Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
John  C.  Wilcox,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
Kenneth  K.  Pavlik,  Verdigre 
William  P.  Swisher,  Lincoln 
Gary  L.  Vandewege,  North  Platte 
Tod  W.  Voss,  Pierce 
Walter  J.  O'Donohue,  Jr. , Omaha 
Tod  Voss,  Pierce 
R.  H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Donald  E.  Fischer,  Scottsbluff 
Bryce  G.  Shopp,  Seward 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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professional  Protection  Exclusively  s ince  1899 

To  reach  your  local  office,  call  800-344-1899. 


Attention:  Physicians 


Have  your  patients'  medicines 
had  a check-up? 

IVtany  of  your  patients  take  several  different  medicines  every  day.  Separately 
each  one  works  well.  But  if  they  take  two  or  more  different  medicines  in 
combination  without  checking  with 
you  to  be  sure  they  work  safely 
together,  they  can  sometimes  be 
harmful. ..even  dangerous. 

The  next  time  you  prescribe  a 
medicine,  ask  your  patients: 

"What  other  prescription  and 
nonprescription  medicines 
are  you  taking?" 


A public  service  message  from  the  National  Council  on  Patient  Information  and  Education  (NCFIE)  and  the  U.S.  Administration  on  Aging 


r 1 

YES!  Please  send  me  free  information  to  use  when  talking 
with  my  patients  about  their  multiple  medicine  use. 


Name 


Address 


City 


State 


Zipcode 


Mail  to: 

f £ NCPIE 


L 


666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


J 
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Where  there's  Smoke, . . . 

CHRISTOPHER  C.  CAUDILL,  M.D. 


In  the  May  27,  1996,  edition  of  the  AMA 
News,  Dr.  Nancy  Dickey,  the  Chair  of  the 
AMA  Board  of  Trustees  issued  a call  to  all 
physicians  to  follow  the  lead  of  the  AMA  and 
other  organizations  in  efforts  to  curtail  the 
use  and  availability  of  tobacco  products  in 
the  United  States  and  perhaps  worldwide.  Dr. 
Dickey  termed  the  effort  a "war"  against  the 
tobacco  industry's  attempts  to  not  only  in- 
crease the  target  population  in  the  U.S.  but  to 
expand  their  markets  into  developing  coun- 
tries and  countries  emerging  from  the  Cold 
War.  It  actually  is  ironic  that  "the  Wall"  behind 
which  these  countries  existed  for  years  may 
actually  have  protected  them  from  the 
preditory  exploitation  of  their  health  which  is 
being  orchestrated  by  U.S.  tobacco  interests! 
In  fact,  at  present,  30%  of  U.S.  cigarette 
production  finds  its  way  to  Poland,  Russia, 
Latin  America,  Africa,  and  especially  China. 
For  Philip  Morris  and  R.J.  Reynolds,  this  rep- 
resents over  50%  of  their  combined  sales,  up 
400%  at  a time  when  sales  at  home  are  static. 
This  is  not  to  discount  the  volume  of  ciga- 
rettes produced  abroad,  but  by  focused  mar- 
keting in  these  countries,  the  use  of  U.S. 
cigarettes  is  becoming  a status  symbol,  and 
the  product  is  highly  sought-after.  According 
to  the  World  Health  Organization,  there  are 
currently  1.1  billion  smokers  world-wide,  and 
this  contributes  to  the  deaths  of  about  3 
million  people  each  year.  If  the  rate  of  in- 
creased use  continues  as  it  is  abroad,  by  the 
year  2025  there  will  be  10  million  deaths  per 
year  as  predicted  by  Oxford  University  re- 
searcher Richard  Peto,  a leading  mortality 
authority.  In  China  alone,  there  presently  are 
300  million  smokers  by  conservative  esti- 
mates, and  this  excludes  women  and  young 
people.  The  number  of  cigarettes  consumed 
in  China  per  year  rose  260%  between  1970 
and  1990,  while  consumption  in  the  U.S. 
declined  by  1 7%  in  the  past  decade. 

The  movement  by  American  tobacco  com- 
panies into  foreign  markets  does  not  signal  a 
concession  of  their  home  territory,  however. 


Christopher  C.  Caudill,  M.D. 


Intense  marketing  efforts  continue  to  be  evi- 
dent, but  there  also  appears  to  be  a not  so 
subtle  shift  in  focus  toward  more  vulnerable 
groups  such  as  adolescents  and  minorities. 
Consequently,  while  overall  sales  are  down, 
use  statistics  for  grades  9 thru  12  reflect  an 
alarming  increase.  In  1991,  27.5%  were  cur- 
rent smokers;  in  1993,  30.5%;  and  in  1995, 
the  figure  rose  to  nearly  35%!  The  smoking 
rate  among  black  males  has  nearly  doubled 
since  1991.  77%  of  students  reported  that 
they  bought  their  cigarettes  at  stores  without 
being  required  to  show  proof  of  age.  As 
former  Surgeon  General  C.  Everett  Koop  has 
said:"  They  are  hooking  whole  new  genera- 
tions. Once  you  hook  the  young  generation, 
that's  it!"  They  are  recruiting  new,  youthful 
users  to  replenish  the  ranks  of  adults  who  die 
from  the  habit  or  quit. 

Our  Federal  Government  has  not  been 
inactive  in  the  conflict.  In  1994,  the  budget 
for  the  Office  on  Smoking  and  Health  was 
doubled  to  $20  million  and,  in  1992,  Con- 
gress enacted  the  so-called  Synar  Amend- 
ment. The  latter  required  states  to  enforce 
youth  access  laws  and  set  goals  for  retail 
merchants'  compliance,  or  to  face  the  loss  of 
federal  money  for  mental  health  and  sub- 
stance abuse  services.  The  bill  was  initially 
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opposed  by  the  tobacco  industry,  but  later 
hailed  as  a reasonable  final  rule  which  would 
eliminate  the  need  for  FDA  regulations.  En- 
forcement was  so  flexible  at  the  state  level 
that  the  industry,  seizing  upon  the  laxness  of 
the  standards,  has  introduced  or  has  threat- 
ened to  introduce  "preemption"  legislation  to 
prevent  local  municipalities  from  passing  regu- 
lations more  stringent  than  those  in  force  at 
the  state  level.  These  broad  preemptions  mean 
that  clean  indoor  air  laws,  bans  on  free  sam- 
pling, billboard  bans,  etc.,  are  effectively  cut 
off.  The  threat  of  such  legislation  in  Nebraska 
in  1995  foiled  passage  of  LB  1105  which 
would  have  banned  billboard  advertising  of 
tobacco  products  from  the  immediate  area 
around  schools. 

Still,  the  industry  has  its  problems  as  wit- 
nessed by  lawsuits  brought  by  several  states 
to  reclaim  Medicaid  dollars  consumed  in  the 
treatment  of  tobacco-related  illnesses.  The 
Liggett  group  settled  with  these  states  out  of 
court.  The  California  Supreme  Court  ruled 
that  RJR  must  stand  trial  in  a suit  claiming  it 
targeted  children  through  its  "Joe  Camel"  ad- 
vertisements. In  1 995,  Maryland  banned  smok- 
ing in  most  workplaces.  Earlier  in  1995,  New 
York  banned  smoking  in  most  public  and 
work  places,  including  restaurants  with  seat- 
ing for  more  than  35.  The  U.S.  Fourth  Circuit 
Court  of  Appeals  upheld  a ban  on  tobacco 
and  alcohol  billboards  in  the  city  of  Balti- 
more. The  Brown  and  Williamson  papers 
earned  their  own  edition  of  the  JAMA  in 
1995,  and  JAMA  featured  articles  on  eco- 
nomics of  tobacco,  youth  access,  exposure 
to  environmental  tobacco  smoke,  among  oth- 
ers in  1 996.  The  AMA  has  joined  with  OSF1A, 
the  American  Cancer  Society  and  other  anti- 
tobacco groups  to  battle  the  industry.  With  a 
grant  from  The  Robert  Wood  Johnson  Foun- 
dation, the  AMA  will  be  providing  to  physi- 
cians across  the  country  copies  of  the  smok- 
ing cessation  clinical  practice  guideline.  Fi- 
nally, AMA  leadership  was  present  to  support 
President  Clinton  and  FE)A  Commissioner 
David  Kessler,  M.D.,  when  nicotine  was  de- 
clared to  be  an  addicting  drug,  and  regula- 
tions for  advertising,  promotion,  distribution, 
and  marketing  of  tobacco  products  were  pro- 
posed. 

The  AMA  and  The  Robert  Wood  Johnson 
Foundation  have  facilitated  the  formation  of 
State  Coalitions  for  SmokeLess  States  using  a 
2 year  grant.  17  states  including  Nebraska 
have  participated  to  date,  and  a second,  4 


year  grant  is  being  prepared.  In  our  state, 
there  are  12  local  tobacco-free  coalitions 
serving  14  counties.  The  goal  has  been  to 
develop  grassroots  support  for  policy  change 
that  will  reduce  tobacco  use.  This  group  coor- 
dinates the  efforts  of  10  agencies  in  tobacco 
prevention/cessation  activities;  provided  edu- 
cation and  information  to  help  defeat  two 
attempts  to  pass  preemption  legislation;  as- 
sisted in  training  for  cessation  programs;  sup- 
ported prevention  programs  for  students  and 
special  populations;  and  increased  press  cov- 
erage of  the  tobacco  issues.  These  efforts  are 
important  since  in  Nebraska,  in  1994,  there 
were  2,484  tobacco-related  deaths;  in  1994, 
17%  of  all  deaths  were  tobacco-related;  to- 
bacco cost  Nebraskans  $385,887,871  in 
1994;  in  1995,  38%  of  Nebraska's  9th  thru 
12th  graders  smoked  at  least  once  in  the 
previous  30  days.  1 8%  have  used  "spit",  chew- 
ing tobacco  in  the  past  30  days.  20%  of  all 
Nebraska  adults  use  tobacco  products.  To- 
bacco use  has  been  related  to  an  increased 
incidence  of  impotence,  sterility,  Sudden  In- 
fant Death  Syndrome,  and  spontaneous  abor- 
tion. In  developed  countries,  where  tobacco 
has  been  used  for  several  decades,  30  to  40% 
of  all  cancer  in  males  is  attributable  to  to- 
bacco use;  in  developing  nations,  about  1 0%. 
Across  the  world,  tobacco  use  causes  at  least 
15%  of  cancer  cases  (1.1  million/year).  This 
cause  needs  the  participation  of  the  NMA 
and  its  Alliance.  There  are  messages  to  be 
presented,  and  there  is  legislation  to  be  spon- 
sored or  supported.  As  role  models,  we  must 
serve  as  examples  for  our  youth  and  give 
voice  to  the  cause.  We  as  physicians  must  be 
involved  publicly,  but  in  addition,  we  must 
actively  seek  out  the  smokers  who  come  to 
us  as  patients  with  or  without  tobacco-related 
illnesses  and  convince  them  of  the  need  to 
stop  smoking  and  help  them  to  do  so  through 
ongoing  encouragement  and  the  use  of  all 
available  cessation  methodology. 

The  NMA's  Commission  on  Legislation  and 
Governmental  Affairs  and  our  Committee  on 
Public  Health  Issues  are  formulating  the  in- 
volvement of  your  association  in  the  "War." 
We  will  be  introducing  our  own  legislation  as 
well  as  joining  with  other  anti-tobacco  activ- 
ists in  supporting  measures  which  were  not 
acted  upon  in  1 996.  We  will  give  you  and  our 
Alliance  members  direction  and  opportunity 
to  become  personally  involved  in  this  most 
important  public  health  issue.  We  must  com- 
mit to  help  adults  to  stop;  we  absolutely  must 
save  our  children  from  starting! 
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EDITORIAL 


Doctor,  "What  About  that  Article  in  the  Paper?" 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

Orthopaedic  Surgery,  Foot  & Ankle,  Sports  Medicine 
7710  Mercy  Road,  Suite  224  • Omaha,  NE  681 24 
(402)  399-8550  • FAX  (402)  339-8455 


For  all  of  us  in  the  practice  of  medicine 
there  is  not  a day  that  passes  without  a ques- 
tion from  a patient  regarding  a recent  report 
on  a new  medical  treatment  or  procedure 
and  whether  they  are  a candidate  for  it.  These 
reports  are  headlined  in  the  daily  newspaper, 
the  local  TV's  medical  section,  and  of  course, 
the  national  media.  These  new  "medical  break- 
throughs" may  also  be  reported  in  physician 
or  hospital  advertisements  or  in  local  color 
interviews  spotlighting  physicians  in  the  com- 
munity. Although  the  problem  initially  was 
small,  it  has  now  grown  to  be  a daily  occur- 
rence. I think  it  is  important  that  we  learn  the 
correct  responses  to  patient's  questions  re- 
garding treatments  "announced"  in  the  media. 

In  years  past  the  physician's  answer  might 
have  been  "you  can't  believe  everything  you 
read  in  the  newspaper".  "Lack  of  proven  data 
and  limited  availability"  has  been  our  response 
in  the  past  few  years. 

The  problem  has  now  become  more  com- 
plex because  of  pharmaceutical  advertising  in 
the  lay  press.  At  a recent  luncheon  for  the 
editorial  board  of  the  Nebraska  Medical  Jour- 
nal we  were  informed  that  the  journal  cannot 
find  as  many  pharmaceutical  companies  to 
advertise  in  the  journal.  This  is  not  just  our 
Nebraska  State  Medical  Journal  but  all  medi- 
cal journals.  The  pharmaceutical  companies 
have  now  found  that  it  is  more  cost  effective 
for  them  to  advertise  in  the  lay  literature  and 
let  the  patient  suggest  their  product  to  the 
physician  rather  than  wait  for  the  physician  to 
learn  about  it  in  the  medical  literature.  Right 
or  wrong  this  is  a sign  of  the  times.  The 
question  is  how  to  respond.  Simply  being 
upset  and  criticizing  the  pharmaceutical  com- 
panies or  the  lay  press  won't  do  any  more 
(although  justified  in  some  instances).  Like  it 
or  not  the  public  is  thirsting  for  medical  infor- 
mation because  of  their  tremendous  obses- 
sion with  health  and  the  news  media  is  more 
than  willing  to  supply  their  need. 

A question  was  raised  by  one  of  our  mem- 
bers at  a recent  Nebraska  State  Orthopaedic 


Society  meeting  as  to  a response  from  the 
Nebraska  State  Orthopaedic  Society  to  a spe- 
cific treatment.  The  issue  was  the  use  of 
articular  cartilage  implantation  as  an  alterna- 
tive for  premature  degenerative  arthritis  of 
weight  bearing  joints.  Although  most  of  the 
orthopedists  in  the  state  have  been  confronted 
by  patients  regarding  its  efficacy,  the  reality  is 
that  most  of  us  were  not  knowledgeable 
whether  it  was  truly  efficacious,  whether  it 
had  been  FDA  approved,  and  even  where  it 
was  available.  Much  of  the  information  we 
had  was  from  the  same  lay  press  that  the 
patients  had  read.  Because  of  the  inquiries 
from  its  members  the  American  Academy  of 
Orthopaedic  Surgeons  appointed  a commit- 
tee to  review  the  procedure  and  eventually 
an  Advisory  Statement  was  produced  regard- 
ing this  procedure.  Although  it  has  tremen- 
dous future  implications  and  possibilities,  it  is 
by  no  means  proven  and  is  not  readily  avail- 
able to  the  general  public  at  this  point. 

Certainly  this  example  is  not  new  and  all  of 
you  in  your  various  specialties  have  seen  this 
same  type  of  policy  statement  pattern.  Since 
the  questions  are  becoming  so  frequent,  we 
as  physicians  need  to  examine  the  mecha- 
nisms for  producing  standardized  positions 
on  medical  "breaking"  news.  Probably  the 
easiest  format  will  be  the  national  specialty 
organizations.  There  may  also  be  a need  for 
a response  on  a state  or  local  medical  society 
level.  The  state  and  local  medical  societies 
have  become  more  and  more  involved  with 
the  changing  health  care  distribution  prob- 
lems. We  as  physicians  cannot  lose  sight  of 
our  role  as  providers  and  protectors  of  the 
patient's  health.  For  that  reason  we  have  a 
responsibility  to  educate  ourselves  first,  then 
inform  the  public  in  a logical  and  accurate 
manner. 

I would  again  caution  all  of  us  not  make 
statements  to  patients  before  getting  all  of  the 
facts.  I feel  that  a position  statement  after 
careful  review  is  a much  better  response  than 
an  anecdotal  response  from  individual  physi- 
cians. 
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LETTER  TO  THE  EDITOR 


RICHARD  A.  RAYMOND,  M.D., 

Clarkson's  Family  Practice  Residency  Program 


Dear  Dr.  Gelber: 

Dr.  Lynn  Crosby's  editorial  in  the  July  Journal 
regarding  the  necessity  of  increasing  the  focus 
on  musculoskeletal  problems  in  medical  school 
and  residency  training  as  a result  of  managed 
care  and  the  designation  of  Primary  Care  Pro- 
vider could  be  applied  to  all  areas  of  specialty 
training  for  PCPs.  The  PCPs  of  the  future  will  be 
financially  penalized  for  over-utilization  of  spe- 
cialists in  areas  they  are  not  qualified  to  handle, 
and  their  patients  will  be  penalized  if  the  PCP 
delays  referral  when  quality  of  care  dictates. 

However,  I do  not  agree  with  the  editorial  as 
it  relates  to  orthopaedics  in  its  entirety.  I dis- 
agree with  Dr.  Crosby's  statement,  "most  medi- 
cal personnel  would  agree  that  the  orthopedist 
is  the  primary  care  physician  for  musculoskel- 
etal problems."  He  then  describes  spending 
health  care  dollars  for  EMCs,  MRIs,  bone  scans, 
etc.  This  is  not  primary  care  - this  is  specialty 
care  requiring  extensive  diagnostic  testing  and 
therapeutics.  Well-trained  family  physicians  di- 
agnose and  treat  the  great  majority  of 
orthopaedic  problems  that  present  in  their  clin- 
ics and  E.R.'s  and  refer  those  few  that  fail  to 
respond  or  have  problems  that  require  spe- 
cialty care. 

The  statement  that  only  one  month  of  family 
practice  residency  training  out  of  36  is  devoted 
to  orthopaedics  is  also  misleading.  Family  prac- 
tice residents  average  three  clinic  days  per 


week  for  these  36  months,  providing  continuity 
of  care  to  their  own  panel  of  patients.  These 
clinic  visits  include  musculoskeletal  problems 
with  supervision  of  care  and  teaching  provided 
either  by  family  practice  faculty,  or  orthopaedists 
if  referral  is  necessary.  Their  E.R.  rotations, 
rheumatology,  rural  rotations,  etc.,  all  include 
orthopaedic  experiences,  plus  didactic  lectures, 
athletic  event  coverage  and  other  sports  medi- 
cine activities.  The  RRC  for  family  practice 
requires  one  month  of  a block  rotation  only  as 
a minimum  of  training  - the  required  elements 
to  be  taught  in  orthopaedics  require  much 
more  than  can  be  taught  in  one  month.  At 
Clarkson  Hospital's  Family  Practice  Residency, 
we  require  two  months  of  orthopaedic  block 
rotations  because  we  share  Dr.  Crosby's  con- 
cerns. 

Lastly,  I disagree  with  the  statement  that  1 8% 
of  all  visits  to  PCPs  are  for  musculoskeletal 
disorders.  The  AAFP  annually  publishes  exten- 
sive statistics  regarding  family  practice.  The 
most  recent  data  reveals  that  the  tenth  most 
frequent  diagnosis  in  a family  practice  office  is 
sprains  and  strains,  comprising  2%  of  visits,  with 
osteoarthritis  ranking  18th  for  1%  of  all  visits. 
No  other  musculoskeletal  disorders  appear  in 
the  top  20  diagnosis. 

With  a clearer  picture  of  the  facts,  perhaps 
the  title  of  July's  editorial  should  be  changed 
from  "Can  We  Change  the  System"  to  "Do  We 
Need  to  Change  the  System". 
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ORIGINAL  ARTICLE 


Physician  Assistant  Practice 


The  Nebraska  Academy  of  Physician  Assistants 
PO  Box  31280,  Omaha,  NE  68131 


THE  physician  assistant  profes- 
sion is  nearly  thirty  years  old. 
In  its  short  history,  PA's  have 
had  an  important  impact  on  the  delivery  of 
quality  medical  care.  Approximately  25,700 
physician  assistants,  or  PAs,  are  currently  prac- 
ticing in  the  United  States  and  291  are  in 
Nebraska.1-2  Many  physicians,  however,  have 
never  interacted  professionally  with  PAs  in 
medical  school,  residency  or  practice.  The  pur- 
pose of  this  article  is  to  acquaint  physicians  with 
the  PA  profession  and  describe  the  relationship 
between  physicians  and  PAs. 

Physician  assistants  are  licensed  health  care 
professionals  who  practice  medicine  with  phy- 
sician supervision.  They  perform  a wide  variety 
of  medical  and  surgical  services,  as  delegated 
to  them  by  their  supervising  doctors,  that  were 
traditionally  provided  by  physicians.  In  fact,  the 
literature  indicates  that  PAs  can  supplement 
from  75  to  90  percent  of  primary  care  physician 
services.3  Although  they  are  dependent  practi- 
tioners, they  do  exercise  a degree  of  autonomy 
in  the  diagnosis  and  treatment  of  illness.  They 
can  be  found  practicing  medicine  in  diverse 


settings  — from  remote  rural  communities  to 
cities  and  from  primary  care  to  surgical  subspe- 
cialities. Of  291  Nebraska  PAs  recently  sur- 
veyed, 69  percent  work  in  Family  Medicine  and 
80  percent  work  in  Primary  Care  (FM,  Int  Med, 
Peds,  Ob/Gyn).  Thirty-four  percent  work  in 
towns  of  less  than  5,000  population,  44  percent 
work  in  towns  of  less  than  10,000,  57  percent 
work  in  towns  of  less  than  25,000  (Table  1). 
Twenty  percent  staff  satellite  clinics. 

EDUCATION 

The  PAs  education,  like  the  physician's,  in- 
cludes both  classroom  and  clinical  elements. 
The  average  PA  program  requires  over  25 
months,  or  108  weeks,  compared  to  the  medi- 
cal school  average  of  1 53  weeks.  The  majority 
of  PA  students  have  a bachelor's  degree  and 
more  than  four  years  of  experience  in  another 
health  care  discipline  before  entering  a pro- 
gram.4 Generally,  the  first  12  months  of  PA 
education  consists  of  didactic  training  in  medi- 
cal science.  The  last  1 3 months  consist  of  clini- 
cal rotations  where  the  students  are  -involved 
with  direct  patient  care. 


TABLE  1 

PHYSICIAN  ASSISTANTS  WORKING  IN  NEBRASKA 

January  1996 


UNIVERSITY  OF  NEBRASKA 

POPULATION 

MEDICAL  CENTER 

OF  PRACTICE  COMMUNITY 

Specialty 

Graduates 

Nongraduates 

<5K 

6-10K 

10-15K 

>26K 

Family  Medicine 

138 

62* 

96 

27 

21 

55 

Internal  Medicine 

13 

6 

0 

1 

5 

13 

Internal  Medicine  - Subspecialty 

11 

2 

0 

0 

0 

13 

Pediatrics 

9 

4 

0 

1 

1 

11 

OB/Gyn 

3 

0 

0 

0 

2 

1 

Orthopedics 

9 

2 

0 

0 

2 

9 

General  Surgery 

0 

2 

0 

1 

0 

1 

Surgical  Subspecialty 

5 

1 

0 

0 

1 

5 

Other  Subspecialty 

16 

8 

3 

0 

3 

18 

Totals 

204 

87 

99 

30 

35 

126 

*One  nongraduate  does  locum  tenens;  therefore,  no  town  size  indicated 


’Reprints  request  and  correspondence  to:  Michelle  DiBaise,  718 
N.  1 54th  Street,  Omaha,  NE  68154. 
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Upon  graduation,  a PA  must  pass  the  na- 
tional certifying  examination  developed  by  the 
National  Board  of  Medical  Examiners  and  ad- 
ministered by  the  independent  National  Com- 
mission on  Certification  of  Physician  Assistants 
(NCCPA).  Passage  of  this  examination  gives  the 
PA  the  right  to  use  the  designation,  "PA-C"  or 
physician  assistant  certified.  In  order  to  main- 
tain this  certification,  the  PA  must  log  a mini- 
mum of  100  hours  of  continuing  medical  edu- 
cation (CME)  every  two  years  and  retake  a 
written  examination  every  six  years. 

PRACTICE 

In  39  states,  Guam,  and  the  District  of  Colum- 
bia, physician  assistants  are  permitted  to  pre- 
scribe medications.  PAs  have  prescriptive  privi- 
leges in  Nebraska.  Other  rules  and  regulations 
for  PA  practice  vary  from  state  to  state.  For 
more  information  on  rules  and  regulations  in 
Nebraska,  contact  the  State  Board  of  Medical 
Examiners  at  the  Department  of  Health,  Divi- 
sion of  Professional  and  Occupational  Licensure, 
Nebraska  State  Office  Building,  PO  Box  95007, 
Lincoln,  NE  98509-5007,  (402)  471-21 1 5. 

Recent  studies  indicate  that  in  many  practice 
settings  PAs  are  being  underutilized.  Research 
conducted  by  Kaiser  Permanente  suggests  that 
this  is  partially  due  to  the  comfort  level  of 
physicians  in  delegating  medical  tasks  to  PAs.5 
Another  study,  conducted  by  the  Veterans  Ad- 
ministration, also  revealed  that  the  supervising 
physician's  attitude  and  style  of  delegation  of 
tasks  was  a greater  factor  in  the  utilization  of 
PAs  than  the  physician  assistant's  education 
and  clinical  skills  level.6 

Because  physician  assistants  are  dependent 
practitioners  and  their  utilization  and  effective- 
ness are  related  to  the  supervising  physician, 
the  American  Medical  Association  recently  re- 
leased guidelines.  For  Physician/Physician  As- 
sistant Practice.7  These  guidelines  are  also  en- 
dorsed by  the  American  Academy  of  Physician 
Assistants.  They  are  as  follows: 

1 . The  physician  is  responsible  for  manag- 
ing the  health  care  of  patients  in  all 
practice  settings. 

2.  Health  care  services  delivered  by  physi- 
cians and  Physician  Assistants  must  be 
within  the  scope  of  each  practitioner's 
authorized  practice  as  defined  by  state 
laws. 

3.  The  physician  is  ultimately  responsible 
for  coordinating  and  managing  the  care 
of  patients  and,  with  the  appropriate 


input  of  the  Physician  Assistant,  ensur- 
ing the  quality  of  health  care  provided 
to  patients. 

4.  The  physician  is  responsible  for  the 
supervision  of  the  Physician  Assistant  in 
all  settings. 

5.  The  role  of  the  Physician  Assistant(s)  in 
the  delivery  of  care  should  be  defined 
through  mutually  agreed  upon  guide- 
lines that  are  developed  by  the  physi- 
cian and  the  Physician  Assistant  and 
based  on  the  physician's  delegatory 
style. 

6.  The  physician  must  be  available  for 
consultation  with  the  Physician  Assis- 
tant at  all  times  either  in  person  or 
through  telecommunication  systems  or 
other  means. 

7.  The  extent  of  the  involvement  by  the 
Physician  Assistant  in  the  assessment 
and  implementation  of  treatment  will 
depend  on  the  complexity  and  acuity  of 
the  patient's  condition  and  the  training, 
experience  and  preparation  of  the  Phy- 
sician Assistant  as  adjudged  by  the  phy- 
sician. 

8.  Patients  should  be  made  clearly  aware 
at  all  times  whether  they  are  being 
cared  for  by  a physician  or  a Physician 
Assistant. 

9.  The  physician  and  Physician  Assistant 
together  should  review  all  delegated 
patient  services  on  a regular  basis,  as 
well  as  the  mutually  agreed  upon  guide- 
lines for  practice. 

10.  The  physician  is  responsible  for  clarify- 
ing and  familiarizing  the  Physician  As- 
sistant with  his  supervising  methods 
and  style  of  delegating  patient  care. 

Copies  of  the  guidelines  can  be  obtained  by 
contacting  the  American  Academy  of  Physician 
Assistants  Public  Affairs  office  at  703/836-2272 
ext.  3505. 

QUALITY  AND  PRODUCTIVITY 

Several  recent  studies  have  examined  the 
quality  of  health  care  provided  by  physician 
assistants.  Sox  reviewed  data  from  over  one 
dozen  studies  of  the  clinical  performance  of 
PAs  and  concluded  that  the  care  they  provided 
was  "indistinguishable"  from  the  care  provided 
by  physicians.8  The  Congressional  Office  of 
Technology  Assessment  concluded  that  the 
quality  of  care  by  non-physician  practitioners  is 
"equivalent  to  the  quality  of  comparable  ser- 
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vices  provided  by  physicians"9.  A recent  article 
in  IAMA  reiterated  these  findings.'0  The  JAMA 
article  also  examined  indirect  indicators  of  qual- 
ity, such  as  physician  acceptance  and  patient 
satisfaction;  these  parameters  also  reflect  PAs 
in  a favorable  manner.10  The  Department  of 
Health  and  Human  Resources'  Physician  Assis- 
tants in  the  Health  Workforce  Report  of  1994 
cited  a high  level  of  patient  acceptance  and 
satisfaction  with  the  care  by  PAs.11 

A recent  report  by  the  American  Medical 
Association  regarding  PAs  employed  by  solo 
physicians  examined  their  effect  on  physician 
productivity  and  other  practice  characteristics.12 
The  findings  suggested,  "The  incentives  for  em- 
ploying non-physician  practitioners  include  in- 
creases in  net  income  and  physician  productiv- 
ity — office  visits  per  hour,  and  visits  in  all 
settings,  both  on  a weekly  and  yearly  basis.  By 
employing  non-physician  practitioners,  solo 
physicians  were  able  to  expand  the  scale  of 
their  practices  and  provide  greater  access  to 
care."  Another  recent  study  suggests  that,  al- 
though PAs  generally  do  not  see  as  many 
patients  per  year  as  family  practice  physicians, 
their  "lower  average  salary  and  productivity 
make  them  economical  providers".13 

In  conclusion,  physician  assistants  are  pro- 
viding quality,  cost-effective  health  care  with 
the  supervision  of  physicians.  They  are  depen- 
dent health  care  practitioners  trained  in  a medi- 
cal model.  They  are  members  of  the  health  care 
team,  yet  capable  of  exercising  a varied  degree 
of  autonomy  in  medical  decision  making.  In  the 
provision  of  quality  health  care  for  the  citizens 
of  Nebraska,  physician  assistants  are  profes- 
sional assets. 
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Sphenopalatine  Ganglion  Block  Relieves  Symptoms 
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INTRODUCTION: 

Trigeminal  neuralgia  (tic 
douloureux)  is  a characteris- 
tic facial  pain  with  the  follow- 
ing common  features:  (1)  abrupt,  paroxysmal 
occurrence;  (2)  minimal  local  stimuli  trigger 
pain  to  the  affected  side  of  face;  (3)  almost 
always  unilateral  appearance;  and  (4)  affects 
area  supplied  by  the  trigeminal  nerve.1  Pain  is 
confined  mainly  to  the  area  supplied  by  the  2nd 
and  3rd  division  of  the  trigeminal  nerve. 

The  pain  associated  with  trigeminal  neural- 
gia can  be  described  as  sharp,  shooting,  or 
electric  shock-like.2  In  the  early  stages,  the  pain 
episodes  last  several  seconds  to  several  min- 
utes.3 Some  patients  may  be  symptom  free  for 
months  or  even  years.  However,  as  time  goes 
on,  exacerbations  become  more  frequent  and 
severe  with  fewer  and  shorter  periods  of  remis- 
sion. Eventually,  the  patient  may  experience  up 
to  50  attacks  daily,  with  attacks  lasting  up  to  an 
hour  or  more,  during  which  time  patients  are 
more  often  than  not  in  constant  pain.3-4 

The  exact  etiology  of  this  disorder  remains  to 
be  defined.5  Fromm  has  postulated  that  the 
cause  of  trigeminal  neuralgia  can  be  consid- 
ered to  have  a peripheral  etiology  but  with  a 
central  pathogenesis.4  Another  author  described 
trigeminal  neuralgia  as  originating  by  central 
and  peripheral  theories.  The  central  theory  links 
the  similarity  of  trigeminal  neuralgia  to  focal 
epilepsy  and  neuronal  hyperactivity.  The  pe- 
ripheral theory  describes  changes  in  peripheral 
nerve  sensitivity  secondary  to  alterations  in  the 
trigeminal  nerve  myelin  and  axons.  Noxious 
stimuli  can  easily  aggravate  these  altered  nerves, 6 
such  as  wind,  touch,  talking,  chewing,  swallow- 
ing, and  brushing  teeth.  Since  these  activities 
trigger  attacks,  these  patients  are  usually  under- 
nourished and  have  poor  oral  hygiene.1'5 

Although  trigeminal  neuralgia  can  present  in 
any  age  group,  it  usually  affects  women  more 
than  men,  and  occurs  mainly  in  the  50-60  year 
age  group  or  later.2  Diagnosis  of  this  disorder  is 


entirely  clinical,  based  primarily  upon  patient 
history.  Therefore,  it  is  of  prime  importance  to 
obtain  specific  details  from  the  patient  regard- 
ing onset,  duration,  location,  radiation,  fre- 
quency and  level  of  pain  experienced  during  an 
attack.4 

Medical  management  of  trigeminal  neural- 
gia has  traditionally  included  monotherapy 
phenytoin  (Dilantin),  carbamazepine  (Tegretol) 
or  baclofen  (Lioresal).1 7 Other  pharmacologic 
options  included  clonazepam  (Klonopin), 
valproic  acid  (Depakene,  Depakote),  or 
primozide  (Orap).7  Carbamazepine  is  regarded 
by  many  as  the  drug  of  first  choice  for  initial  and 
long-term  management.8  Treatment  with 
carbamazepine  or  phenytoin  appears  to  be 
effective  in  80%  of  patients.9  Combination 
therapy  may  represent  an  additional  option  for 
patients  not  responding  to  monotherapy.  Drugs 
that  relieve  the  pain  of  trigeminal  neuralgia 
depress  the  action  potentials.  Carbamazepine 
and  phenytoin  both  block  sodium  channels. 
Baclofen,  carbamazepine,  and  phenytoin  de- 
press excitatory  transmission  at  the  synaptic 
level.5  Anticonvulsants,  such  as  carbamazepine 
and  phenytoin,  often  achieve  long  term  pain 
control  with  negligible  morbidity;  therefore,  the 
most  conservative  approaches  are  most  often 
implemented. 

Following  ineffective  attempts  at  drug 
therapy,  surgery  may  be  considered  in  an  at- 
tempt to  control  pain.  Surgical  techniques  in- 
clude: microvascular  decompression, 

radiofrequency  and  chemical  gangliolysis  using 
stereotactic  techniques,  and  rhizotomy.  The 
classic  surgical  procedure  is  temporal  trigemi- 
nal rhizotomy.  The  effects  can  be  devastating 
because  the  surgery  is  destructive  in  nature.5 


‘Reprints  request  and  correspondence  to:  Antonio  P.  Manahan, 
M.D.,  Immanuel  Rehabilitation  Center,  Immanuel  Medical  Cen- 
ter, 6901  N.  72nd  Street,  Omaha,  NE  68122,  Phone:  (402)  572- 
2295,  Fax:(402)572-2632. 
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Another  surgical  approach  is  percutaneous 
rhizotomy.  This  procedure  is  considered  the 
procedure  of  choice.  Percutaneous  rhizotomy 
is  associated  with  lower  incidences  of  compli- 
cations and  longer  lasting  results.  It  is  important 
to  note  that  this  procedure  is  destructive  and 
results  in  sensory  losses  in  26%  of  all  patients 
undergoing  the  procedures.  Sensory  loss  is 
noted  in  the  ophthalmic  division  and  can  result 
in  corneal  ulcerations.  With  this  procedure  it  is 
noted  that  up  to  1 5%  of  all  patients  will  experi- 
ence reocurrence  of  pain  and  require  addi- 
tional therapy.5 

This  paper  reports  a case  of  a patient  with 
trigeminal  neuralgia,  unresponsive  to  conven- 
tional treatment,  who  was  administered 
bupivacaine  to  produce  sphenopalatine  gan- 
glion block  (SPCB). 

CASE  REPORT 

DS,  a 56  year  old  white  female  (5'6",  1 50  lb.), 
developed  a sharp  pain  which  was  described  as 
lightning-type  in  the  right  cheek  and  right 
nasolabial  fold,  while  vacationing  in  Florida  on 
August  19,  1992.  The  pain  occurred  daily  and 
was  brought  about  by  talking,  touching  her 
cheek,  brushing  her  teeth,  and  sometimes  by 
eating.  The  pain  came  and  went,  lasting  only  for 
a few  seconds.  It  was  sometimes  followed  by  a 
muscle  spasm  in  the  right  cheek  for  about  two 
to  three  minutes. 

Upon  returning  home  to  Nebraska,  she  saw 
her  dentist,  who  thought  this  was  brought  about 
by  an  infected  tooth.  The  patient  was  pre- 
scribed penicillin,  which  did  not  work.  She  was 
referred  to  a periodontist,  who  scraped  her 
teeth  and  performed  a root  canal  without  ad- 
equate results. 

In  September,  1992,  while  visiting  Pennsyl- 
vania, she  was  evaluated  by  a neurologist  who 
diagnosed  her  condition  as  trigeminal  neural- 
gia. She  was  started  on  carbamazepine  1 00  mg. 
three  times  daily  (with  a baseline  CBC).  She  was 
seen  for  follow-up  after  one  month.  An  MRI  of 
the  brain  was  performed,  which  was  normal.  All 
of  her  neurological  findings  had  always  been 
normal.  The  patient's  condition  improved  with 
carbamazepine  for  about  ten  days,  then  the 
pain  recurred.  Carbamazepine  was  increased 
to  500  mg  per  day,  but  she  developed  nausea 
and  headaches,  so  the  dose  was  decreased  to 
100  mg  three  times  a day  and  phenytoin  100 
mg  twice  a day  was  added.  The  patient  was  also 
given  Tylenol  with  codeine  #3  on  an  as  needed 
basis.  She  returned  home  and  was  maintained 


on  those  medications  until  late  December  1 992, 
when  the  condition  worsened  . She  returned  to 
her  hometown  neurologist,  who  had  been  fol- 
lowing her  condition.  The  patient  was  told  to 
double  her  phenytoin  dose,  but  within  a few 
days  she  developed  some  confusion  and  trem- 
ors. Following  admission  to  a local  hospital,  it 
was  found  that  she  had  a toxic  phenytoin  level 
so  the  drug  was  discontinued.  Following  inef- 
fective attempts  at  medical  treatment,  the  pa- 
tient was  referred  to  Immanuel  Rehabilitation 
Center.  The  patient  was  first  seen  at  the  author's 
(AM)  office  on  January  6,  1993  with  the  above 
history  and  normal  neurological  findings.  She 
was  having  tremors  in  the  right  hand  and  also 
on  the  right  side  of  her  lip.  Her  speech  was 
functional  and  she  had  a good  memory.  A 
spheno-palatine  ganglion  block  was  discussed 
and  the  patient  consented  to  this  treatment. 
The  initial  treatment  was  given  in  AM's  office, 
with  the  succeeding  nine  treatments  adminis- 
tered by  an  ENT  specialist  in  the  patient's  home- 
town. Relief  from  the  pain  came  after  the  sixth 
or  seventh  treatment.  Three  weeks  later,  all  of 
her  medications  had  been  discontinued  and 
she  was  pain  free.  The  patient  had  only  one 
brief  episode  of  short,  sharp  pain  while  brush- 
ing her  teeth  approximately  two  weeks  after  the 
last  block,  however,  that  episode  resolved  the 
same  day.  Follow-up  phone  calls  in  September 
1 994,  November  1 994,  and  June  1 995  revealed 
that  the  patient  remained  pain  free. 

DISCUSSION: 

The  sphenopalatine  ganglion  is  connected  to 
the  trigeminal  nerve  via  the  sphenopalatine 
nerves,  which  represents  the  largest  collection 
of  nerves  in  the  head  outside  of  the  brain  itself.10 
Ruskin  believed  the  sphenopalatine  ganglion 
was  part  of  the  pathogenesis  of  trigeminal 
neuralgia.  He  described  the  successful  use  of 
sphenopalatine  ganglion  block  for  trigeminal 
neuralgia  in  1 925. 12 

The  current  methods  of  treatment  are  based 
on  the  thought  that  trigeminal  neuralgia  results 
from  disturbances  in  the  trigeminal  root  entry 
zone.7  There  is  a defect  at  the  point  that  gener- 
ates repetitive  action  potentials.  Medications, 
such  as  phenytoin  and  carbamazepine,  that  are 
effective  in  suppressing  these  action  potentials 
are  useful  in  treating  this  disorder. 

The  patient  in  this  report  was  initially  man- 
aged with  carbamazepine  and  phenytoin  with 
good  results,  however,  eventually  suffered  from 
adverse  reactions  to  each  agent.  These  medica- 
tions are  often  difficult  to  manage  in  patients 
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because  of  their  propensity  to  cause  adverse 
effects  and  drug  interactions.1 1 Because  of  these 
problems  it  was  necessary  to  pursue  other 
treatment  options.  Sphenopalatine  ganglion 
nerve  block  was  considered  because  it  was 
lower  risk  and  has  fewer  complications  than 
surgical  procedures. 

The  clinical  use  of  sphenopalatine  ganglion 
block  for  a variety  of  pain  syndromes  of  the 
head  and  facial  area  dates  back  to  1908. 12 
SPGB  involves  introducing  a local  anesthetic 
soaked  cotton  tip  applicator,  using  a nasal 
speculum,  through  an  angle  perpendicular  to 
the  plane  of  the  face,  until  contact  is  made  with 
the  nasopharyngeal  mucosa  behind  the  middle 
turbinate.  Another  might  be  inserted  just  below 
the  first  one,  via  the  inferior  turbinate.  A second 
application  may  be  then  passed  via  the  oppo- 
site nostril  so  that  contact  can  be  made  behind 
the  middle  turbinate.  Care  must  be  observed 
with  using  wooden  shaft  applicators,  because 
they  may  splinter.  The  most  commonly  used 
local  anesthetic  agents  for  this  procedure  in- 
clude 4%  lidocaine  and  0.5%  bupivacaine.13 
The  applicators  are  left  in  place  for  30  minutes. 

Bupivacaine  (Marcaine)  is  a potent,  lipid 
soluble,  long-acting  amide-type  local  anesthetic. 
This  agent  has  been  utilized  to  produce  local 
and  regional  anesthesia  or  analgesia  for  surgi-' 
cal,  dental,  diagnostic,  and  obstetrical  proce- 
dures.1415 Systemic  adverse  reactions  to 
bupivacaine  in  dental  procedures  are  extremely 
rare.  Moreover,  bupivacaine  has  been  reported 
to  be  effective  for  chronic  facial  pain  syn- 
dromes.16 

In  this  particular  case,  previous  treatment 
had  been  ineffective.  Use  of  ten  treatments  by 
sphenopalatine  ganglion  block  resulted  in  relief 
of  symptoms.  While  spontaneous  remission  of 
symptoms  of  six  months  or  longer  has  been 
reported,1  this  patient  remained  pain  free  for  at 
least  30  months  after  treatment. 

The  exact  mechanism  of  sphenopalatine 
ganglion  block  in  the  treatment  of  trigeminal 
neuralgia  is  uncertain.  The  central  theory  of 
trigeminal  neuralgia  poses  a possible  mecha- 
nism for  how  the  sphenopalatine  ganglion  block 
may  work  and  is  supported  by  the  effectiveness 
of  carbamazepine  and  phenytoin.  Based  on  the 
central  theory,  it  is  felt  that  trigeminal  neuralgia 
is.  a focal  epileptic  activity  originating  in  the 
trigeminal  nucleus  in  the  pons.  Animal  experi- 
mental studies  demonstrate  epileptogenic 
agents  injected  into  the  trigeminal  nucleus  can 
cause  neuronal  hyperactivity  and  pain  syndrome 


in  cats  and  monkeys.6  Based  on  the  anatomic 
relationship,  it  is  believed  that  sphenopalatine 
ganglion  block  works  via  indirectly  blocking  the 
trigeminal  nucleus  via  the  sphenopalatine 
nerves,  then  through  the  trigeminal  nerve  and 
finally  blocking  the  presumed  epileptic-like  ac- 
tivities at  the  trigeminal  nucleus.  This  would 
have  a similar  ultimate  action  of  phenytoin  and 
carbamazepine,  however,  it  would  be  an  indi- 
rect pathway.  Because  of  this  possible  mecha- 
nism, the  authors  believe  the  procedure  could 
be  successfully  repeated  in  this  patient,  should 
the  trigeminal  neuralgia  recur. 

Sphenopalatine  ganglion  block  seems  to  be 
an  appropriate  option  for  difficult  to  manage 
pain  patients  where  alternate  treatment  has 
failed  and  when  surgery  is  not  an  option.  It  has 
low  medical  risk  and  is  well  tolerated  with  little 
or  no  side  effects.13  Based  on  the  above,  the  use 
of  bupivacaine  0.5%  for  sphenopalatine  gan- 
glion block  in  patients  with  trigeminal  neuralgia 
appears  to  deserve  further  study. 

SUMMARY: 

A 56  year  old,  white  female  with  a diagnosis 
of  trigeminal  neuralgia,  unresponsive  to  medi- 
cal therapy,  received  a sphenopalatine  gan- 
glion block  using  bupivacaine  0.5%.  A total  of 
ten  treatments  were  given.  The  patient  re- 
mained pain  free  as  of  30  months  after  initial 
treatment.  This  treatment  appears  to  be  effec- 
tive and  deserves  further  study. 
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COMMENT: 

Sphenopalatine  Ganglion  Block 

Doctor  Manahan,  et.  al.  recommended  local 
anesthetic  block  to  the  sphenopalatine  gan- 
glion as  treatment  for  trigeminal  neuralgia. 

Sphenopalatine  neuralgia,  known  in  the  clas- 
sical neurology  literature  as  Sluder's  Neuralgia 
has  been  well  described.1  It  has  been  consid- 
ered a variation  of  trigeminal  neuralgia.  There- 
fore, it  makes  sense  that  in  certain  cases  of 
trigeminal  neuralgia,  sphenopalatine  block  could 
provide  relief.  However,  since  trigeminal  neu- 
ralgia frequently  has  long  periods  of  spontane- 
ous remission,  we  cannot  be  sure  that  the 
author's  patient  responded  to  the  block  or  into 
spontaneous  remission. 


Percutaneous  trigeminal  rhizolysis  is  no  longer 
considered  the  procedure  of  choice  for  trigemi- 
nal neuralgia  among  some  of  the  neurosurgical 
community.  Posterior  fossa  approach  to  the 
trigeminal  nerve  usually  for  microvascular  de- 
compression, but  sometimes  for  partial  trigemi- 
nal rhizotomy,  is  a safe  and  very  effective 
procedure.  It  produces  excellent  relief  of  the 
trigeminal  neuralgia  with  minimal  sensory  loss.2 
We  have  had  excellent  success  with  these 
approaches  in  patients  as  old  as  age  97.  The 
complication  rate  has  been  low  and  mortality 
rate  is  approximately  1 .5%. 

The  classical  neurosurgical  approach  to  the 
trigeminal  ganglion  through  the  temporal  fossa 
has  been  supplanted  by  the  posterior  fossa 
operation.  However,  surgical  procedures  seem 
to  come  and  go  in  their  popularity,  and  perhaps 
new  variations  of  the  subtemporal  procedure 
will  come  forward. 

The  nerve  and  ganglionic  blocks  still  have  a 
place  in  patients  who  are  unable  to  undergo 
surgical  procedure,  but  their  applications  have 
become  more  and  more  limited. 

Dr.  Benjamin  R.  Gelber  M.D.,  Editor 
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Each  year  over  160,000  fractures  of  the 
spine  in  the  United  States  are  diagnosed.3 
The  most  common  site  is  the  thoracolumbar 
spine. 

Classification  of  spine  fractures  is  based 
on  division  of  the  spine  into  three  anatomic 
columns:  anterior,  middle,  and  posterior.1 
The  anterior  column  is  formed  by  the  ante- 
rior one-half  of  the  vertebral  body  and  the 
disk.  The  middle  column  includes  the  poste- 
rior one-half  of  the  vertebral  body,  disk  and 
the  posterior  longitudinal  ligament.  The  pos- 
terior column  comprises  all  structures  which 
lie  dorsal  to  the  posterior  longitudinal  liga- 
ment including  the  facet  joints  and  bony 
arch. 

The  three  major  types  of  spine  fractures 
include  compression  fractures,  burst  frac- 
tures, and  fracture  dislocations.1  Compres- 
sion fractures,  the  most  common  type,  are 
secondary  to  an  axial  load  with  a bending 
force  and  involve  the  anterior  column.  Burst 
fractures  have  a similar  mechanism  of  injury 
but  both  the  anterior  and  middle  columns 
are  disrupted.  These  fractures  are  often  as- 
sociated with  a retropulsed  fragment  of  bone 
into  the  spinal  canal  and  may  or  may  not 
involve  the  posterior  column.  Failure  of  all 
three  columns  with  displacement  is  a frac- 
ture dislocation  of  the  spine.  These  are  un- 
stable injuries. 

CASE  REPORT 

A forty  year  old  female  presented  to  St. 
Joseph  Hospital  emergency  department  by 
squad  after  falling  15  feet  off  a ladder.  On 
arrival,  the  patient  complained  of  pain  in  the 
chest,  right  shoulder  and  back. 

Physical  exam  revealed  focal  tenderness 
over  the  right  clavicle,  right  chest  wall,  and 
the  spine  at  the  thoracolumbar  junction.  No 
step-off  was  found  on  palpation  of  the  spine. 
Rectal  and  neurologic  examination  of  the 
lower  limbs  was  normal. 


Radiographs  revealed  a fracture  of  the 
right  clavicle,  multiple  right  sided  rib  frac- 
tures from  T4  to  T1  0,  and  a fracture  disloca- 
tion of  the  spine  at  T1 1-T12.  Figures  1 A and 
IB  demonstrate  28  degrees  kyphosis  and 
displacement  consistent  with  an  unstable 
fracture  dislocation  of  the  spine.  Computer- 
ized tomography  was  performed  for  further 
evaluation  revealing  fractures  of  all  three 
columns  (Figure  2). 


FIGURE  1 A 

Anteroposterior  view  of  an  unstable  fracture  dislo- 
cation at  T1 1-T1 2. 
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FIGURE  IB 

Lateral  view  of  an  unstable  fracture  dislocation  at 
T11-T12. 


FIGURE  2 

Sagittal  CT  view  showing  the  T11-T12  fracture 
dislocation  with  28-degrees  kyphosis. 


In  surgery  the  patient  was  carefully  placed 
in  the  prone  position  with  both  hips  and 
knees  flexed.  A longitudinal  incision  was 
made  in  the  midline  over  the  lower  thoracic 
spine.  Complete  disruption  of  the 
interspinous  ligaments  and  subluxation  of 
the  facet  joints  was  found  at  T1 1-12.  Pedicle 
screws  were  placed  at  T10,  Til,  LI,  and  L2 
and  used  as  tools  to  gently  reduce  spinal 
displacement.  An  AcroMed  variable  screw 
placement  (VSP)  plate  was  used  to  connect 
the  pedicle  screws  on  the  left.  Because  the 
plate  did  not  fit  the  screws  well  on  the 
opposite  side,  a 7mm  Isola  rod  was  used  on 
the  right  (Figure  3A).  Since  the  rod  crossed 
the  midline  at  the  top  of  the  construct,  the 
option  of  using  bilateral  rods  was  rejected 
(Figure  3B).  Posterior  elements  were  then 
decorticated  and  right  posterior  iliac  crest 
graft  was  harvested  for  posterolateral  fusion 
from  T10  through  L2. 


FIGURE  3A 

Anteroposterior  postoperative  views  showing  reduc- 
tion with  excellent  alignment. 

Postoperatively  the  patient  was  fitted  with 
a thoracolumbosacral  orthosis  (TLSO).  One 
week  postoperatively  she  reported  more  dis- 
comfort from  the  clavicle  fracture  than  from 
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FIGURE  3B 

Lateral  postoperative  views  showing  reduction 
with  excellent  alignment. 


her  lower  back.  She  progressed  rapidly  in 
physical  therapy  to  the  point  where  assistive 
devices  were  no  longer  necessary.  She  was 
discharged  on  the  12th  postoperative  day. 
Five  months  following  surgery,  she  was  pain 
free  and  doing  aerobic  exercises  one  to  two 
hours  a day.  She  was  instructed  to  continue 
wearing  the  TLSO  for  one  more  month. 

Discussion 

In  the  past,  burst  fractures  and  fracture 
dislocations  were  treated  with  casting,  brac- 
ing, or  long  segment  fixation.  Rod  and  hook 
constructs  such  as  Harrington  Instrumenta- 
tion were  used  to  provide  distraction  and 
internal  fixation  to  accomplish  reduction  and 
fusion.  Poor  control  of  the  anterior  column 
using  the  rod  and  hook  constructs  often 
resulted  in  inadequate  reduction  of  transla- 
tional displacement,  distraction  of  the  frac- 


ture, and  hook  disengagement  with  loss  of 
fixation.4  Poor  stability  of  the  construct  re- 
quired long  segment  fixation  with  sacrificed 
motion  segments.  Hospital  stays  averaged 
up  to  107  days.2 

Pedicle  screw  instrumentation  was  devel- 
oped to  preserve  motion  segments,  avoid 
long  fusions,  and  provide  a stable  construct. 
Our  patient  with  a T1 1 -T1  2 fracture  disloca- 
tion achieved  the  benefits  of  pedicle  fixa- 
tion: 1 . Control  of  the  unstable  segments;  2. 
Precision  during  reduction  of  the  fracture 
dislocation;  3.  Shorter  fusion  preserving 
motion  segments;  4.  Stability  allowing  early 
ambulation;  5.  Shorter  hospital  stay. 

The  choice  of  a rod  or  plate  as  the  longi- 
tudinal member  is  optional.  The  VSP  plate 
has  fewer  components  and  is  lower  profile. 
The  Isola  rod  allows  greater  control  in  re- 
duction of  deformities.  The  difference  in 
strength  of  the  Isola  rod  and  VSP  plate  is 
negligible.  AcroMed  does  offer  a plate-rod 
combination  (PRC)  longitudinal  member  that 
would  have  been  an  option  in  our  patient. 

In  spite  of  gross  instability  of  the  spine  at 
T11-T12  and  a neurologically  dangerous 
condition,  this  patient  was  able  to  return  to 
aerobic  activity  in  a few  months  without 
pain.  Pedicle  screw  fixation  has  become  a 
very  beneficial  tool  for  the  surgeon  treating 
unstable  fracture  dislocations  of  the  spine. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1 900  First  Bank  Building 
Lincoln,  NE  68508 


1 . What  is  the  American  Medical  Association's 
position  on  capital  punishment? 

An  individual's  opinion  on  capital  punish- 
ment is  the  personal  moral  decision  of  the 
individual.  A physician,  as  a member  of  a pro- 
fession dedicated  to  preserving  life  when  there 
is  hope  of  doing  so,  should  not  be  a participant 
in  a legally  authorized  execution.  A physician 
may  make  a determination  or  certificate  of 
death  as  currently  provided  by  law  in  any 
situation. 

Council  on  Ethical  and  ludicial  Affairs  of  the 
American  Medical  Association.  "Code  of  Medi- 
cal Ethics  Current  Opinions",  § 2.06  (1992) 

2.  I understand  that  transfers  to  my  grand- 
children may  incur  a generation-skipping 
transfer  tax  of  55%,  subject  to  certain 
exemptions.  How  can  I maximize  my  gen- 
eration-skipping transfer  tax  exemptions? 

In  addition  to  certain  annual  exemptions, 
an  individual  can  exempt  $1  million  of  asset 
transfers,  during  lifetime  and  at  death,  from  the 
generation-skipping  transfer  tax  ("GST  tax"). 
Use  of  this  exemption  can  provide  substantial 
benefits  to  successive  family  generations  by 
sheltering  the  property  from  transfer  taxation 
at  each  generational  level  over  the  course  of 
several  generations.  The  exempted  assets  will 
help  to  support  each  generation.  Any  surplus 
property  can  remain  in  trust  and  will  likely 
increase  substantially  in  value  (transfer  tax  free) 
from  one  generation  to  the  next. 

Proper  use  of  "intergenerational"  special 
powers  of  appointment  affords  tremendous 
flexibility  for  each  generation  to  direct  its  own 
dispositive  scheme.  Therefore,  "ruling  from  the 
grave"  comments  need  only  refer  to  the  stag- 
gering transfer  tax  savings,  not  the  inability  of 
each  successive  generation  to  control  its  own 
destiny. 

Nonexempted  generation-skipping  trans- 
fers are  taxed  at  a flat  55%  rate.  A fundamen- 
tal, but  often  violated,  principle  in  GST  tax 
planningfor  high  net  worth  individuals  requires 
the  use  of  a dispositive  scheme  which  maxi- 
mizes the  benefit  available  from  the  $1  million 
GST  tax  exemption  and  also  avoids  the  cre- 


ation of  generation-skipping  transfers  beyond 
the  exemption  amount.  In  effect,  you  isolate 
$1  million  in  assets  and  create  the  potential  for 
these  assets  to  pass  through  multiple  genera- 
tions of  the  family  (free  of  transfer  tax  at  each 
generational  level).  You  can  then  ensure  that 
other  assets  pass  to  the  family  in  a way  that 
avoids  the  55%  GST  tax. 

Although  the  GST  tax  exemption  is  not 
transferable  between  spouses,  the  first  spouse 
to  die  does  have  some  additional  flexibility  in 
using  the  exemption  for  property  passing  as 
part  of  a generation-skipping  transfer  if  a "QTIP" 
marital  trust  share  is  used.  Thus,  the  personal 
representative  of  the  estate  of  the  first  spouse 
to  die  may  elect  to  apply  $600,000  of  the  $1 
million  exemption  to  a nonqualifying  trust  share 
and  the  remaining  $400,000  to  assets  in  the 
"generation-skipping  exempt  QTIP"  trust  share. 
This  election  establishes  the  deceased  spouse 
as  the  transferor  of  the  "QTIP"  property  and 
fully  utilizes  his  or  her  GST  tax  exemption. 
Without  the  election,  the  marital  deduction 
would  have  automatically  "tagged"  the  surviv- 
ing spouse  (a  nongeneration-skipping  indi- 
vidual) as  the  transferor,  thereby  eliminating 
any  benefit  from  the  decedent's  remaining  $1 
million  GST  tax  exemption. 

Properly  structured,  the  use  of  the  $1  mil- 
lion GST  tax  exemption  can  generate  millions 
of  dollars  of  transfer  tax  savings  over  several 
generations — not  an  insignificant  consideration! 
* ★ ★ 

To  inquire  about  other  estate  planning  issues,  contact 
your  estate  planning  advisor,  or  to  receive  our  planning 
manual  entitled,  "Multigenerational,  Charitable  and  Re- 
tirement Planning  (Using  Wealth  to  Make  a Difference)", 
please  call  our  estate  planning  hotline  1-800-822-21 1 7,  or 
write  to:  Cline,  Williams,  Wright,  Johnson  & Oldfather, 
Attention  Daniel  R.  Stogsdill,  1900  First  Bank  Building, 
Lincoln,  Nebraska  68508. 


'Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  Daniel  R.  Stogsdill  of  the  Cline 
Williams  Law  Firm.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  26- 26,  1 996—  Fall  Session,  Comhusker 
Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20, 1997 — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 

CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

SEPTEMBER  1 9-22, 1 996 — Eleventh  Annual:  Ameri- 
can Association  of  Cardiovascular  & Pulmonary 
Rehabilitation  Meeting,  Baltimore,  MD. 

SEPTEMBER  27-28  — Pulmonary  Program,  (TBA), 
Harvey's  Hotel  & Casino,  Council  Bluffs,  IA 

OCTOBER  2,  1 996  — Ninth  Annual  Thomas  Timo- 
thy Smith,  MD  Lecture,  Boys  Town  National 
Institute  Auditorium,  Omaha,  NE 

OCTOBER  4-5,  1996  — Eleventh  Annual  : A Day 
With  the  Perinatologist,  Marriott  Hotel,  Omaha, 
NE. 

NOVEMBER  21-22,  1 996  — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Conference  Center,  University  of  Ne- 
braska at  Omaha,  Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 

MAYO  FOUNDATION 

SEPTEMBER  29  - OCTOBER  4,  1 996—  Advances  in 
Diagnostic  Radiology  and  Advanced  Radiology 
Life  Support,  The  Broadmoor  Resort,  Colorado 
Springs,  Colorado. 

Contact:  Registrars,  Mayo  Foundation,  Section  of 

Continuing  Medical  Education,  200  First  St.  S.W., 

Rochester,  MN  55905,  Phone:  1-800-323-2688,  FAX: 

507-284-0532. 

OCTOBER  3-5,  1 996  — Mayo  Vasular  Symposium 
1996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 


OCTOBER  1 4-1 6, 1 996 — 1 996  International  Meet- 
ing on  ANCA  and  ANCA-Related  Diseases,  The 
7th  International  ANCA  Workshop.  Program  Site: 
Phillips  Hall,  Siebens  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

OCTOBER  28-30  & NOVEMBER  11-13,  1996  — 
Clinical  Reviews  1 996,  Mayo  Civic  Center,  Roch- 
ester, Minnesota,  Credit:  20  Category  1 AMA, 
Registration  fee:  $295,  Phone:  1-800-323-2688, 
FAX:  507-284-9532. 

OCTOBER  26,  1996  — Current  Therapies  in 
Otolaryngology,  Judd  Auditorium,  Mayo  Build- 
ing, Mayo  Foundation,  Rochester,  Minnesota. 
Credit:  5 Category  1 Hours  AMA,  Registration 
fee:  $95,  Phone:  1-800-323-2688,  FAX:  507-284- 
0532. 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

MARCH  14-15,  1997  — Current  Issues  in  Cancer 
Prevention,  Detection  and  Treatment,  Siebens 
Medical  Education  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota.  Credit:  9.5  Category  1 Hours 
AMA,  9.5  Prescribed  Hours  AAFP,  Registration 
Fee:  $195,  Phone:  1-800-323-2688,  FAX:  507- 
284-0532. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200FirstSt.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 
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COMING  MEETINGS 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

OCTOBER  9,  10,  & 11  1996  — 64th  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha, 
Nebraska. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

MONDAY-SATURDAY,  SEPT.  23-28, 1 996—  Emer- 
gency Medicine  1996:  Skills  and  Knowledge  for 
the  Practicing  Physician,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska.  Target 
Audience:  Emergency  Physicians/others  provid- 
ing care  in  the  ER.  Fee:  $750. 

SATURDAY  MORNING,  SEPTEMBER  28,  1996  — 
9th  Annual  Internal  Medicine  Update,  University 
of  Nebraska  at  Lincoln  Student  Union,  Lincoln, 
Nebraska  (In  conjunction  with  Nebraska  football 
game).  Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

FRIDAY,  OCTOBER  11,1 996—  4th  Annual  College 
of  Medicine  Alumni  Day,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target  Au- 
dience: Alumni  - College  of  Medicine.  Fee:  No 
Charge. 

THURSDAY  EVENING,  OCTOBER  24,  1996  — Fall 
Gastroenterology  Program,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $25. 

THURSDAY-SUNDAY,  DECEMBER  12-14,  1996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 

SUNDAY-FRIDAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after 
2/10/97. 


1 1 DAYS,  MARCH  10-21,1 9967  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  Scientists.  Fee:  TBA. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  600  South  42  nd 
Street,  Box  985 65  /,  Omaha,  NE  68198-5651.  Call  (402)  559-4152 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONTEDUC  @ UNMC.EDU. 
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Provided  by  the  AMA  Division  of  Political  Education 


Campaigning  in  Cyberspace 

At  the  end  of  the  19th  century,  a modem  presidential  campaign  meant  crossing  the 
continent  in  a train,  taking  the  political  message  to  the  cities  and  farms  across  America.  In  the 
middle  of  the  20th  century,  radio  and  television  ensured  that  every  American  within  viewing  and 
listening  radius  were  able  to  hear  the  debates  and  speeches  of  the  national  candidates. 

At  the  end  of  the  20th  century,  we’ve  turned  yet  another  comer  in  the  practices  of 
modem  political  campaigns  as  candidates  for  everything  from  the  presidency  to  the  county  clerk 
take  to  the  information  superhighway  in  an  effort  to  attract  votes. 

There  are  more  than  4,000  sites  available  on  politics  and  government.  These  sites  cover 
every  political  affiliation  from  the  far  left  to  the  far  right,  and  everything  in  between. 

The  most  positive  aspect,  though,  of  this  proliferation  of  campaign  sites,  is  that 
Americans  have  more  information  than  ever  available  at  their  fingertips.  More  information 
means  a more  educated  choice,  which  in  turn  increases  the  level  of  participation  among  the 
electorate. 

To  increase  your  political  i.q.,  use  one  of  the  many  popular  search  engines.  Or  point 
your  URL  address  to  http://www.voter96.cqalert.com.  This  sight,  maintained  by 
Congressional  Quarterly,  one  of  the  leading  non-partisan  periodicals  in  the  country,  is  a 
launching  point  to  unlimited  political  sites,  for  everything  from  the  Democratic  and  Republican 
National  Parties  to  the  home  pages  of  the  Presidential  candidate,  to  checking  up  on  your  local 
U S.  House  race. 

Visit  your  favorite  candidate  to  get  their  views  on  the  issues.  The  national  parties 
generally  have  links  to  their  candidates,  or  you  can  access  candidate  information  via  the 
Congressional  Quarterly  site.  To  visit  the  presidential  campaigns,  key  in  the  site  of  campaign  - 
http://www.dole96.com  for  Dole  for  President  or  http://www.CG96.org  for  the  Clinton-Gore 
‘96  Committee. 

To  access  the  national  party  committee,  key  in  http://www.democrats.org/  for  the 
National  Democratic  Party,  or  http://www.rnc.org/  to  visit  the  Republican  National 
Committee’s  site.  Or  if  you’d  like  to  visit  the  newest  American  political  party,  key  in 
http://www.reformparty.org/  for  the  Ross  Perot’s  National  Reform  Party. 

Technology  is  rapidly  changing  the  way  American  conducts  its  affairs,  in  everything 
from  a student  completing  a homework  assignment  to  his  parent’s  “telecommuting”  to  work, 
and  everything  in  between,  including  selecting  America’s  next  generation  of  elected  officials. 

As  you  approach  election  day  in  November,  don’t  forget  to  use  the  latest  tool  available 
to  the  politically  active  medical  community  - your  computer. 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 
Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMH.Y 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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Phone  (308)  865-2 194 
23  West  3 1st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-21 98 
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© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 
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LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402  484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN.  NE  68506 

1 -800-MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
21 15  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 
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□■■■■■  CONSULTATIVE 

□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1 -800-633-5462  4-97 
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1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W Linder.  M D 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M D 

SATELLITE  CLINICS 

Beatrice  Nebraska 
Crete.  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseb,  Nebraska 
Marysville.  Kansas 


1 LINCOLN,  cont. 


RICHARD  A. 

MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 

Board  Certified  Infectious  Disease 

1919  South  40th  Street 

Day  or  Night  Call 

Suite  214 

(402)  489-1110 

Lincoln,  NE  68506 

or  1-800-MED-LINC 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D , F.A.C.0.G 

Dennis  L Hodge,  M D„  F.A.C.0.G 

Gregory  W.  Heidnck,  M.D.,  F.AC.O.G. 

Yvonne  K.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

483-7641 

• GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME  1 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• USER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 
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NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-96 

402-436-2000 


Arthroscopic  Surgery 
Sports  Medicine 
General  Orthopaedic 
Arthritis  Surgery 
Fractures  & Trauma 
HandSurgery 
Total  Joint  Replacement 
Children's  Orthopaedics 


Frederick  D.  Hathaway,  M.D. 

Boord  Certified 

Bruce  A.  Miller,  M.D. 

Board  Ceriifierf 

Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Boord  Certified 

|ohn  C.  Yeakley,  M.D. 

Board  Certified 


6900  A St.  • Lincoln,  NE  68510 
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NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 
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LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100  • Lincoln,  NE  6851 0 


NEBRASI 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASED  TRAUMA 

• 0IS0R0ERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 
' SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 
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Neurological  & Psychiatric 
Specialists,  Inc. 

7431  Ftlngneck  Drive 
Lincoln,  Nebraska  68506 


(402)  488-5300  FAX:  (402)  484-8759 


ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  m The  Diagnosis  Anil  Treatment  of  Neurobehavioral  Disorders.  Neurodevetopmental 
Disorders.  And  Disorders.  In  Children,  That  Effect  The  Brain.  Spine  and  Muscles. 

12-96 


V * 


IR1E  SURGICAL, 

\ A S,  $ 0 C l A T E S P .rC 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 
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PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-97 


pathology 

medical 

services 

p.c. 


SAMUEL  E.  BOON.  M.D. 
JOHN  H.  CASEY.  M.D 
DEBORAH  K.  DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A.  DYNEK,  M.D 
GEORGE E GAMMEL.  M.D 
PATRICK  A KEELAN.  M.D. 
STEFFANR.  LACEY.  M.D 
CHRISTOPHER  T MASADA.  M.D. 
’ SCOTT M NOEL.  M.D 
MATTHIAS  I OKOYE.  M.D 
JOHN  F PORTERFIELD.  M.D. 
ROBERT F SHAPIRO.  M.D 
AINA  I.  SILENIEKS.  M.D 
DANIEL  J.  TILL.  M.D 
LARRY D.  TOALSON.  M.D. 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Piaza  Mall  South.  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  'A'  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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( PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  FAC.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 
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(9 /i co /<>(£{/  (Dentes1 

High  tech  as  well  as  highly  personalized  and  caring  service. 

Raju  Rao,  M.D. 

Board  Certified  Radiation  Oncologist 

Our  staff  consists  of  two  Radiation  Therapists  (B.S.  in  Radiation  Science), 
and  a Radiation  Physicist  (M  S.  in  Radiation  Physics.) 

Physician  referrals  only  Hours:  8:00  - 4:30  Monday  - Friday 

6101  Village  Drive,  Suite  100  • Lincoln,  NE  68516 

421-7158 
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Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 
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0 

Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 
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WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson.  M.D.,  FACOG 
James  J.  Maly.  M.D.,  FACOG 
Gregory  J.  Hattan,  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln.  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 


FIRSTI 


EVE 


ASSOCIATES 
Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 

emeritus 

C.  Rex  Latta,  M.D. 


John  W.  Pemberton,  M.D. 

John  T.  Ramsell.  M.D. 

Donald  L.  Arkfeld,  M.D. 
Raymond  M.  Crossman,  III,  M.D. 
D.  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson,  M.D. 


Michael  L.  Goldstein,  M.D. 

Since  1886 


8111  Dodge  SL 
Omaha,  NE 
68114-1115 
(402)  354-8111 


210  Regency  Pkwv. 
Omaha,  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L SL 
Omaha,  NE 
68107-2500 
(402)354-8111 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A Konigsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street,  Omaha,  NE  68114  • (402)  397-9800/1-800  882-4770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005 1 9th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha, NE68122  Papillion,  NE68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770'  3-97 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C,  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulder  & Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  81  Neck 

CALLS  ANSWERED24  HOURS 

7710  Mercy  Rd.  Suite  224  . .. 

399-8550 

Appointments 399-8484 

Billing 399-9301 
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CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  681 14 
8-97 


Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 

11-96 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES.  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  ANDTREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Cenler 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-888-592-2611 
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Patrick  W.  Bowman,  M.D. 

1 

SPINE 

Michael  C.  Longley,  M.D. 

^ fl 

Eric  D Phillips,  M.D. 

mi 

SURGEONS,  PC. 

H.  Randal  Woodward,  M.D. 

Find  out  how  comprehensive  spine  care  in  one  location 

can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS P.C. 

11819  Miracle  Hills  Drive,  Suite  102 

24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438 

1-800-496-0403 

402-496-0404 
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HUGH  S.  LEVIN,  M.D  • JOSEPH  A.  JARZOBSKI.  M.D.  • TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P.  TIERNEY.  M.D.  • SHIRLEY  LANDEN  HUERTER.  M.D  • MICHAEL  H.  PETERS,  M.D. 
D.  RANDALL  PRITZA,  M.D.  • STEPHEN  M O'CONNOR,  M.D 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)  296-5550 
3-97 


r& 

PHYSICIANS 
LABORATORY 
SERVICES.  INC. 

4840  "F"  STREET 
P O BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  m.d. 
R.K.  KOERBER,  M.D 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS.  M.D. 


7441  "0"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE.  402-488-7710 


SCOTTSBLUFF 


Midwest  Childrens  Chest  Physicians  PC  is  attiliated 
with  Midwest  Allergy  fr  Asthma  Clinic  Inc 

Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 

Board  Certifited  in  Adult  & 
Pediatric  Allergy/  Immunology 
and  Pediatric  Pulmonology 


Stanley  L.  Davis.  M.D  Kevin  R.  Murphy,  M.D. 
M Ross  Thomas,  M.D  Jeffrey  S.  Nelson.  M.D. 
Thomas  C.  Nilsson,  M.D.  George  A.  i.,eg,  M.D. 


LOCATIONS 


OMAHA 

8552  Cass  Street 
14505  West  Center  Road 
7710  Mercy  Road  #334 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

402-563-3379 


GRAND  ISLAND 

308-381-1700 

FREMONT 

402-397-7400 

McCOOK 

308-345-6285 

HARLAN 

712-755-5161 


NORFOLK  SHENANDOAH 

402-379-3250  712-246-1230 
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Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel.  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
C HADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


WESTERN  WISCONSIN:  Join 
one  of  our  nation's  largest 
multispecialty  groups  (medical 
staff  of  315)  offering  family  prac- 
tice opportunities  in  several  sur- 
rounding regional  clinics  in  West- 
ern Wisconsin  and  Northern  Iowa. 
Family  medicine  is  the  organiza- 
tion's single  largest  department, 
with  35  physicians.  Provide  qual- 
ity care  with  other  family  physi- 
cians in  fully  equipped  facilities. 
Consultants  visit  branch  sites  on  a 
regularly  scheduled  basis.  92 
subspecialists  are  also  easily  ac- 
cessible via  Med-Link  service.  All 
clinic  sites  are  located  in  attrac- 
tive communities  within  driving 
distance  of  other  major  urban 
areas.  Excellent  quality  of  life,  year 
round  spectacular  outdoor  recre- 
ational opportunities,  gorgeous 
site-seeing.  Competitive  salary  and 
benefit  package.  For  more  infor- 
mation call  Jackie  Laske  at  (800) 
243-4353. 


OPPORTUNITY:  Join  2 physi- 
cians, 1 PA  at  Central  Nebraska 
Medical  Clinic  in  Broken  Bow,  Ne- 
braska. Share  1/5  call  in  service  area 
of  24,000.  Competitive  guarantee. 
Benefits:  malpractice,  health,  life  and 
disability  insurance,  vacation,  sick 
leave,  CME  time  and  travel.  Modern, 
updated  40  bed  hospital,  LTC,  surgi- 
cal suites  adjacent.  Call  308-872- 
2485,  Aleta  Ambler  for  more  infor- 
mation. 


OFFICE  EQUIPMENT  FOR  SALE: 
Abbott  Vision  Machine  and  Sup- 
plies. Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

8502  West  Center  Road,  P.O.  Box  241255 
Omaha,  NE  68124-5255 

American  Diabetes  Association  - Great  Plains  Affiliate 

Tracy  Grothe,  Regional  Program  Director  Nebraska  Region 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Brain  Injury  Association  of  Nebraska,  Inc. 

Box  397,  Milford  NE  68405-0397 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
Epilepsy  Association  of  Nebraska,  Inc. 

Lynne  Holmquist,  Executive  Director 
6910  Pacific  St.,  #103,  Omaha,  NE  68106 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S 80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engel.- man.  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 

Eric  B Carstenson,  CAE,  Executive  Director 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street 
Omaha,  NE  68198-1225 

Nebraska  Academy  of  Physician  Assistants 

Charles  Scholtes,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
y Wfihev'M^rkjn.  M D , President 

233  So.  13th  Sf.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  M>Madcharo,  J.D.,  Chapter  Administrator 
j^o.33th^t^te.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D  , Secretary-Treasurer 
Jody  L.  Filipi  Ex^cjjtive  Director 
U^^NNfetf^Mvi.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Kris  Morrissey,  J.D.,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Robert  M.  Howell,  M.D.,  FACEP,  Secretary-Treasurer 
11739  Mayberry  Plaza,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Physicians 
John  Hoesing,  M.D  , Governor,  Nebraska  Chapter 
American  College  of  Physicians 
525  N 132nd  Street,  Omaha,  NE  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton,  M.D,  M.S.P.H.,  Director 
P O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciriulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Eric  B.  Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M.  Vose,  M.D.,  President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
John  Jirka,  M D,  President 

Childrens  Hospital,  8301  Dodge  Street,  Omaha,  NE  681140 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P  , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Susan  J.  Boust,  M.D.,  President 
Department  of  Psychiatry,  UMNC 
721  S.  72nd  St.,  Suite  110,  Omaha,  NE  68114 
Nebraska  Radiological  Society 

Eric  B Carstenson,  CAE,  Executive  Director 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Michele  Marsh,  M.D,  President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M D,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Peter  C.  Chilian,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 

Eric  B.  Carstenson,  CAE,  Executive  Director 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer,  CMA  NSMA  President 
P.O.  Box  96,  Bartley,  NE  69020 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Ste.  206,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Office  of  Rural  Health,  Nebraska  Dept,  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
210  Gateway,  Ste.  432  Greentree  Ct.,  Lincoln,  NE  68505-2439 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 

€ ta  $ O COO  now  on  the  purchase  of  the  RICOH 
vClVv  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


U8RARV 

$EP3  0m 

H.X.  Academy  of 


Th**to 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd. 

Omaha  9864  M St. 


402/486-7200 

402/593-6363 


county  Medic*  So«*V 
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Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


The  Hew  York  Academy  c 
1 library,  Serials  Dept. 
1216  Fifth  Avenue 
Hew  York,  HY  10029 
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Commitment 

to  keeping  Health  C 


are 


Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\  ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Xebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a full}' 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  \our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 


care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 





Some  kids  really  can’t 
clean  their  nlates 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital's  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 

The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 402-489-7102 


Coverage 
is  everything. 


You  buy  an  insurance  policy  for  security.  Protection. 
Coverage.  And  the  security  you'll  get  with  a PIC  policy 
is  the  best  money  can  buy.  Our  coverage  simply  cannot 
be  compromised.  Period. 

So  why  take  chances?  When  other  insurance  carriers 
cut  their  rates,  sooner  or  later  they’ll  cut  services  too. 
Maybe  you  don't  think  it  matters.  It  doesn't. ..at  least  not 
until  you  get  hit  with  a suit.  Then  you'll  notice  the 
difference.  Oh  boy,  will  you  notice.  (Statistics  show  that  one  of 
seven  physicians  will  be  named  in  a medical  malpractice  claim  during  their  career.) 


Call  PIC  today  for  more  information  about  our  uncom- 
promised coverage,  unparalleled  service  and  competitive 
rates.  That  really  is  the  bottom  line. 

Rated  A-  Excellent  by  A.M.  Best. 

(800)  279-8331  • E-mail:  info@picwis.com 

Tomorrow ’s  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 


© 1996  PIC  Wisconsin 
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NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph  D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H.  Dunbar  Hoskins,  Jr.,  M.D  , Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D  , Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D  , FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D  . Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  D C.  20001 
American  Medical  Association 

P.  John  Seward,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1330  W.  Peachtree  Street,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 


As  doctors,  we  hold  passion  for  our  work 
and  strive  for  attention  to  detail  with 
refined  medical  solutions. 

As  businessmen  and  women,  we 
seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
workplace. 

As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 


and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 
emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska.  Illinois  and 
Minnesota 

• No  restrictive  covenants 

• Fully  accredited  CME  programs 

• St.  Paul  malpractice  insurance 

• Competitive  bonus,  benefit  and 
compensation  packages. 

ACUTE  CARE,  INC. 

Respond  to  Melissa  Milhken.  CMSC.  Director 
of  Professional  Relations.  515-964-2772. 
800-729-7813  or  send  CV  to  PO.  Box  515. 
Ankeny,  Iowa  50021. 


Nebraska  Medical  Association 
Executive  Staff 


The  individuals  listed  below  are  the  executive  staff 
of  the  Nebraska  Medical  Association.  Together, 
they  are  able  to  provide  a wealth  of  information 
and  assistance  every  day  to  NMA  members  who 
have  questions  and  want  answers.  If  you  have  a 
question,  we  urge  you  to  pick  up  the  phone  and 
call.  We  are  here  to  help  you. 

WILLIAM  L.  SCHELLPEPER 

Executive  Director 

KELLY  M.  MADCHARO,  J.D.  ERIC  B.  CARSTENSON,  CAE 

Assistant  Executive  Director  Assistant  Executive  Director 

for  Operations  and  for  Programs  and  Policy 

Corporate  Affairs 


Phone  (402)  474-4472 
Fax:  (402)  474-2198 
E-mail:nma@inetnebr.com 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Absences  from  work,  marital  discord,  denial, 
health  problems  and  evidence  of  substance 
abuse  are  all  symptomatic  of  addiction,  a serious 
condition  that  can  be  successfully  treated.  As  a 
physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


1 -800-7 82-3 160 


METHODIST 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 

* VAST  INVENTORY 

* KNOWLEDGEABLE  STAFF 
*QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 


PEGLER 
H SYSCO 

MEDICAL  SUPPLY 

1700  CENTER  PARK  ROAD  LINCOLN,  NE  68512 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 

QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  233  S.  13th  St. 
#1512,  Lincoln,  NE  68508.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8‘/2xll  in.  paper,  with  generous  margins  on  each 
page.  Number  all  pages  in  the  right  upper  corner  with  the  author's 
surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8’/2  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion. Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  yourdelinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 


STRELCHECKAND  ASSOCIATES,  INC. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092  800-243-4353 

SELECT  OPPORTUNITIES 

Family  Practice  opportunities  available  na- 
tionally, ranging  from  large  regional 
multispecialty  clinics,  to  single  specialty 
groups,  to  a regional  HMO,  with  some  of  our 
newest  available  in  Wisconsin,  Illinois, 
Michigan,  and  Iowa.  These  desirable  positions 
include: 

• Excellent  working  environments 
with  desirable  call 

• Large,  small,  urban  or  semi-rural 
practices 

• Many  options  for  recreation,  sports 
and  culture 

• Excellent  salary  and  benefits,  including 
CME 

Let  us  assist  you  to  choose  the  practice  that  fits 
your  lifestyle.  For  more  information  please 
contact  (800)  243-4353  or  send  your  CV. 


Neurologist  & Oncologist 

There  is  an  immediate  opening  at 
Brainerd  Medical  Center  for  a Neurologist 
and  an  Oncologist. 

BRAINERD  MEDICAL  CENTER,  P.A. 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed 
local  hospital  - St.  Joseph's  Medical  Center 

BRAINERD,  MINNESOTA 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  216  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 

CURT  NIELSEN 
(218)828-7105  or  (218)829-4901 
2024  South  6th  Street  • Brainerd,  MN  56401 
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Clarkson  Medical 
Lecture  Series 


“New  Drugs- 
Hype  Versus  Reality 


November  22,  1996 
8 a.m.  to  5 p.m. 


Clarkson  Hospital 
Omaha,  NE 
Storz  Pavilion 


For  more 
information,  call 

402.552.3377 


NMA  NEWS  NOTE 

NEBRASKA  STATE  PATROL 

The  Nebraska  State  Patrol  and  the  Nebraska 
Department  of  Health  are  joining  forces  to  alert 
consumers  and  retailers  to  a change  in  state  law 
which  restricts  the  over-the-counter  sale  of  products 
containing  ephedrine.  The  public  health  threat  asso- 
ciated with  misuse  of  the  drug,  as  well  as  its  use  in 
the  production  of  methamphetamine,  prompted 
the  Nebraska  Legislature  to  enact  LB  1213,  which 
makes  ephedrine  a controlled  substance. 

Under  the  new  law,  which  was  effective  july  19, 
products  containing  ephedrine  that  are  labeled  for 
stimulation,  mental  alertness,  weight  loss,  muscle 
enhancement,  appetite  control  or  energy  can  no 
longer  be  sold  over  the  counter.  Decongestants  and 
other  products  with  certain  amounts  of  ephedrine 
may  still  be  obtained  with  a prescription  from  a 
physician.  The  law  exempts  certain  types  of  prod- 
ucts containing  the  drug  that  are  not  likely  to  be 
misused,  such  as  asthma  medications  and  hemor- 
rhoid creams. 

Restricting  the  sale  of  ephedrine  will  prevent 
quantities  of  the  drug  from  being  used  to  manufac- 
ture methamphetamine,  an  illegal  drug  also  known 
as  crank. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  John  C.  Sage,  M.D., 
Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  Dale  E.  Michels, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  C.T.  Frerichs,  M.D., 
Beatrice.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Tod  Voss,  M.D., 
Pierce,  Counties:  Antelope,  Cedar,  Cuming,  Da- 
kota, Dixon,  Knox,  Madison,  Pierce,  Stanton, 
Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Roger  H.  Meyer, 
M.D  , Utica.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D Fitch, 
M.D,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Tamara  R.  Johnson, 
M.D  , Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Bune,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Paul  J.  Dietze,  Hastings 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo David  L.  Meyer,  Kearney 

Butler Mark  V.  Carlson,  David  City 

Cheyenne-KimbalTDeuel ...  Calvin  W.  Cutright,  Sidney 

Cuming 

Custer Loren  H.  Jacobsen,  Broken  Bow 

Dodge  Mark  C.  Johannsen,  Fremont .... 

Five Benjamin  J.  Martin,  Wayne 

Gage  


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Burton  Thomsen,  Aurora  

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.J.  Nagengast,  Bloomfield 

Lancaster  Joseph  R.  Gard,  Lincoln 

Lincoln  Newton  Mack,  North  Platte  

Madison Richard  P Bell,  Norfolk 

Metropolitan  Omaha William  C.  Bruns,  Omaha 

Northeast Richard  Bell,  Norfolk 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders Leo  Meduna,  Wahoo 

Scotts  Bluff Paul  Considine,  Scottsbluff 

Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Gary  W.  Barth,  Hastings 
Dwaine  J.  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 

Gerald  W.  Luckey,  David  City 
Clinton  B Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Donald  Weldon,  Beatrice 
David  Swiff,  Grand  Island 
John  C.  Wilcox,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
Kenneth  K.  Pavlik,  Verdigre 
William  P.  Swisher,  Lincoln 
Gary  L.  Vandewege,  North  Platte 
Tod  W.  Voss,  Pierce 
Walter  J.  O'Donohue,  Jr. , Omaha 
Tod  Voss,  Pierce 
R.  H Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Donald  E Fischer,  Scottsbluff 
Bryce  G.  Shopp,  Seward 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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Medicaid  Managed  Care 
The  NMA  White  Paper 

CHRISTOPHER  C.  CAUDILL,  M.D. 


In  June  1996,  the  NMA's  Ad-Hoc  Commit- 
tee on  Medicaid  Services  elected  to  formu- 
late a position  paper  on  the  status  of  the 
Nebraska  Health  Connection  project  of  the 
Department  of  Social  Services,  since  the  one- 
year  anniversary  of  its  implementation  in  Lin- 
coln and  Omaha  would  be  on  July  1,  1996. 
With  the  assistance  of  the  Chair  of  that  com- 
mittee, Dr.  Hal  Shriner,  and  its  other  mem- 
bers, the  Nebraska  Medical  Assocation  Med- 
icaid White  Paper  was  composed  and  is  re- 
produced in  its  entirety  herein.  This  statement 
served  as  the  basis  for  invited  testimony  pre- 
sented by  your  President  to  the  Nebraska 
Legislature's  Health  and  Human  Services  & 
Appropriations  Committees'  joint  hearing  on 
the  condition  of  Medicaid  Managed  Care  in 
Nebraska,  on  September  6,  1996. 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
MEDICAID  WHITE  PAPER 

Preamble 

The  managed  care  concept  for  the  provi- 
sion of  the  health  services  to  Medicaid-eli- 
gible Nebraskans  has  been  operational  in  the 
metropolitan  areas  of  Lincoln  and  Omaha 
for  slightly  greater  than  one  year.  The  tran- 
sition from  the  previous  system  to  the  new 
one  continues,  but  not  without  some  diffi- 
culties. The  Nebraska  Medical  Association 
(NMA),  conscious  of  its  recognized  role  as 
advocate  for  patients  and  of  its  commitment 
to  ensure  access  to  a quality  health  care 
system  for  all  persons,  feels  a responsibility 
to  formulate,  upon  its  anniversary,  a review 
of  the  Nebraska  Health  Connection  to  in- 
clude how  we  perceive  it  to  have  performed 
to  date,  an  objective  critique  of  its  compo- 
nents, and  constructive  recommendations  for 
what  we  believe  to  be  necessary  improve- 
ments that  might  better  ensure  that  it  meets 
its  contractual  goals  and  societal  obligations. 


Christopher  C.  Caudill,  M.D. 


Background 

During  the  decade  of  the  1 980's  the  num- 
ber of  state  dollars  spent  on  Medicaid  ser- 
vices and  the  percentage  of  the  state's  an- 
nual budget  allocated  to  these  expenditures 
progressively  increased.  In  1993,  the  State 
Legislature  passed  LB  816,  which  mandated 
that  a representative  commissio.n  be  ap- 
pointed by  Governor  Nelson  to  recommend 
a plan  for  enrolling  the  state's  Medicaid  eli- 
gible clients  into  a Managed  Care  Program. 
This  Commission  was  convened,  and,  based 
upon  testimony  and  information  received 
during  several  public  hearings,  submitted  a 
proposal  suggesting  that  the  Department  of 
Social  Services  the  (DSS)  administer  a pri- 
mary care  case  management  model  for  Med- 
icaid managed  care  and  oversee  that  pro- 
gram. The  Governor,  however,  elected  to 
open  the  Medical-Surgical  portion  to  bid  by 
insurance  companies,  and  similarly  requested 
proposals  from  interested  organizations  for 
data  retrieval  and  analysis,  and  for  enrollment 
and  education.  The  Mental  Health  portion 
was  carved  out  against  the  recommendations 
of  the  Commission  and  also  opened  to  bid. 
The  Request  for  Proposal  (RFP)  process  was 
conducted  by  Alexander  and  Alexander,  and 
when  finalized,  Maximus  was  given  the  con- 
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tract  (and  $4,000,000)  for  the  enrollment/ 
education;  MedStat  (a  Michigan  company) 
was  given  the  contract  for  data;  and  the 
provider  components  were  awarded  to  Blue 
Cross/Blue  Shield  (the  PCCM  plan)  and  to 
Mutual  of  Omaha  and  UHC/Share  (the 
capitated  plan).  Options  (a  Virginia  com- 
pany) was  given  the  Mental  Health  portion 
based  upon  a submitted  bid  of  $27  Million 
(although  the  previous  year*s  expenditures 
were  closer  to  $57  Million!).  The  Long-term 
Care  segment  of  the  Medicaid  budget  was 
not  opened  to  bid  at  that  time  despite  the 
fact  that  it  represented  nearly  45%  of  the 
yearly  Medicaid  expenses  over  the  previous 
decade. 

As  suggested  in  LB  816,  this  plan  was  to 
be  implemented  in  Omaha  by  July  1,  1995, 
in  Lincoln  by  July  1,  1996;  and  in  greater  Ne- 
braska by  July  1,  1997.  The  Director  of  the 
Department  of  Social  Services  (DSS)  chose 
to  accelerate  this  schedule,  and  conse- 
quently, it  "went  into  effect"  in  both  Lincoln 
and  Omaha  on  July  1,  1995,  and  was  to  be 
operational  in  greater  Nebraska  by  July  1, 
1997.  The  former  did  occur,  but  with  the 
ongoing  problems  as  yet  unresolved  in  the 
metropolitan  areas,  the  implementation  in 
the  remainder  of  the  state  is  on  temporary 
hold. 

Prior  to  July  1995,  the  Medicaid  clientele 
in  Omaha  was  being  fairly  well  served,  with 
no  significant  access  problems.  The  two 
university  medical  schools  accepted  a large 
number,  receiving  in  return,  in  essence,  fee- 
for-service  reimbursement  due  to  the  "dis- 
proportionate share"  for  which  they  cared. 
The  private  medical  community  saw  the 
balance  of  these  patients.  Travel  distance 
and  transportation  did  pose  some  impedi- 
ment to  accessing  these  medical  facilities  for 
very  low  income  clients  and  for  persons  liv- 
ing in  certain  areas  of  the  city  and  its  coun- 
ties. 

In  1 990,  Lincoln  was  in  a state  of  crisis  for 
access  to  medical  care  and  practitioners  for 
its  Medicaid  population.  To  deal  with  the 
problem,  a public-private  partnership  com- 
posed of  the  Lancaster  County  Medical  So- 
ciety (LCMS),  the  Lincoln-Lancaster  County 
Health  Department  (LLCHD),  and  the  De- 
partment of  Social  Services  implemented  the 
"Medicaid  Access  Coordination  Program" 
(MAC)  by  enlisting  the  support  and  involve- 


ment of  over  90%  of  the  primary  care  phy- 
sicians in  the  city.  The  LLCHD  assumed  re- 
sponsibility for  enrollment,  coordination,  and 
follow-up.  Education  of  physicians,  their 
office  personnel,  and  the  Medicaid  patients 
was  the  joint  effort  of  all  three  entities.  Title 
XIX  grant  funds  were  awarded  thru  the  DSS 
to  the  LLCHD  in  order  to  provide  travel 
vouchers  for  taxi  transportation  to  needy 
clients.  During  the  three  years  of  its  peak 
activity  the  program  found  a medical  home 
for  over  12,000  persons  and  witnessed  an 
attenuated  rate  of  increase  in  emergency 
room  utilization  compared  to  Omaha  and 
greater  Nebraska  despite  a larger  percent- 
age increase  in  Medicaid  eligibles  in 
Lancaster  County. 

General  Assessment 

On  July  1,  1 995,  the  Department  of  Social 
Services  announced  that  the  Nebraska 
Health  Connection  (NHC)  was  in  place  and 
being  implemented.  Maximus  was  to  begin 
enrollment  of  the  Medicaid  recipients  who 
at  that  time  had  a "medical  home",  and  fol- 
lowing the  6 months  allocated  to  that,  to 
identify  and  to  enroll  the  balance  of  all 
Medicaid-eligible  persons.  The  insurance 
vendors  were  to  begin  the  process  of  sign- 
ing primary  care  physicians  to  their  provider 
panels  so  that  as  Maximus  enrolled  a client, 
that  person  could  be  offered  the  choice  of 
with  which  of  the  three  plans  they  wished  to 
participate.  Since  the  "pool"  of  clients  ex- 
ceeded the  number  of  recipients  having  a 
"medical  home"  at  any  point  in  time,  more 
M.D.  capacity  needed  to  be  generated  to 
accommodate  the  excess.  The  Department 
evolved  a plan  whereby  participating  physi- 
cians were  asked  to  accept  1 200  clients  and 
to  allow  slots  for  another  500  patients,  each 
to  be  filled  if  the  DSS  required.  Practices 
utilizing  physician-extenders  would  be  per- 
mitted another  500  slots  per  extender.  Based 
on  the  known  numbers  of  Medicaid-eligibles 
and  the  number  of  primary  care  physicians 
in  the  metropolitan  areas,  the  DSS  believed 
that  this  would  provide  the  requisite  access. 
A waiver  from  the  Health  Care  Financing 
Administration  (HCFA)  was  necessary  to 
implement  the  NHC  plan,  which,  among 
other  requirements,  was  contingent  upon 
vendors  having  adequate  capacity  (numbers 
of  physician  participants)  to  provide  "medi- 
cal homes"  to  the  Medicaid  population.  The 
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waiver  was  granted,  but  only  because  the 
figures  submitted  by  the  insurance  vendors 
were  inflated  or  overly  optimistic  at  best. 

Almost  instantaneously,  however,  there 
were  problems:  the  DSS  had  a change  in 
leadership  shortly  after  the  July  1 , 1 995,  date. 
Further,  they  did  not  have  any  way  of  provid- 
ing Maximus  with  the  names  of  the  clients 
who  already  were  active  patients.  In  Lincoln, 
the  primary  care  physicians  assumed  with 
the  announcement  on  July  1,  that  their  on- 
going participation  in  the  MAC  was  unnec- 
essary, and  while  most  continued  to  see  the 
patients  that  were  already  part  of  their  prac- 
tices, they  took  no  new  ones.  Further,  the 
contracts  from  the  insurance  vendors  were 
late  in  coming,  not  uniformly  submitted  to 
all  physicians,  and  not  particularly  under- 
standable or  physician-friendly  in  their  con- 
tent. Consequently,  in  Lincoln  to  a greater 
extent  than  in  Omaha,  primary  care  physi- 
cians did  not  sign  with  any  plan,  and  as 
Maximus  attempted  to  assign  patients,  there 
were  inadequate  numbers  of  physicians  to 
care  for  them.  Physicians  and  clients  were 
confused,  and  neither  the  insurance  compa- 
nies nor  Maximus  could/would  respond  to 
the  issues. 

The  DSS,  after  discussions  with  some  phy- 
sicians and  with  the  county  medical  societ- 
ies, conceived  a proposal  whereby  physicians 
who  already  were  caring  for  Medicaid  cli- 
ents would  send  a list  of  those  persons  to 
DSS,  agree  to  sign  with  one  or  more  of  the 
insurance  plans,  agree  to  continue  to  see 
those  on  the  list,  and  might  agree  to  see  500 
additional  clients  if  asked  to  do  so.  This 
request  proved  to  be  problematic  to  some, 
but  the  idea  did  appeal  to  a few  more  phy- 
sicians. Still,  the  number  of  participating 
doctors  continued  to  be  suboptimal,  espe- 
cially in  Lincoln,  where  there  was  lingering 
resentment  of  the  unilateral  decision  to  re- 
place the  MAC  which  had  been  successful 
and  had  enjoyed  wide  physician  support.  At 
this  point,  Maximus  began  to  "auto-assign" 
large  numbers  of  clients  to  participating 
M.D.'s  beyond  the  number  on  their  "lists"  and 
not  uncommonly  without  notification  of  the 
office.  This  briefly  was  halted  due  to  provid- 
ers' objections,  only  to  be  reinstituted  later 
after  the  furor  quieted.  This  type  of  action, 
however,  only  fueled  more  concern  in  physi- 
cians' minds  as  to  the  accuracy  and  sincerity 
of  what  they  were  being  told,  and  added 


more  confusion  to  the  system.  Stories  of 
pregnant  women  being  assigned  to  pediatri- 
cians and  infants  being  placed  with  plans 
other  than  that  in  which  their  mothers  were 
enrolled  were  common.  Delays  in  the  en- 
rollment of  pregnant  women  until  they  were 
well  into  their  second  trimester  and  without 
prenatal  care  did  little  to  enhance  doctors' 
confidence  in  Maximus  or  support  for  the 
new  system.  Autoassigned  pregnant  clients 
who  were  previously  under  the  care  of  an- 
other physician  could  be  returned  to  the  care 
of  their  original  doctor  after  a 30  day  delay, 
but  the  provider  performing  the  prenatal  care 
in  the  interim  usually  would  not  be  reim- 
bursed by  the  insurance  company  for  his/ 
her  services.  Even  those  clients  who  were 
successfully  assigned  to  doctors  did  not  seem 
to  understand  what  they  had  agreed  to  or 
what  their  options  or  responsibilities  were. 
The  insurance  vendors  were  not  educating 
the  physicians  or  performing  case  manage- 
ment, and  Maximus  was  not  educating  the 
clients  at  enrollment. 

Simultaneously  with  what  was  occurring  in 
the  Med-Surg  component,  the  situation  with 
the  provision  of  services  through  Options 
was  in  no  better  straits.  Preexisting  physi- 
cian-patient relationships  were  disrupted  as 
patients  were  either  reassigned  or  redirected 
to  non-M.D.  providers.  Reimbursement  pay- 
ments were  withheld  or  at  best  substantially 
delayed  such  that  some  organizations  were 
borrowing  money  to  continue  to  operate  or 
in  danger  of  closing  down  completely.  Fi- 
nally, access  to  individuals  within  the  Op- 
tions organization  who  were  in  positions  to 
effect  change  was  restricted  by  layers  of 
personnel  who  themselves  were  of  no  help 
or  who  failed  to  return  calls  at  all.  The  finan- 
cial situation  spilled  into  the  press,  which 
forced  some  redress  of  that  particular  issue. 
Recently,  some  psychiatrists  did  meet  with 
administrators  of  Options  and  demanded 
more  responsiveness  to  patient  care  and 
access  concerns.  Improvements  occurred, 
but  the  commitment  to  continuing  these 
changes  is  uncertain,  and  most  physicians 
are  not  optimistic. 

The  activities  of  MedStat  in  the  process 
have  been  essentially  stymied  because  of  the 
lack  of  the  requisite  computer  capacity 
within  the  DSS  to  accumulate  the  data  (past, 
present  or  future)  or  to  input  the  necessary 
information  to  track  enrolled  clients,  their 
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encounters,  or  outcomes.  Consequently, 
there  is  no  existent  ability  to  accurately  evalu- 
ate cost  data,  quality  of  care,  or  access  is- 
sues. Any  pronouncements  on  cost  savings 
or  client  activity  since  July  1,  1995,  there- 
fore, must  be  inherently  conjectural! 

Oversight 

The  responsibilities  of  each  vendor  and  of 
the  DSS  were  spelled  out  in  contractual  lan- 
guage in  the  agreements  signed  prior  to  the 
July  1,  implementation  date.  For  the  ven- 
dors, these  are  referred  to  as  "deliverables" 
and  have  been  evaluated  by  the  DSS  as  re- 
cently as  May  1996.  Maximus  has  consis- 
tently failed  to  meet  its  obligations  despite 
repeated  notifications.  Their  education  ef- 
fort has  been  inadequate,  and  both  this  as 
well  as  their  enrollment  activities  have  only 
served  to  further  confuse  an  already  compli- 
cated situation.  Options'  evaluation  likewise 
demonstrates  an  unsatisfactory  performance 
when  judged  against  their  required  stan- 
dards. It  is  not  clear  how  many  admonitions 
Options  has  been  given  to  comply  with  the 
stipulations  of  their  contract,  but  no  consis- 
tent improvement  has  been  evident.  Finally, 
although  the  insurance  vendors  have  been 
somewhat  less  variable  to  date  in  the  fulfill- 
ment of  their  contracts,  education  continues 
to  be  an  issue  as  is  the  plans'  provision  for 
accommodating  disadvantaged  clients.  The 
MedStat  vendor  has  as  yet  to  be  functional, 
and  the  likelihood  or  proximity  to  that  goal 
is  unknown  at  this  time.  This  is  dependent 
upon  the  DSS  having  or  developing  the  com- 
puter support  capability  which  to  date  is 
lacking.  The  DSS  has  been  somewhat  lenient 
in  extending  time  and  advice,  especially  to 
the  Options  and  Maximus  organizations, 
perhaps  to  a fault.  The  Department  has 
worked  with  providers  and  provider  organi- 
zations in  attempting  to  compensate  for  the 
inadequacies  of  these  vendors,  to  make  the 
concept  work,  and  to  avoid  disservice  to  its 
clients.  All  of  this  must  be  reevaluated,  es- 
pecially before  there  is  any  consideration  of 
extending  the  NHC  to  greater  Nebraska! 

A HCFA  team  made  an  investigational  visit 
to  Lincoln  and  Omaha  in  the  Spring  of  1 996, 
meeting  with  M.D.  providers,  some  patients, 
and  the  vendors,  but  their  report  and  any 
consequent  recommendations  were  never 
released  outside  of  the  DSS.  There  appar- 
ently was  to  be  a second  visit  this  summer, 


but  for  whatever  reasons,  this  has  not  oc- 
curred as  yet.  Whether  the  waiver  require- 
ments are  being  fulfilled  or  whether  warn- 
ings or  sanctions  have  been  threatened  by 
the  HCFA  is  unknown. 

Recommendation 

1.  Med-Surg: 

A.  Maximus  should  be  replaced  based  on 
material  default  of  contract.  At  10 
months  into  the  program,  they  had 
failed  to  meet  about  90%  of  their  con- 
tract "deliverables",  and  little  has  im- 
proved since. 

B.  The  client  enrollment  and  education 
function  should  be  taken  back  by  the 
DSS  and  contracted  out  this  time  to 
an  experienced  entity. 

C.  The  MAC  process  utilizing  public 
health  nurses  should  be  considered  for 
the  enrollment  and  education  compo- 
nent in  both  metropolitan  regions,  if 
not  in  the  greater  Nebraska  region  as 
well. 

D.  The  insurance  vendors  should  be  di- 
rected to  come  into  compliance  with 
their  contracts  immediately  or  be  re- 
placed. 

E.  The  insurance  vendors  should  be  di- 
rected to  intensify  their  efforts  to  edu- 
cate physicians,  their  office  staffs,  and 
patients;  to  simplify  the  contractual  lan- 
guage in  their  plans;  and  to  eliminate 
any  verbiage  which  compromises  the 
physician's  role  as  advocate  for  his/her 
patient.  This  may  require  added  lan- 
guage to  their  existing  contracts. 

F.  Primary  Care  Residency  Training  Pro- 
grams must  have  access  to  the  Medic- 
aid Client  Pool  to  provide  income  to 
support  their  graduate  medical  educa- 
tion. The  assignment  methodology 
presently  will  only  recognize  board  cer- 
tified/eligible instructors  in  these  pro- 
grams, thereby  seriously  limiting  the 
number  of  patients  allocated  to  them. 
If  the  resident  physicians  were  to  be 
designated  as  "physician  extenders", 
however,  or  if  insurance  vendors  would 
change  their  provider  criteria,  then  a 
larger  proportion  of  the  Medicaid 
population  could  be  assigned  to  such 
programs  which  would  be  a winning 
situation  for  everyone. 
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2.  Mental  Health: 

A.  Options  should  be  replaced  based  on 
material  default  of  contract,  unless  sub- 
stantive and  enduring  improvement 
can  be  demonstrated. 

B.  This  component,  otherwise,  should  be 
returned  to  inclusion  in  the  overall 
Medicaid  Program,  and  supervised  by 
the  DSS. 

C.  Enrollment  and  education  activities 
should  be  assumed  by  the  same  enti- 
ties doing  so  for  the  Med/Surg  com- 
ponent. 

D.  Access  criteria  should  be  in  place  to 
assure  that  timely  and  appropriate  care 
is  available  to  all  clients,  including  for 
hospitalization  and  to  all  provider  cat- 
egories. 

E.  Adequate  funding,  albeit  not  unlim- 
ited, must  be  allocated,  but  restriction 
of  access  or  to  the  level  of  necessary 
service  should  not  be  utilized  as  cost- 
saving mechanisms. 

3.  MedStat: 

A.  Adequate  information  repository  and 
analysis  systems  must  be  brought 
online  to  assure  the  availability  of  cur- 
rent operational  data  and  to  insure  ac- 
countability of  the  allocation  and  uti- 
lization of  resources  by  both  provid- 
ers and  vendors. 

B.  The  DSS  computer  systems  must  be 
brought  up  to  a capacity  and  capabil- 
ity to  ensure  that  the  data  required  to 
track  and  to  analyze  the  program  is 
readily  available  and  precisely  accu- 
rate. 

4.  Greater  Nebraska: 

1 . The  Nebraska  Health  Connection  in  its 
present  form  and  with  its  unresolved 
problems  should  not  be  implemented 
on  July  1,  1 997. 

2.  The  goals  for  implementing  managed 
care  for  Medicaid  in  this  region  should 
be  carefully  defined  (access  is  not  a 
great  issue)  when  designing  the  pro- 
gram and  to  avoid  detriment  to  what 
currently  is  in  place.  Physicians  in  small 
communities  are  presently  caring  for 
these  patients  out  of  a moral  obliga- 
tion, but  this  might  cease  if  they  are 


subjected  to  the  same  problems  and 
treatment  experienced  in  the  metro- 
politan areas. 

3.  The  Community  Access  to  Coordi- 
nated Healthcare  ("C.A.T.C.H.")  Project 
supported  by  the  RWJ  Foundation  and 
managed  by  the  LCMS/LLCHD  and 
Southeast  Nebraska  physicians  should 
be  given  adequate  time  to  mature,  as 
this  may  serve  as  a template  for  Med- 
icaid in  Greater  Nebraska  which  can 
meet  all  stated  goals  more  successfully 
than  the  plan  that  has  been  attempted 
in  the  urban  areas. 

4.  The  Medicaid  Managed  Care  Plan  can 
be  more  cost-effectively  implemented 
using  the  "C.A.T.C.H."  concept  alluded 
to  above  and  successfully  operated  in 
Lancaster  County  prior  to  July  1 , 1 995. 
If  applied  to  the  metropolitan  areas, 
access  will  be  assured  and  Nebraska 
dollars  kept  within  the  state. 

5.  With  health  care  providers  involved, 
quality  and  access  to  appropriate 
medical  care  will  be  more  assured. 

Summary 

The  Nebraska  Medical  Association  under- 
stands that  our  state  has  finite  financial  re- 
sources and  must  balance  that  reality  against 
its  obligations  to  its  citizens.  Our  State  Leg- 
islature has  directed  that  a "Managed  Care" 
format  be  used  with  the  Medicaid  Program, 
assuming  that  the  dollars  allocated  to  it  will 
be  frugally  and  wisely  spent.  This  is  only  an 
appropriate  exercise  of  its  fiscal  responsibil- 
ity, and  we  respect  that.  The  NMA  believes, 
however,  that  while  all  parties  must  work 
collectively  toward  that  end,  at  the  same 
time,  we  must  acknowledge  that  denial  of 
appropriate  care  is  false  economy,  and  poor 
management  is  costly  in  the  long-term.  Fur- 
ther, no  plan  of  this  complexity  is  likely  to 
begin  and  finish  in  the  same  form,  but  rather 
must  evolve.  The  NMA  believes  that  all  in- 
volved should  strive  to  achieve  an  effective 
and  cost-efficient  system  which  cares  about 
and  for  its  clients.  Finally,  we  must  acknowl- 
edge the  heterogeneity  of  our  state,  and  we 
must  therefore  recognize  that  a plan  which 
"fits"  for  one  region  will  not  predictably  meet 
the  needs  and  conditions  of  another. 
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ALLIANCE 


"Focus  Is  On  Dating  Violence" 

MARY  JO  LANGDON 


At  the  State  Convention  last  April,  President 
Linda  Schafer  vowed  to  continue  our  commit- 
ment begun  by  Past-President,  Carmen  Kleager, 
to  make  a difference  against  Domestic  Vio- 
lence. Linda  has  chosen  to  focus  on  one  of  the 
origins  of  Domestic  Violence.  The  Alliance 
Health  Project  will  focus  on  Dating  Violence, 
the  place  where  relationship  breakdowns  be- 
gin. Linda,  along  with  Health  Project  Chair, 
Mary  Jo  Langdon,  have  been  working  with 
Sharon  Gard  from  Family  Service  of  Bellevue, 
Nebraska  to  complete  this  project  in  time  for 
Confluence  in  October. 

Last  year  the  first  phase  of  the  Family  Ser- 
vice project  was  the  recipient  of  Kitchen  Tour 
funds  from  MOMSA.  Sharon  Gard  used  these 
funds  to  implement  various  skits  concerning 
sexual  abuse,  verbal  abuse,  intimidation,  and 
physical  abuse  into  area  high  schools  in  Cass, 
Douglas  and  Sarpy  counties.  The  goal  is  for 
these  skits  to  help  teens  visualize  attitudes  and 
behaviors  that  are  the  beginnings  of  violent 
behavior  that  can  quickly  become  a standard 
way  of  dealing  with  emotions.  Through  small 
group  discussions  after  these  performances 
teens  are  able  to  seek  solutions  and  discuss  the 
behaviors  portrayed  by  the  actors. 

This  fall  the  Alliance  will  help  this  project 
reach  more  teens.  Videotaping  of  all  these 
skits  entitled:The  Reality  of  Dating  Violence,  is 
set  for  September  8th  in  Lincoln.  Every  County 
in  Nebraska  will  be  offered  the  chance  to 
purchase  this  Video  accompanied  by  a Leader's 
guide  at  nominal  cost.  Sharon  Gard  is  setting 
up  training  sessions  across  the  State  for  those 
interested  in  this  teaching  tool  for  their  coun- 
ties. The  video  can  be  donated  to  a local  high 
school  or  to  the  Domestic  Violence  Shelter  in 
the  county  to  help  reach  teens.  Local  high 
school's  drama  classes  could  become  involved 
if  a coordinator  would  like  to  set  up  a live 
presentation.  The  skit  dialogue  will  be  included 
in  the  Leader's  Guide  for  that  purpose.  The 
video  also  contains  a "simulated"  small  group 
discussion  session  to  help  teachers  and  coun- 
selors get  an  idea  of  potential  dialogue  that 
can  stem  from  using  the  video. 

Teen  actors,  Sharon  Gard,  and  Mary  Jo 
Langdon  will  be  at  the  fall  Alliance  meeting  in 


Hastings  on  September  24th  to  give  members 
a "live"  performance  of  the  video.  Then,  in 
October,  Linda  Schafer  will  head  to  Confluence 
in  Chicago  for  Alliance  members  across  the 
country  to  view  the  completed  video.  Family 
Service  of  Bellevue  is  planning  to  market  the 
video  nationally.  While  the  Video  plays  at 
Confluence,  Sharon  Gard  will  be  busy  taking 
her  acting  troupe  into  seventeen  area  high 
schools  for  live  performances  throughout  the 
year. 

A MESSAGE  FROM  THE  NEBRASKA 
MEDICAL  ASSOCIATION  ALLIANCE 
ARE  YOU  ONE? 

That  famous  "book  of  words"  tells  us  a mem- 
ber is  a part  of  a whole,  one  of  the  persons 
composing  a society,  community  or  party. 

Being  called  a member  is  nothing  new  to 
any  of  us,  but  there  are  very  few  things  that  are 
more  important.  When  we  are  members  of  an 
organization  such  as  ours  we  share  a common 
bond  of  caring  — for  each  other,  our  families 
and  our  fellow  citizens.  It's  what  we  do;  no  one 
is  positioned  quite  like  we  are  to  make  good 
things  happen  for  ourselves  and  others  as  well 
as  to  make  things  better  for  those  in  need. 
Health  system  reform  and  managed  care  have 
introduced  new  types  of  pressure.  Alliance 
programs  can  provide  vital  support  in  these 
areas.  Reaching  out  to  spouses  of  physicians- 
in-training  and  all  other  potential  members  in 
our  community  gives  us  strength  and  leader- 
ship for  tomorrow. 

I repeat:  Are  you  "one"?  We  think  you  would 
make  the  perfect  one.  . . . 

M — membership  begins  with  ME 

E — each  of  us  can  play  a role  in  building 
bridges  for  the  future  of  medicine 

M — make  a difference  in  your  community 

B — become  better  informed  about  medi- 
cal issues  of  today 

E — enthusiastically  promote  the  contri- 
butions of  the  physicians  in  your  com- 
munity 

R — remember:  working  together  gets  any 
job  done  better  and  faster. 

Donna  Stone, 

NMAA  Membership  Chair 
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The  Relationship  Between  Smoking 
and  Breastfeeding  In  Low-income 
Mothers  In  Nebraska 

RENEE  J.  HINZ’,  DAVID  E.  CORBIN". 

DAN  STRICKLAND*  & JOAN  DIETRICH' 

•Maternal  Care  Program, University  of  Nebraska  Medical  Center  (UNMC);  "School 
of  HPER,  University  of  Nebraska  at  Omaha;  tDepartment  of  Preventive  & Societal 
Medicine,  UNMC,  Omaha,  NE;  ^Nebraska  Department  of  Health,  Lincoln,  NE 

The  physiologic  process  of  breastfeeding  plays  an 
important  role  in  human  infant  development. 
Breast  milk  provides  essential  nutrition  for  the  infant 
and  protection  against  infection  and  other 
immunologic  disorders.  Breastfeeding  is  a healthful 
behavior  and  smoking  is  a harmful  behavior.  The 
purpose  of  this  study  was  to  determine  the 
relationships  between  cigarette  smoking  and  the 
prevalence  and  duration  of  breastfeeding  among 
participants  in  the  Special  Supplemental  Food 
Program  for  Women,  Infants,  and  Children  (WIC)  in 
Nebraska. 

One  year  of  WIC  breastfeeding  and  smoking  data 
(n  = 5805)  was  analyzed  using  logistic  regression 
analysis  and  analysis  of  covariance.  The  findings 
revealed  that  smoking  had  an  affect  on  both  the 
initiation  and  duration  of  breastfeeding  and  was 
dose  related  to  the  number  of  cigarettes  smoked  per 
day.  Advanced  maternal  age,  higher  education, 
higher  income,  and  being  married  had  a positive 
effect  on  breastfeeding  initiation.  Smoking  was 
associated  with  lower  age  and  lower  income. 
Many  women  stop  smoking  during  pregnancy,  but 
they  return  to  smoking  after  giving  birth.  There  is  a 
need  to  reinforce  postpartum  smoking  cessation 
messages  because  of  the  inverse  relationship  to 
breastfeeding  initiation  and  breastfeeding  duration 
and  because  of  the  direct  adverse  health  effects  on 
the  mother  and  the  adverse  effects  of  secondhand 
smoke  upon  the  newborn  child. 


Possible  Role  of  Nitric  Oxide  in 
Cytokine  Induced  Cytotoxicity  of 
Pancreatic  Cancer  Cells 

THOMAS  Wl.  THOMAS  DL,  BILCHIK  AJ,  ADRIAN  TE. 

Cancer  Center,  and  Deptartment  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha 

The  lack  of  adequate  treatment  for  pancreatic 
cancer  is  partly  due  to  the  poor  understanding  of 
the  cellular  characteristics  of  the  tumor  cells.  This 
study  investigated  the  susceptibility  of  several 
human  pancreatic  cancer  cell  lines  to  the  cytotoxic 
effects  of  the  nitric  oxide  (NO)-donor  sodium 
nitroprusside  (SNP)  and  tumor  necrosis  factor  alpha 
(TNF-a).  The  cell  lines  PANC-1,  HPAF,  CD11, 
CD18,  and  MiaPaca-2  were  grown  in  either  RPMI 
1640,  5%  FBS  or  DMEM,  10%  FBS  for  48  hours 
with  various  concentrations  of  SNP  (1 0/uM-SOOyuM) 
or  for  72  hours  with  TNF-a  (0.2nM-5nM)  or  IL-1  P 
(0.2nM-5nM).  Cells  were  then  washed  once  in  PBS, 
trypsinized  and  counted.  All  cell  lines  exhibited  a 
decline  in  proliferation  upon  exposure  to  SNP  and 
TNF-a  except  the  MiaPaca-2  which  was  not 
affected.  Results  are  expressed  as  % inhibition  from 
control. 


Panc-1 

HPAF 

CD-11 

CD-18 

MiaPaca-2 

SNP  (500|jM) 

37  ± 7 

28  ± 2 

46  ± 1 

67  ± 1 

9 ± 2 

SNP  (1  OOjjM) 

27±  11 

3 ± 5 

29  ± 2 

35  + 2 

5 + 4 

TNF-a  (2.5nM) 

37  + 2 

29  ± 1 

25  ±4 

30  ± 1 

2 ± 4 

IL-1  P (2.5nM) 

30  ± 3 

15  ± 4 

1 ± 2 

5 ± 2 

0 + 4 

Previous  studies  have  shown  that  TNF-a  and  IL-1  P 
can  induce  nitric  oxide  synthase  in  a variety  of  cell 
lines.  We  then  tested  whether  the  cytokine  induced 
cytotoxicity  in  the  PANC-1  cells  was  nitric  oxide 
(NO)  dependent.  Cells  were  exposed  to  TNF-a 
(3nM)  or  I L-1 P (3nM)  with  or  without  the  NO 
synthase  inhibitor  L-NAME  (500^M)  or 
dexamethasone  (O.lyuM)  for  72  hours  and  counted. 
Proliferation  of  cells  exposed  to  TNFa  or  I L-1  P 
alone  was  reduced  by  38%  and  31  %,  respectively. 
The  TNF-a  induced  inhibition  was  attenuated  by  L- 
NAME  or  dexamethasone  but  not  completely 
reversed  (proliferation  declines  of  15%  and  23  % 
respectively).  IL-1  p induced  cytotoxicity  was 
similarly  attenuated  by  L-NAME  or  dexamethasone. 
These  findings  show  that  human  pancreatic 
adenocarcinoma  cells  are  susceptible  to  the 
cytotoxic  effects  of  the  NO-donor  SNP,  TNF-a  and 
in  some  cases  IL-1  p.  The  cytokine  induced 
cytotoxicity  appears  to  be,  at  least  in  part,  regulated 
through  the  nitric  oxide  pathway. 
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Cytokines  That  Are  Produced  by 
Pancreatic  Cancer  Cells 
Have  Profound  Effects  on 
Skeletal  Muscle  Metabolism. 

FEHSENFELP  PM.  PING  X-Z,  LIU  J,  APRIAN  TE. 

Cancer  Center  and  Department  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha. 

Experimental  evidence  suggests  that  cytokines, 
such  as  tumor  necrosis  factor  a (TNFa)  and 
interleukin-1  (3  (IL-1  (3)  mediate  the  metabolic  effects 
of  cancer  cachexia,  trauma  and  sepsis.  In  vivo, 
these  cytokines  increase  body  glucose  utilization  in 
spite  of  insulin  resistance  in  these  conditions. 
Treatment  of  adipocytes  with  TNFa  and  I L 1 -(3 
increases  basal  glucose  uptake  and  a down- 
regulates  the  insulin-responsive  glucose  transporter, 
GLUT-4.  Since  skeletal  muscle  is  the  most 
important  peripheral  target  for  insulin,  we  have 
investigated  the  chronic  effects  of  TNFa  and  IL1-P 
on  glucose  and  amino  acid  uptake  in  GLUT-4 
transfected  L6  myoblasts.  Cytokine  production  by 
human  pancreatic  cancer  cells  (PANC-1 ) was  also 
measured. 

TNFa  and  IL1-P  were  both  secreted  by  PANC-1 
cells  into  the  culture  media  (24.0±1 .1  ana  1 9.1  ±2.8 
fmol/million  cells/24  hrs,  respectively).  Glucose 
metabolism  was  monitored  through  two  methods; 
measurement  of  2-deoxyglucose  uptake  and 
glucose  utilization/lactate  production  in  media. 
Both  TNFa  and  IL1-P  caused  a dose  and  time 
dependent  increase  in  glucose  uptake  over  a 5 day 
incubation  period.  Maximum  response  to  TNFa 
occurred  at  3nM  for  5 days  causing  a 2.5  fold 
increase  in  basal  glucose  uptake,  while  IL1-P 
reached  a maximum  response  at  30pM  for  1 day 
causing  a 4 fold  increase  in  basal  glucose  uptake. 
The  effects  of  TNFa  and  IL1-P  were  additive. 
Insulin  stimulated  glucose  uptake  was  unaffected  by 
TNFa  or  IL1-P  alone;  however,  when  treated  witn 
both  TNFa  and  IL1  -P  together  there  was  a decrease 
in  the  insulin  stimulated  response.  Lactate 
production  and  glucose  utilization  measured  from 
media  also  showed  a dose  and  time  dependent 
increase.  Lactate  production  approximated  twice 
glucose  utilization  on  a molar  basis.  IL1-P  (25pM) 
decreased  arginine  uptake  by  about  50%  but 
doubled  leucine  uptake.  TNFa  had  no  significant 
influence  on  amino  acid  uptake. 

These  findings  show  that  TNFa  and  IL1-P  have 
profound  effects  on  glucose  and  amino  acid 
metabolism  in  muscle.  IL1-P  is  about  100-fold 
more  potent  than  TNFa.  The  2:1  ratio  of  lactate 
production  to  glucose  utilization  indicates  that 
glucose  is  channeled  into  glycolysis  rather  that 
glycogen  synthesis.  Since  TNFa  and  IL1-P 
massively  increase  glucose  uptake  into  myoblasts, 
the  reduced  response  to  insulin  may  instead  result 
from  feedback  by  high  intracellular  glucose  levels. 


The  in  Vitro  Methylation  of 
Dna  by  a Minor  Groove  Binding 
Methyl  Sulfonate  Ester  and  its 
Cytotoxicity  in  Wild  Type  E.  Coli 
and  Repair  Defective  Mutants. 

GOLD,  B..ENCELL,  L.,  SHUKER,  D.E.G.*, 

' Eppley  Institute,  University  of  Nebraska  Medical  Center,  Omaha,  NE  68198 
and  ' MRC  Toxicology  Unit,  University  of  Leicester,  Lancaster  Road,  Leicester, 

LEI  9HN,  U.K. 

The  preparation  of  sequence  and  groove 
specific  DNA  methylating  agents  based  on  N- 
methylpyrrolecarboxamide  subunits  appended 
with  an  O-methyl  sulfonate  ester  functionality 
(Me0S02(CFH2)2-lex)  is  described.  In  contrast  to 
simple  methyl  sulfonate  esters,  e.g.,  methyl 
methanesulfonate  (MMS),  which  predominantly 
methylate  at  7-guanine,  Me0S02(CH2)2-lex 
affords  N3-methyl-adenine  (3-mA)  as  its  major 
adduct.  Using  competitive  ELISA  determinations, 
the  methylation  at  major  and  minor  groove  sites 
in  calf  thymus  DNA  by  Me0S02(CFH2)2-lex  has 
been  precisely  quantitated.  The  yields  of  N7- 
methyl-guanine  (7-mG),  3-mA,  and  O6- 

methyldeoxy-guanosine  (6-m-dG)  are  0.424, 
3.195  and  0.0027  mmol  adduct/mol  DNA, 
respectively,  using  10  /urn  Me0S02(CFH2)2-lex  and 
1 00  DNA.  This  compares  to  0.773,  0.072  and 
0.0033  mmol  adduct/mol  DNA  for  7-mG,  3-mA, 
and  6-m-dG,  respectively,  using  MMS.  The 
increase  in  the  yield  of  3-mA  due  to  the  minor 
groove  equilibrium  binding  properties  of 
Me0S02(CH2)2-lex  is  ~40-fold  relative  to  MMS. 
The  cytotoxicity  and  genotoxicity  of 
Me0S02(CH2)2-lex  is  compared  to  MMS  in  wild 
type  E.  coli  and  repair  mutants. 
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Single-Copy  Gene  Amplification  in 
Single  Cells  Isolated  by  'In  Situ' 
Micromanipulation  from 
Formalin-Fixed,  Paraffin-Embedded 
and  Immunohistochemically 
Stained  Archival  Tissue  Sections 

FRANCESCO  D'AMORE,  JUDY  STRIBLEY,  GANG  WU,  ROBERT  WIC- 

KERT,  STEVE  HINRICHS,  AND  WING  C.  CHAN. 

University  of  Nebraska  Medical  Center,  Omaha,  NE 

Molecular  analysis  of  isolated  single  cells  is  a 
powerful  tool  to  analyze  heterogeneity  within  a 
cellular  population  and  to  clarify  issues  of  cell 
origin  and  clonal ity.  Current  techniques  are  limited 
by  the  availability  of  suitable  fresh  tissue.  To 
broaden  the  applicability  of  molecular  techniques 
at  single-cell  level,  we  have  developed  an  approach 
which  utilizes  routinely  processed  archival  tissue. 
Four  cases  of  diffuse  large  cell  non-FHodgkin's 
lymphoma  of  B-cell  phenotype  (B-NHL)  were 
analyzed  for  their  immunoglobulin  heavy  chain 
(IgFH)  gene  complementarity  determining  region  III 
(CDR3),  and  one  case  of  EBV-encoded  RNA  (EBER)- 
positive  angiocentric  pulmonary  T-cell  lymphoma 
for  the  presence  of  the  BamFH-W  multiple-copy 
fragment  of  the  EBV  genome.  Paraffin  tissue  from 
the  four  B-NFHL  cases  had  previously  been  shown  to 
be  amplifiable  for  the  IgFH  CDR3  by  seminested 
polymerase  chain  reaction  (PCR).  Tissue  sections 
from  the  B-NFHL  cases  were  stained  with  an 
antibody  to  CD20,  a pan-B  lymphocyte  marker  with 
microwave  pre-treatment.  The  tissue  sections  from 
the  EBER-positive  T-cell  lymphoma  were  stained  by 
non-isotopic  in  situ  hybridization  (ISFH).  Before 
micromanipulation,  all  tissue  sections  were  treated 
with  a proteolytic  enzyme.  Single  cells  were 
mobilized  under  an  inverted  microscope  using  a 
hydraulic  micromanipulator  at  400x  magnification. 
Isolated  cells  were  then  aspirated  using  a 
micropipette  fixed  to  a second  micromanipulator 
and  transferred  into  a PCR  tube.  The  IgFH  CDR3 
sequence  of  single  cells  was  amplified  using  a 
previously  reported  seminested  PCR  method.  Six 
CD20-positive  cells  were  harvested  in  two  cases 
and  seven  in  the  other  two.  IgH  CDR3  was 
amplifiable  in  three  out  of  six  cells  in  case  one,  one 
of  six  in  case  two,  one  of  seven  in  case  three,  and 
four  of  seven  in  case  four.  In  case  four,  PCR 
products  from  amplifiable  cells  showed  identical 
DNA  sequences  indicating  a clonal  relationship 
among  harvested  cells.  In  the  ISFH-stained  T-cell 
lymphoma  case,  the  harvested  EBER-positive  cells 


were  amplifiable  for  the  multiple-copy  fragment 
BamH-W  of  the  EBV  genome.  Our  study  indicates 
that  single  cell  analysis  can  be  performed  on 
paraffin-embedded  archival  tissue  after  prior 
immunoperoxidase  and  in  situ  hybridization 
procedures. 


Tissue-specific  Transcriptional 
Controls  for  Gene  Therapy 
Targeting:  the  Single  Ltr  Cassette 

GUOPING  XU,  MARY  ANN  ZINK,  AND  CLAGUE  P.  HODGSON. 

Creighton  Cancer  Center,  Creighton  University  School  of  Medicine, 

Omaha,  NE68178. 

Gene  therapy  offers  promising  new  methods  for 
treating  cancer,  including  ways  to  restore  normal 
gene  function,  to  enhance  the  antitumoral  activity 
of  natural  defense  mechanisms,  or  to  selectively 
destroy  tumor  cells.  An  important  feature  desired  in 
cancer  gene  therapy  is  transcriptional  targeting:  the 
capability  to  control  RNA  transcription  of 
therapeutic  genes  in  malignant  cells  and  in  the 
immune  system.  Thus,  we  have  developed  a new 
type  of  vector  (the  single  long  terminal  repeat 
[SLTR]  vector)  which  utilizes  the  ability  of  some 
mobile  genetic  elements  (retrotransposons)  to 
control  RNA  transcription  in  many  individual  cell 
types.  In  this  vectoring  method,  the  transcriptional 
control  sequences  are  copied  as  a cassette  (from  an 
LTR  in  which  it  is  transcriptionally  active)  and  are 
inserted  into  the  SLTR  vector  to  control  expression 
of  therapeutic  genes.  The  vectors  were  transmissible 
by  standard  retroviral  helper  cells,  and  expressed 
green  fluorescent  protein  or  b-galactosidase  reporter 
genes.  SLTR  vectors  contain  no  retroviral  genes  and 
are  thus  safer  to  use  than  conventional  retroviral 
vectors,  because  they  prevent  the  formation  and 
spread  of  replication-competent  retroviruses. 
Tissue-specific  LTR  cassettes  from  fibroblasts  and  T- 
helper  cells  are  presently  being  characterized  in  the 
expression  of  reporter  genes  in  vitro.  Other  cassettes 
tailored  for  expressing  therapeutic  genes  in  many 
different  tissues  are  under  construction. 

[Supported  in  part  by  a grant  from  the  Nebraska  Smoking  and 
Tobacco-related  Diseases  Program] 
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Genotoxicity  of  Tobacco-borne 
Chemicals  in  the  Pancreas, 

TERENCE  LAWSON  AND  CAROL  KOLAR, 

Eppley  Institute  for  Research  in  Cancer  and  Allied  Diseases, 

University  of  Nebraska  Medical  Center,  Omaha  NE  68198-6805 

Introduction;  Epidemiological  studies  show  that 
pancreatic  ductular  adenocarcinoma  (PDA)  can  be 
induced  in  humans  by  chemicals  found  in  tobacco 
or  formed  in  it  by  smoking.  These  include  tobacco- 
specific  nitrosamines,  e.g.  4-(methylnitrosamino)-1  - 
(3-pyridy I)- 1 -butanone  (NNK)  and  heterocyclic 
amines,  e.g.  2-amino-l -methyl-6- 
phenylimidazo[4,5-b]pyridine  (PhIP).  We  have 
developed  methods  for  the  isolation  and 
maintenance  in  vitro  of  pancreatic  dudt  epithelial 
cells  (DEC),  the  cells  of  origin  of  PDA.  We  have 
used  the  DEC  in  a series  of  in  vitro  assays  for 
genotoxicity  to  measure  the  ability  of  human  and 
rodent  DEC  to  generate  mutagens  from  PhIP  and 
NNK  and  to  measure  the  impact  of  environmental 
agents  such  as  ethanol  on  the  mutagen-forming 
process. 

Methods:  Two  mutagenicity  assays  were  used,  the 
Ames/bacterial  assay  and  the  V79/HGPRT  assay. 
Both  assays  require  another  cell  type,  in  this 
instance  DEC,  to  activate  the  chemicals  and  this 
allow  one  to  measure  the  ability  of  the  DEC  to 
metabolise  the  chemicals.  N-Nitrosobis(2- 
oxopropyDamine  (BOP),  which  induces  PDA  in 
hamsters  and  is  the  most  studied  model  for  PDA, 
was  the  positive  control. 

Results;  NNK  mutagenicity.  NNK  was  mutagenic 
in  both  systems.  In  the  bacterial  assay  its 
mutagenicity  increased  almost  20-fold  after  EtOH 
treatment  of  the  activating  cells,  hamster  DEC.  In 
the  V79  assay  NNK  mutagenicity  increased  3-fold 
when  human  DEC  from  3 donors  were  used  and 
were  pretreated  with  EtOH.  In  hamster  and  human 
DEC  cytochrome  P450  levels  increased  2 to  4-fold, 
depending  on  the  particular  isoform  measured,  after 
EtOH  treatment.  BOP  mutagenicity  was  not 
influenced  by  EtOH  treatment  indicating  that  it  is 
metabolized  by  different  P450  isoforms  than  NNK. 
PhIP  mutagenicity.  PhIP  was  mutagenic  in  V79  cells 
when  activated  by  hamster,  human,  mouse  and  rat 
DEC.  Its  mutagenicity  was  not  enhanced  by  EtOH 
treatment  but  was  dependent  on  glutathione  (GSH) 
levels,  i.e.  when  GSH  declined  PhIP  mutagenicity 
increased  and  vice  versa.  Differences  in  muta- 
genicity with  different  human  DEC  preparations 
suggests  that  metabolic  polymorphism  is  a 
determinant  of  susceptibility  to  PhIP's  actions. 

Conclusions:  Human  and  rodent  DEC  can 
metabolise  NNK  and  PhIP  to  mutagens.  This  action 


was  modified  by  treatment  with  EtOH  and  agents 
that  alter  GSH  levels.  There  is  evidence  that 
metabolic  polymorphism  is  a determinant  of  PhIP 
(i.e.  HA)  genotoxicity.  Our  data  correlate  with  that 
from  in  vivo  studies  and  show  that  this  approach  is 
a valid  one  for  determining  factors  that  affect 
tobacco-induced  PDA  in  humans.  Differences  in  the 
response  to  EtOH  suggest  that  NNK  and  PhIP  act  by 
different  mechanisms. 
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by  the  Nebraska  Department  of  Health  and  grants 
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A Study  of  Tobacco  Use  and 
Prevention  in  Physicians'  Offices 

HELEN  E.  MCILVAIN,  PH.D.,  BENJAMIN  F.  CRABTREE,  PH.D., 
CAROL  GILBERT,  M.S.,  RUSSELL  HAVRANEK,  B.S., 

AND  ELISABETH  L.  BACKER,  M.D., 

Department  of  Family  Medicine, 

University  of  Nebraska  Medical  Center,  Omaha,  NE. 

This  study  seeks  to  better  understand  family 
physician  attitudes  and  activities  around  tobacco 
use  prevention  and  cessation. 

A multimethod  case  study  of  1 1 family  medicine 
practices  sampled  for  variation  in  gender,  type  of 
practice,  and  rurality  used  direct  observation  of 
practice  activities  and  clinical  encounters,  chart 
reviews,  and  indepth  interviews  during  a two  day 
on-site  visit.  Data  analysis  involved  coding 
observation  and  interview  texts  which  were 
analyzed  using  a consensus-building  approach. 
Descriptive  statistics  were  used  to  analyze  chart 
review  and  clinical  encounter  data. 

Results  suggest  that  although  physicians  verbally 
support  prevention  and  cessation  activities,  little 
prevention  is  done  and  cessation  activities  focus 
only  on  smoking.  There  is  minimal  office  support 
for  these  activities  with  most  of  the  responsibility 
falling  to  the  physician.  Patient  education  material 
is  minimal  and  usually  is  provided  by  drug 
companies  promoting  nicotine  replacement 
strategies.  From  chart  reviews  (n=217)  we  were 
unable  to  identify  tobacco  use  status  on  47%  of  the 
cases,  with  a range  of  5-83%  among  sites. 

Although  much  research  has  been  done  on  ways 
to  improve  physician  tobacco  prevention  and 
cessation  activities,  the  majority  of  physicians' 
practices  studied  were  not  optimally  implementing 
these  techniques.  Additional  attention  needs  to 
focus  on  developing  interventions  that  increase 
implementation  of  activities  into  established 
physician  practices. 
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A Short  Telomere  Mimic 
Phosphorothioate  Oligonucleotide 
Arrests  Growth  of  Burkitt's 
Lymphoma  Cells  in  Vitro 
and  in  Vivo. 

JOHN  E.  MATA,  SHANTARAM  S.  JOSHI,  BRIAN  PALEN, 
SAMUEL  J.  PIRRUCCELLO,  JOHN  D.  JACKSON  JR., 

NADIA  ELIAS,  KRISTIN  L.  MEDLIN  AND  PATRICK  L.  IVERSEN. 

Departments  of  Pharmacology,  Cell  Biology  and  Anatomy, 

Pathology  and  Microbiology,  and  The  Eppley  Cancer  Center,  UNMC,  Omaha. 

A six  base  phosphorothioate  oligonucleotide  with 
sequence  identical  to  the  repeat  sequence  motif  of 
the  mammalian  telomere,  5'-d(TTAGGG)-3',  was 
incubated  with  OMA-BL1,  a human  Burkitt's 
lymphoma  cell  line.  This  short  oligonucleotide 
lengthens  cell  doubling-time  and  induces  apoptosis. 
Concatenated  repeats  of  the  5'-d(TTAGGG)-3' 
motif,  as  1 2-,  18-  and  24-mers  induce  similar 
cellular  responses.  Scrambled  sequences  and  5- 
mers  do  not  significantly  alter  cell  growth  and 
viability.  Antisense  oligonucleotides  which  contain 
sequences  closely  resembling  the  6-base  telomere 
mimic  also  produce  an  increase  in  S-phase  cells 
and  induce  apoptosis.  OMA-BL1  cells  injected 
subcutaneously  in  nude  mice  were  allowed  to 
establish  a subcutaneous  tumor.  These  animals 
were  administered  5'-d(TTAGGG)-3',  5'-d 

(TGTGAQ-3'  or  saline  via  14  day  subcutaneously 
implanted  Alzet  osmotic  pumps  in  a blinded  study 
in  which  tumor  size  was  monitored.  A significant 
decrease  in  tumor  size  was  observed  in  animals 
given  the  5'-d(TTAGGG)-3'  but  not  following  the  5'- 
d(TGTGAG)-3'  relative  to  the  saline  treated  animals. 
Subsequent  studies  indicated  the  antitumor  activity 
of  the  6-mer  telomere  mimic  was  dose  dependent 
and  no  toxicity  was  observed  in  these  animals. 
Further,  a reduction  in  metastatic  nodules  in  the 
spleen  was  observed  in  the  6-mer  telomere  mimic 
and  not  the  scrambled  controls.  These  observations 
are  unexpected  because  the  6-mer  is  not  expected 
to  hybridize  to  the  RNA  contained  in  the  telomerase 
complex  at  37DC  suggesting  allosteric  binding  to 
protein  domains  as  a mechanism  for  the  oligo- 
nucleotide activity.  These  results  provide  insight 
into  the  role  of  the  telomeric  DNA  in  these 
malignant  cells  and  the  potential  utility  of  a short 
oligonucleotide  as  a tool  or  antineoplastic  agent. 

(Supported  by  Nebraska  Department  of  Health  LB595  and 
LB 506  Funds.) 


The  Intracellular  Mechanism  of 
Insulin  Resistance  in  Pancreatic 
Cancer  Patients  with  Diabetes. 

Lie  I,  STROMMER  L,  PERMERT  j,  LARSSON  j,  ADRIAN  TE. 

Cancer  Center  and  Department  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha, 
and  Department  of  Surgery,  Karolinska  Institute,  Huddinge,  Sweden. 

The  diabetes  which  frequently  accompanies 
pancreatic  cancer  is  characterized  by  profound 
peripheral  insulin  resistance  which  improves  after 
tumor  resection,  indicating  that  it  is  tumor- 
dependent.  This  study  investigated  the  intracellular 
mechanism  of  insulin  resistance  in  skeletal  muscle 
of  pancreatic  cancer  patients. 

Insulin  receptor  density,  affinity,  and  kinase 
activity,  contents  of  insulin  receptor  substrate-1  and 
the  insulin-responsive  glucose  transporter,  GLUT-4, 
were  not  significantly  different  between  pancreatic 
cancer  patients  with  and  without  diabetes  and 
healthy  controls.  In  contrast,  muscle  glycogen 
synthase  activity  was  decreased  with  both  maximal 
and  submaximal  stimulation  by  glucose-6- 
phosphate  (G-6-P)  in  diabetic  pancreatic  cancer 
group  (PcO.OOl,  N=7)  and  in  non-diabetics  (N=8) 
compared  with  controls  (N=9).  The  G-6-P 
concentration  required  for  half-maximal  stimulation 
was  increased  in  the  diabetic  group,  but  this  did  not 
reach  statistical  significance.  In  addition,  glycogen 
phosphorylase  a and  b activities  were  higher  in  the 
diabetic  pancreatic  cancer  group  (P<0.05). 


Insulin  receptor:  Kd  (pM) 

Control  Pancreatic  Cancer 

Non-diabetic  Diabetic 
480+40  450±1 1 460±80 

Bmax,  fmol/g  muscle 

715+122 

556±1 65 

597±107 

Kinase,fmol/min/fmol  receptor 

1 7.9±2.6 

16.5+2.0 

1 3.5±2.9 

IRS-1  Content:  OD/lOOng  protein 

3.7±0.5 

2. 7+0.5 

3. 5+0.3 

GLUT-4  Content:  OD/pg  protein 

47.5+6.3 

35.5±5.7 

35.6±6.3 
Glycogen  syntha 

Max,nmol/min/mg 

9.7+1. 0 

6.7+0.8 

4.4±0.8 

Fractional  velocity,  % 

79.2+5.7 

68.5±5.7 

54.7±5.6 

ECS0,  C-6-P,  nM 

41 .4±1 6.7 

31 .4±1 7.3 

34.4±27.3 

Phosphorylase:  a 

5. 3+0.5 

5. 5+0.3 

9.0+1. 5 
nmol/min/t 

protein  b 

229.2±31 .3 

305.3+75.2 

437.0+12.9 

Since  skeletal  muscle  is  the  major  site  for  insulin 
resistance,  these  findings  show  that  impaired 
glycogen  synthesis  rather  than  altered  insulin 
receptor  binding  or  tyrosine  kinase  activity  is 
associated  with  the  diabetes  of  pancreatic  cancer. 
A tumor-derived  factor  appears  to  cause  diabetes  in 
pancreatic  cancer  patients  through  an  intracellular 
mechanism  involving  inhibition  of  glycogen 
synthesis. 
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A Factor  from  Pancreatic  and 
Colon  Cancer  Cells  Stimulates 
Glucose  Uptake  in  Myoblasts 

LI  I,  ADRIAN  TE. 

Cancer  Center  and  Deptartment  of  Biomedical  Sciences,  Creighton  University 
School  of  Medicine,  Omaha 

Severe  cachexia  is  frequently  observed  in  cancer 
patients.  In  addition  to  weight  loss  these  patients 
exhibit  negative  nitrogen  balance  reflecting  muscle 
wasting.  We  recently  reported  that  the  insulin 
resistance  in  patients  with  pancreatic  cancer  is 
associated  with  a reduction  in  skeletal  muscle 
glycogen  synthesis.  The  metabolic  abnormalities  in 
cancer  are  usually  attributed  to  cytokines  such  as 
TNFa,  IL-1 13,  and  IL-6,  however,  the  direct  effect  of 
cancer  cells  on  glucose  homeostasis  in  peripheral 
tissues  has  not  been  studied.  We  examined  the 
effect  of  conditioned  media  from  a pancreatic  and 
colon  cancer  cell  lines  on  glucose  uptake  in  L6 
myoblasts  transfected  with  the  GLUT-4  glucose 
transporter  to  make  the  cells  more  insulin 
responsive. 

Serum  Free  conditioned  media  from  Panc-1  and 
Colo320  cells  was  collected  extracted  on  Waters 
Cl  8 reverse-phase  cartridges.  The  eluent  was 
lyophilized  and  reconstituted  in  fresh  media. 
Culture  of  GLUT-4  transfected  L6  cells  in  the 
reconstituted  media  causes  a marked  time- 
dependent  increase  of  2-deoxyglucose  uptake. 
Conditioned  media  has  no  effect  during  a 40  min 
incubation  period.  After  5 hrs  incubation,  PANC-1 
conditioned  media  stimulated  glucose  uptake  by 
about  36%.  This  effect  increased  to  81%  during 
incubation  up  to  72  hrs.  Similar  effects  are  seen 
with  conditioned  media  from  Colo320  cells.  The 
magnitude  of  stimulation  of  glucose  uptake  by 
tumor  cell  conditioned  media  is  greater  than  with 
maximal  stimulation  with  insulin  and  the  effect  of 
insulin  is  additive.  Crude  separation  of  the 
conditioned  media  on  a Superdex  Peptide  HR  1 0/30 
gel  permeation  column  indicates  that  the  molecular 
weight  of  the  biologically  active  factor  is  in  the 
range  of  5,000-20,000.  Reverse  phase  chromato- 
graphy reveals  that  the  factor  is  very  hydrophobic. 

The  delay  in  glucose  uptake  suggests  that  the 
direct  effect  of  conditioned  media  involves  protein 
synthesis.  The  molecular  weight  and  the  time 
course  of  action  of  the  factor  are  similar  to  those  of 
cytokines  such  as  TNF-a  and  IL-1  P,  suggesting  that 
the  factor  could  be  a cytokine.  Further  purification 
and  characterization  are  needed  to  reveal  the 
identity  of  this  novel  factor  or  factors,  which  may 
have  other  metabolic  effects  which  contribute  to  the 
cancer  cachexia. 


An  Ounce  of  Prevention? 
Evaluation  of  the  Put  Prevention 
Into  Practice  Program 

KRISTINE  MCVEA,  MD,  MPH:  BENJAMIN  F.  CRABTREE,  PH.D.; 

JIM  D.  MEDDER,  MD,  MPH;  JEFFREY  L.  SUSMAN,  MD; 

LOU  LUKAS,  BGS;  HELEN  E.  MCILVAIN,  PH.D.;  CAROLE  M.  DAVIS, 
MSW;  CAROL  S.  GILBERT,  MS;  MARLENE  HAWVER,  MA. 

Department  of  Family  Medicine, 

University  of  Nebraska  Medical  Center,  Omaha,  Nebraska. 

Background.  The  "Put  Prevention  Into  Practice" 
(PPIP)  program  was  designed  to  enhance  the 
capacity  of  health  care  providers  to  deliver  clinical 
preventive  services.  This  study  was  designed  to 
evaluate  the  program's  effectiveness  when  applied 
to  private  practice  family  medicine  sites.  Methods. 
Eight  Midwestern  practices  that  had  purchased  PPIP 
kits  were  identified  and  agreed  to  participate  in  the 
study.  A comparative  case  study  approach 
encompassing  a variety  of  data  collection 
techniques  including  participant  observation  of 
clinic  operations  and  patient  encounters,  semi- 
structured  and  key  informant  interviews  with 
physicians  and  staff  members,  chart  reviews,  and 
structured,  post-patient  encounter  and  office 
environment  checklists  were  used.  Content  analysis 
of  the  qualitative  data  and  construction  of  the 
individual  cases  were  done  by  consensus  of  the 
research  team. 

Results.  PPIP  materials  are  not  being  used,  even 
by  the  clinics  who  ordered  them.  Physicians 
already  providing  quality  preventive  services  prefer 
their  existing  materials  to  those  in  the  PPIP  kit.  Sites 
that  are  underutilizing  preventive  services  are 
unable  or  unwilling  to  independently  implement  the 
PPIP  program. 

Conclusions.  Development  of  technical  support 
may  facilitate  implementation  of  PPIP  materials  into 
those  practices  most  deficient  in  providing 
preventive  services.  A computerized  system  for 
tracking  the  delivery  of  preventive  services  and  for 
patient  recall  would  likely  benefit  many  providers 
interested  in  expanding  their  use  of  this  technology. 
However,  given  the  diversity  of  practice 
environments  it  is  unlikely  that  a "one  size  fits  all" 
approach  will  ever  be  able  to  address  the  needs  of 
all  providers. 
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Development  of  an  in  Vitro  Assay 
for  Determining 
the  Specificity  of  Propeptide 
Converting  Enzymes 

ROBERT  B MACKIN1.  DARRIN  COWLEY',  MEREDITH  CHOQUETTE', 
AND  THOMAS  E.  SMITHGALL2; 

’Dept  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha,  NE; 

2Eppley  Institute  for  Cancer  Research, 

University  of  Nebraska  Medical  Center,  Omaha,  NE. 


Recent  studies  have  suggested  that  members  of 
the  furin/PC  family  of  proteases  are  responsible  for 
the  maturation  of  bioactive  peptide  precursors. 
Members  of  this  protease  family  are  able  to 
differentially  process  these  precursors  to  generate 
alternative  product  peptides.  We  are  interested  in 
examining  these  enzymes  to  determine  the 
molecular  basis  for  their  specificity.  Our  initial 
studies  have  focused  on  the  propeptide  converting 
enzymes  PCI  and  PC2.  These  enzymes  have 
recently  been  generated  using  a baculovirus  protein 
expression  system.  Mouse  PCI,  PC2  and  rat  7B2 
cDNAs  were  independently  cloned  into  transfer 
vectors,  and  recombinant  viruses  were  obtained  by 
transfecting  the  recombinant  vectors  into  Sf9  insect 
cells.  The  viruses  were  independently  amplified  and 
used  to  infect  High  Five  insect  cells.  Approximately 
72  hours  after  infection,  cell  extracts  and  culture 
media  were  collected  and  examined  for  the 
presence  of  either  PCI  or  PC2.  Western  blot 
analysis  of  PCI -encoding  virus  infected  cells 
indicated  the  presence  of  two  proteins  with 
molecular  weights  of  88  and  80  kDa.  These  proteins 
likely  correspond  to  pro-PCI  and  PCI,  respectively. 
Analysis  of  PC2-encoding  virus  infected  cells 
indicated  that  in  cells  infected  with  only  the  PC2- 
encoding  virus,  the  75  kDa  pro-PC2  was  present 
within  the  cells,  while  approximately  equal 
amounts  of  both  the  75  kDa  pro-PC2  and  68  kDa 
mature  PC2  had  been  secreted  into  the  media.  In 
contrast,  in  cells  co-infected  with  both  the  PC2-  and 
7B2  (a  chaperonin-like  protein)  - encoding  recomb- 
inant viruses,  no  PC2  was  detected  within  the  cells, 
and  only  the  mature  68  kDa  PC2  was  found  in  the 
media.  An  in  vitro  assay  was  then  used  to  test  the 
ability  of  expressed  PCI  and  PC2  to  process  human 
proinsulin.  The  enzymes  were  incubated  with  5 pg 
of  human  proinsulin  for  4 hours  at  37°.  Product 
peptides  were  then  derivatized  by  reduction  and 
carboxamidomethyla-tion  prior  to  analysis  by 
reversed  phase-high  performance  liquid 
chromatography.  It  was  found  that  expressed  PCI  is 
able  to  cleave  proinsulin  to  generate  the  dibasic 
amino  acid  extended  form  of  the  B-chain,  and  a 


combined  C-A  polypeptide.  The  identity  of  the 
product  peptides  was  confirmed  by  mass 
spectrometry.  In  contrast,  PC2  cleaves  proinsulin  to 
produce  a peptide  that  appears  to  be  very  closely 
related  to  the  A-chain,  and  a combined  B-C 
polypeptide.  Complete  analysis  of  these  products  is 
still  in  progress.  These  results  suggest  that  the  in 
vitro  assay  system  can  be  used  for  examining  the 
different  specificities  of  PCI  and  PC2.  This  assay 
provides  two  major  advantages  over  existing 
propeptide  converting  enzyme  assays.  One,  the 
product  peptides  are  obtained  in  quantities 
sufficient  for  structural  characterization,  thus 
allowing  the  exact  site  of  cleavage  to  be  defined. 
Two,  the  structures  of  both  the  PCI  and  PC2 
enzymes,  and  eventually,  the  proinsulin  substrate, 
can  be  manipulated  so  that  we  can  begin  to 
examine  the  three-dimensional  interactions  which 
influence  the  specificity  of  propeptide  maturation. 


Toward  A Chemoenzymatic  and 
Ring  E-Modular  Approach  to  the  (-) 
Podophyllotoxin  Skeleton 

DAVID  B.  BERKOWITZ*  and  IUN-HOMAENG 

Department  of  Chemistry, 

University  of  Nebraska-Lincoln, Lincoln,  NE  68588-0304 


Described  herein  are  our  efforts  to  develop  a 
synthetic  route  to  the  (-)  - podophyllotoxin  skeleton 
that  is  modular  in  ring  E.  If  successful,  this  approach 
will  provide  access  to  a family  of  heretofore 
unavailable  analogs  of  (-)  - podophyllotoxin  (and 
hence  of  etoposide)  as  potential  chemotherapeutic 
agents.  Ring  E is  to  be  installed  late  in  the  synthesis 
and  all  asymmetry  is  to  be  introduced  catalytically. 
Enzymatically-derived  chiral  building  block  3 is  to 
be  ring-opened  under  retro-Michael  conditions  to 
provide  Michael  acceptor  4.  Ring  E would  then  be 
introduced  via  conjugate  addition  to  4. 


Enzymatic  Desymmetrization  of  an  Advanced  Me  so  Intermediate: 

Lipase  or  Esterase 
Buffer.  Organic  Cosolvent 

1 2 


V'CH2°H 
vch2or 


<VY6rCH20R 

CHjCH 
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Disruption  of  The  Egf/tgfa 
Autocrine  Loop  Inhibits  Human 
Pancreatic  Tumor  Cell 
Proliferation 

LO  MURPHY.  J PERMERT,  J LARSSON,  TE  ADRIAN 

Cancer  Center  and  Department  of  Biomedical  Sciences. 

Creighton  University  School  of  Medicine, 

Omaha  and  Department  of  Surgery,  Karolinska  Institute,  Huddinge,  Sweden. 

Several  autocrine  pathways  have  been  shown  in 
human  pancreatic  tumor  cells.  We  have  previously 
demonstrated  the  presence  of  EGF  receptors  on 
HPAF  cells  and  TGFa-like  immunoreactivity  in 
HPAF  conditioned  media.  Furthermore,  when 
FHPAF  cells  are  weaned  from  serum  dependence 
and  maintained  in  serum-free  culture  conditions 
EGF  receptor  (EGFR)  density  doubles  and  TGFa 
secretion  increases  4-fold.  This  study  investigated 
the  importance  of  the  EGF/TGFa  autocrine  loop  in 
pancreatic  tumor  cells.  Weaned  HPAF  cells  were 
seeded  in  24-well  culture  plates  (30,000/well)  and 
maintained  for  3 days  in  serum-free  Iscoves 
Modified  Dulbecco's  Medium  (IMDM).  After  this 
initial  seeding  period,  fresh  media  was  added  and 
cells  were  treated  with  or  without  (stimulated  cells) 
a specific  EGFR  tyrosine  kinase  inhibitor  (AG1  478). 
Control  cells  received  fresh  IMDM  every  12  hours 
to  prevent  build  up  of  growth  factors.  Proliferation, 
measured  over  5 days  using  thymidine 
incorporation  (DNA)  and  cell  number,  is  expressed 
as  percentage  of  control. 

Both  autocrine  stimulation  of  proliferation  and  its 
inhibition  by  AG1478  reached  statistical  signifi- 
cance. It  appears  that  weaned  HPAF  cells 
proliferate  due  to  production  of  autocrine  growth 
factors.  The  EGFR  specific  tyrosine  kinase  inhibitor 
dose-dependently  inhibited  autocrine  stimulation 
and  the  inhibiton  of  autocrine  stimulation  was 
complete  at  1(iM  AG1478,  reducing  proliferation 
even  below  control.  The  EGF/TGFa  autocrine  loop 
plays  a central  role  in  human  pancreatic  tumor  cell 
proliferation  and  is  a potential  target  for  therapeutic 
strategies. 


Transcriptional  Regulation 
of  the  Tgf-p2 

GENE,  SCHOLTZ,  B.,  KINGSLEY-KALLESEN,  M.,  KELLY,  D. 

AND  RIZZINQ,  A.. 

Eppley  Institute,  University  of  Nebraska  Medical  Center,  Omaha,  NE  68198-6805. 

The  three  transforming  growth  factor-P  (TGF-P) 
isoforms  produced  by  mammalian  cells  are 
essential  for  normal  development  and  cellular 
function.  TGF-P2  is  essential  for  the  development 
and  functioning  of  many  tissues  and  organs,  and  it 
appears  to  be  necessary  for  implantation  of  the 
embryo  into  the  uterine  wall.  TGF-02  expression  is 
also  strongly  correlated  with  the  growth  of  several 
tumors,  especially  melanomas  and  gliomas.  In  view 
of  these  findings,  it  is  important  to  understand  how 
the  TGF-P2  gene  is  regulated,  with  the  ultimate  goal 
of  understanding  how  this  gene  can  be  regulated 
during  the  treatment  of  specific  pathologies.  Our 
studies  focus  on  the  transcriptional  regulation  of  the 
TGF-P2  gene.  Using  a battery  of  TGF-P2 
promoter/reporter  gene  constructs,  we  identified 
three  regulatory  regions  that  are  located  upstream 
of  the  TGF-P2  transcription  start  site.  We  have 
focused  much  of  our  attention  on  the  regulatory 
region  closest  to  the  transcription  start  site.  Using 
site-directed  mutagenesis,  we  have  identified  two 
essential  transcription  factor  binding  sites  in  this 
region.  Mutation  of  either  sequence  greatly  reduces 
transcription  of  the  TGF-P2  promoter/re  porter  gene 
construct  in  many  cell  types,  including  breast 
cancer  cells  and  choriocarcinoma  cells.  One  of  the 
sites  matches  the  DNA  sequence  of  a CRE/ATF 
motif  and  the  other  site  matches  the  DNA  sequence 
of  an  E-box  motif.  Using  gel  mobility  shift  analysis 
and  specific  antibodies,  we  have  shoyvn  that  the 
transcription  factor  ATF-1  binds  to  the  CRE/ATF 
motif  and  that  the  transcription  factors  USF-1  and 
USF-2  bind  to  the  E-box  motif.  We  have  also 
determined  by  ectopic  expression  studies  that  each 
of  these  transcription  factors  influences  the 
expression  of  the  TGF-(32  gene  in  vivo. 

(This  work  was  supported  in  part  by  a grant  from  the  Nebraska 
Department  of  Health,  96-57). 


H-thymidine  incorporation 

Stimulation  AG1478(lpM) 


Day 

3 82  ± 8.5 

4 1 33  ± 3.8 

5 119  ±5.7 


-10  ±14.6 
-9  ± 2.6 
-31  ± 2.3 


Cell  number 

Stimulation  AG1478(1pM) 


42  ± 9.4 
83  ± 16.6 
91  ±6.5 


27  ±0.9 
-3  ± 15 
25  ± 3.7 


October  1996  Nebraska  Medical  Journal  331 


Traf  : A Telomere  Protein  That  Is 
Associated  With  Dna  Replicaton 

DEBORAH  CARLSON,  ROSE  SKOPP  AND  CAROLYN  PRICE. 

Department  of  Chemistry,  University  of  Nebraska,  Lincoln,  NE  68588. 

We  have  examined  the  properties  of  the  Telomere 
Replication  Associated  Factor  (TRAF)  and  have 
found  that  it  exhibits  the  characteristics  of  a 
telomere  protein  that  is  associated  with  DNA 
replication.  The  gene  encoding  TRAF  was  initially 
identified  because  it  cross-hybridized  to  the  gene 
for  the  a-subunit  of  the  Oxytricha  telomere-binding 
protein.  The  protein  encoded  by  the  TRAF  gene  has 
extensive  amino  acid  sequence  identity  to  the 
DNA-binding  domains  of  the  telomere-binding 
proteins  from  both  Euplotes  crassus  and  Oxytricha 
nova.  To  learn  more  about  the  function  of  the  TRAF 
protein  we  determined  when  during  the  Euplotes 
life  cycle  the  gene  is  transcribed.  The  TRAF 
transcript  was  detectable  only  in  non-starved 
vegetative  cells  and  during  the  final  stages  of 
macronuclear  development.  The  peak  transcript 
level  coincided  with  the  rounds  of  replication  that 
take  place  towards  the  end  of  macronuclear 
development.  This  finding  suggested  that  TRAF 
might  be  involved  in  DNA  replication. 
Immunolocalization  experiments  with  Euplotes 
macronuclei  have  provided  support  for  this 
hypothesis  as  antibodies  to  TRAF  specifically  stain 
the  replication  bands.  Replication  bands  are  the 
sites  of  DNA  replication  in  Euplotes  macronuclei. 
Interestingly,  elevated  levels  of  the  telomere- 
binding protein  are  present  in  the  same  region  of 
the  replication  bands.  Co-localization  of  TRAF  and 
the  telomere-binding  protein  may  be  important  for 
TRAF  and/or  telomere-binding  protein  function  as 
preliminary  experiments  with  the  yeast  two  hybrid 
system  suggest  that  TRAF  and  the  telomere-binding 
protein  interact  specifically  with  one  another. 
Recently  we  have  produced  full  length  recombinant 
protein  using  a yeast  expression  system.  As 
anticipated,  the  recombinant  protein  binds  specifi- 
cally to  telomeric  DNA  sequences.  Interestingly,  the 
overall  sequence  preference  is  slightly  different 
from  that  of  the  Euplotes  telomere-binding  protein. 
The  DNA-binding  specificity  of  TRAF  together  with 
it's  localization  to  replication  bands,  suggests  that 
this  protein  is  a novel  telomere  replication  factor. 


Cancer  Support  Groups, 
Psychosocial  Adjustment, 

And  Health-promoting  Behaviors 

CAROL  OTT,  PH.D.(C) 

Dissertation  Study  - Interdepartmental  Area  of  Community  and  Human  Services 
University  of  Nebraska-Lincoln 

The  purpose  of  this  experimental  study  was  to 
compare  the  effectiveness  of  an  open  discussion 
format  with  a thematically  structured  format  in 
professionally-led  cancer  support  groups  for  adults 
with  cancer.  The  study  was  based  on  the  theoretical 
frameworks  of  Learned  Hopefulness  and  the  Health 
Promotion  Model.  A pre-test,  post-test,  follow-up 
experimental  design  was  utilized  to  assess  the 
outcome  variables  of  psychosocial  adjustment 
(general  mental  health,  hope,  and  social  support) 
and  health-promoting  behaviors.  Forty-three  adults 
with  cancer  of  any  type  were  randomly  assigned  as 
small  groups  to  one  of  two  eight  week  experimental 
conditions:  1)  an  open  discussion  format,  or  2)  a 
thematically  structured  format  (Renewing  Life™) 
which  follows  a set  of  ordered  themes.  Instruments 
with  established  reliability  and  validity  were 
utilized:  SF-12  Mental  Health  Summary  Scale, 

Herth  Hope  Index,  Medical  Outcomes  Studies 
Social  Support  Survey,  and  the  Health-Promoting 
Lifestyle  Profile  II.  Process  evaluations  were 
included  for  the  independent  measures.  Repeated 
measures  ANOVAs  indicated  significant  differences 
(p<.05)  across  time  for  both  interventions  for  total 
HPLP  II  and  each  of  its  subscales,  the  Mental 
Health  Summary,  Herth  Hope  Index  and  Positive 
Social  Interaction  Social  Support  subscale.  There 
were  significant  differences  (p<.05)  between  the 
two  intervention  groups  for  the  subscales  of  Health 
Responsibility  and  Nutrition  and  on  the  Mental 
Health  Summary  Scale.  Utilizing  exploratory 
spontaneous  multiple  regression  analysis  it  was 
determined  that  age,  gender,  marital  status, 
prognosis,  and  type  of  support  group  significantly 
explained  18%  to  46%  of  the  variance  on  all  the 
dependent  measures  except  hope.  Moderate  to 
strong  correlations  were  found  between  mental 
adjustment  and  hope,  between  perceived  social 
support  and  interpersonal  relations  and  between 
health-promoting  behaviors  and  hope,  fighting  spirit 
and  helplessness/  hopelessness.  The  findings  of  this 
study  indicate  that  both  open  discussion  and 
thematically  structured  support  groups  for  adults  are 
effective  in  enhancing  health-promoting  behaviors, 
hope,  general  mental  health  and  positive  social 
interaction  in  the  population  studied.  The  variables 
explaining  variance  and  the  correlations  reveal 
potential  areas  for  future  research. 
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Knowledge,  Attitudes  and  Practices 
of  Breast  and  Cervical  Cancer 
Screening  Among  African- 
American  Women  in  Omaha. 

RAIARAM,  SHIREEN  S.,  PH.D. 

Department  of  Sociology,  University  of  Nebraska  - Omaha,  Nebraska. 

This  is  a descriptive  study  of  the  knowledge, 
attitudes,  and  practices  of  breast  and  cervical 
cancer  screening  among  African-American  women 
in  Omaha,  Nebraska.  The  survey  was  conducted  by 
telephone  during  December  1993  and  January 
1994  by  the  Nebraska  Department  of  Health's 
Division  of  Health  Promotion/Education  in 
collaboration  with  the  "Every  Woman  Matters" 
program,  and  the  Bureau  of  Sociological  Research 
at  the  University  of  Nebraska-Lincoln.  The  sample 
consisted  of  348  African-American  women  over  40 
years  of  age  within  certain  Omaha  census  tracts, 
and  was  generally  representative  of  the  women  who 
lived  in  these  tracts.  The  findings  indicated  that 
76%  of  women  did  have  a mammogram,  2/3  of 
which  had  one  within  the  past  year.  About  two- 
thirds  of  the  women  reported  having  a pap  smear 
annually.  The  likely-hood  of  having  a mammogram 
and  a pap  smear  decreased  as  age  increased,  and 
education  and  income  decreased.  The  decision  to 
have  a mammogram  and  the  choice  of  the  facility 
for  the  mammogram  was  primarily  based  on  doctor 
recommendation,  especially  among  women  with 
less  education.  Only  22%  of  women  reported 
having  their  last  pap  smear  and  breast  exam  at  the 
same  time.  The  majority  of  women  who  had  never 
had  a mammogram  or  a pap  smear  indicated  that 
reasons  other  than  cost,  lack  of  pain  or  problem, 
and  fear  of  results,  influenced  them  not  to  have  a 
mammogram  or  a pap  smear.  Among  women  who 
had  not  had  a mammogram,  only  22%  indicated 
that  a doctors  recommendation  might  prompt  them 
to  get  a routine  mammogram.  Almost  18%  of  the 
respondents  were  aware  of  a place  in  the 
community  that  provided  low-cost  screening  tests 
for  breast  and  cervical  cancer.  African-American 
women  are  at  a higher  risk  for  late  detection  and 
poorer  survival  rates  of  breast  and  cervical  cancer 
screening.  An  understanding  of  the  knowledge, 
attitudes  and  practices  of  breast  and  cervical  cancer 
is  essential  in  enhancing  community  efforts  to 
increase  screening  rates  among  African-  American 
women. 


Nicotine  as  Carcinogen 

E.M.  RAKOWICZ-SZULCZYNSKA.  D.G.  MCINTOSH,  AND  M.  SMITH, 

Department  of  OB/CYN,  University  of  Nebraska 
Eppley  Cancer  Center,  Omaha,  NE 

Nicotine  represents  the  basic  component  leading 
to  tobacco  addition.  In  contrast  to  the  well 
described  carcinogenic  effects  of  several  com- 
ponents present  in  tobacco  smoke,  molecular 
effects  of  nicotine  were  under-evaluated  for  a long 
time.  In  the  presented  studies,  the  mechanism  of 
growth  factors  action  in  the  presence  or  absence  of 
nicotine  was  compared.  Effects  of  0.001 , 0.01  and 
0.1%  nicotine  on  internalization  and  intracellular 
distribution  of  ,25l-growth  factors,  and  on  RNA  and 
DNA  synthesis  in  cancer  cells,  were  evaluated. 

In  the  absence  of  nicotine,  tumor  necrosis  factor 
a (TNFa)  and  transforming  growth  factor  p (TGFP) 
were  internalized  by  cervical,  ovarian  and  breast 
cancer  cells  and  rapidly  degraded  within  1 hr  of 
incubation.  After  exposure  to  0.1  % nicotine,  both 
l25l-TNFa  and  125I-TGFP  were  taken  up  by  cells  and 
accumulated  in  the  cytoplasm  and  in  the  nucleus. 
Even  after  3-5  days  of  incubation,  ,25l-TNFa  and 
,25I-TGFP  remained  nondegraded,  and  tightly  bound 
to  the  chromatin. 

Internalization  of  epidermal  growth  factor  (EGF) 
and  platelet-derived  growth  factor  AA  (PDGF  AA) 
was  20-100  times  higher  in  the  presence  of 
nicotine,  and  both  growth  factors  remained 
nondegraded  in  the  chromatin  for  5-1 0 days.  PDGF 
BB,  which  binds  to  the  cell  surface  receptors 
without  internalization,  was  not  affected  by 
nicotine. 

Nicotine-stimulated  nuclear  accumulation  of 
growth  factors  was  leading  to  significant  modulation 
of  RNA  and  DNA  synthesis.  PDGF  AA  alone 
activated  growth  of  cervical  cancer  cells  by  20% 
and  by  60%  in  the  absence  and  presence  of  0.1% 
nicotine,  respectively. 

The  studies  suggest  that  nicotine  may  represent  a 
dangerous  carcinogen,  which  blocks  system  of 
intracellular  degradation,  leading  to  the 
accumulation  of  various  regulatory  factors  inside 
the  cells.  Chaos  in  gene  regulation,  occurring  in 
cells  exposed  to  nicotine,  may  contribute  to 
malignant  transformation.  Since  nicotine  may  be 
delivered  through  the  bloodstream  to  any  part  of  the 
body,  malignant  process  may  start  even  in  the 
tissues  which  are  not  directly  exposed  to  tobacco, 
or  tobacco  smoke. 
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125ludr-induced,  Schedule- 
dependent  Eradication  of  Cells  in  a 
Multicell  Spheroid  Tumor  Model 

MARTIN  H.  SCHNEIPERMAN  AND  G.  SUE  SCHNEIDERMAN. 

Departments  of  Radiology  and  Radiation  Oncology, 

University  of  Nebraska  Medical  Center,  Omaha,  NE  68198-1045 

A multicell  spheroid  system  was  used  to  test  the 
potential  of  5[125l]-iodo-2'-deoxyuridine  (125IUdR)  to 
eradicate  cells  growing  in  a solid  tumor  model. 
ILJdR  is  an  analog  of  thymidine  and  is  incorporated 
into  the  DNA  of  cycling  cells  when  they  enter  the  S- 
phase.  Decay  of  the  ,2d  nuclide  is  accompanied  by 
a shower  of  low-energy,  Auger  electrons  (1-52, 
mean  of  26  per  decay)  that  are  deposited  within  50 
nm  of  the  decay.  When  incorporated  into  the  DNA 
as  125IUdR,  each  l25l-decay  results  in  an  average  of 
one  double  strand  break.  The  overall  goal  of  the 
research  is  to  determine  the  minimum  treatment 
concentration,  the  minimum  treatment  length  and 
the  minimum  number  of  treatments  required  to  kill 
all  the  cells  in  the  spheroids. 

V79  cells  were  transferred  from  monolayer 
culture  to  spinner  culture  where  they  form 
spheroids.  On  day  4,  when  the  spheroids  had 
reached  an  average  diameter  of  450  pm,  the 
schedule  of  treatments  was  initiated.  Treatments 
were  continuous,  2 d on/5  d off,  and  1 d on/1  d off. 
At  the  start  of  the  designated  treatment  on  period 
(day  4 in  all  experiments),  1 .0  pCi/ml  125IUdR  was 
added  to  the  medium.  The  labeling  medium  was 
removed,  by  washing  the  spheroids,  at  the  start  of 
each  off  period.  The  medium  was  exchanged  every 
day  for  fresh  temperature  and  pH  adjusted  medium, 
with  or  without  l25IUdR.  Control  spheroids  were 
grown  (same  treatment  regimen)  in  the  presence  of 
non-radioactive  lUdR  or  in  medium  with  no 
added  lUdR.  Both  the  continuous  treatment 
regimen  and  the  1 d on/1  d off  regimen  eradicated 
the  cells  in  the  spheroids.  The  2 d on/5  d off 
treatment  was  not  sufficient  to  label  all  the  cycling 
cells  and  resulted  in  the  proliferation  of  unlabeled 
cells  during  the  5 d off  period.  Some  of  these  cells 
entered  the  G0-phase  and  were  resistant  to  the 
subsequent  l25IUdR  treatment. 

These  initial  results  indicate  that  the  eradication 
of  cells  with  ,25IUdR  is  cell  proliferation  schedule 
dependent. 

(Supported  by  an  LB595  grant  from  the  Nebraska  Department 
of  Health.) 


Synergistic  Cytotoxicity  in 
Lymphoma  Cells  by  Idarubicin 
and  an  Oligonucleotide 
Targeting  P53  Mrna 

SHARP  IG.  MANN  S,  REILY  P,  JACKSON  J,  GREINER  T, 

IVERSON  P,  JOSHI  SS,  BISHOP  M,  PIRRUCCELLO  S AND  VOSE  J, 

Departments  of  Cell  Biology  and  Anatomy,  and  Internal  Medicine  and  Pathology 
and  Microbiology,  UNMC,  Omaha. 

The  53kDA  protein  p53  binds  DNA  and  is 
postulated  to  play  a role  in  surveillance  of  DNA 
damage.  If  damage  is  detected,  cell  cycle 
progression  is  delayed  to  permit  repair  and  if 
unsuccessful,  apoptosis  ensues.  Recently,  Bishop  et 
al.,  JCO(in  press)  (1996)  postulated  that  if  p53 
mRNA  is  transiently  down  regulated  by  an 
oligonucleotide  OL-1  (p53)  and  the  cell  exposed  to 
a DNA  damaging  agent,  once  p53  levels  rebound, 
apoptosis  of  the  targeted  cells  should  ensue 
resulting  in  synergistic  cytotoxicity.  Normal 
hematopoietic  progenitors  might  be  partly  protected 
by  their  relative  quiescence.  The  oligonucleotide 
OL(1)  p53  was  non-toxic  in  man  in  a phase  I trial. 
These  studies  were  designed  to  test  the  above 
hypothesis  using  a human  lymphoma  cell  line 
WMN  kindly  provided  by  Dr.  Macgrath's  laboratory 
at  NCI.  This  line  was  selected  because  it  expresses 
wild  type  p53.  The  originally  selected  DNA 
damaging  agent  mitoxantrane  was  found  to  interact 
directly  with  the  oligonucleotide  and  was  replaced 
with  idarubicin.  WMN  cells  growing  in  culture 
were  treated  with  a range  of  doses  of  idarubicin,  an 
irrelevant  oligonucleotide,  OL(1)  p53  and  a 
combination  of  these  agents  and  the  cel lularity  of 
the  cultures  enumerated  for  up  to  seven  days.  The 
doses  of  idarubicin  and  OL  (1)  p53  selected  for 
synergistic  studies  were  doses  of  each  agent  which 
caused  less  than  20%  cytoxicity  WMN  when  used 
alone.  When  these  doses  of  idarubicin  and  OL  (1) 
were  combined,  growth  of  the  treated  cells  ceased 
after  two  days  and  1 00%  cytoxicity  was  noted  at 
subsequent  times.  When  normal  hematopoietic 
progenitor  cells  (producing  CFU-GM  and  BFU-E) 
were  treated  with  the  same  doses,  minimal 
reductions  were  noted.  Consequently,  synergistic 
toxicity  for  lymphoma  cells  of  idarubicin  and  OL  (1 ) 
p53  was  observed  at  doses  which  appear  non-toxic 
for  normal  hematopoietic  progenitor  cells.  The 
mechanism  appears  to  exploit  the  physiological 
regulation  of  p53  levels  which  is  an  advantage  over 
current  p53  gene  therapy  protocols.  However,  the 
rational  application  of  this  information  depends  on 
an  understanding  these  regulatory  mechanisms  in 
targeted  cells. 

(Supported  by  Nebraska  Department  of  Health  LB595  Funds) 
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A Factor  from  Pancreatic  Cancer 
Cells  Stimulates  Amylin  but  Not 
Insulin  Secretion  from  Islet  B-cells. 

X-Z.  DING.  P.R.  FLATT,  J.  PERMERT,  T.E.  ADRIAN. 

Cancer  Center  and  Department  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha. 

Patients  with  pancreatic  adenocarcinoma  have  a 
high  incidence  of  diabetes  associated  with  profound 
insulin  resistance  and  high  plasma  levels  of  Amylin 
(islet  amyloid  polypeptide).  Amylin  has  been 
shown  to  cause  insulin  resistance  in  vivo  and  in 
vitro.  Results  of  in  situ  hybridization  studies  suggest 
that  peritumoral  islets  are  the  source  of  increased 
amylin  release.  We  hypothesize  that  pancreatic 
cancer  cells  produce  a soluble  factor,  which 
selectively  stimulates  islet  cells  to  secrete  amylin, 
but  not  insulin,  in  patients  with  pancreatic  cancer. 
To  test  this  hypothesis,  pancreatic  tumor  cells  were 
co-cultured  with  a 3-cell  line  (Dll)  produced  by 
electrofusion  of  normal  rat  islets  with  an  rat 
insulinoma  cell  line.  Dll  cells  are  immortal  but 
retain  the  normal  insulin  responses  to  changes  in 
glucose  concentrations  seen  in  islets. 

Co-culture  with  pancreatic  cancer  cells  (PANC-1 ) 
caused  a three-fold  increase  in  amylin  secretion 
from  D1 1 cells  (control  1 36±39  fmol/million  cells, 
PANC-1  290±69,  PcO.OI),  but  no  change  in  insulin 
output  (control:  1 9.4±1 .9  pmol/million  cells,  PANC- 
1 : 1 8.7±2.1 ) over  24  hours.  This  stimulatory  effect 
of  PANC-1  cells  on  amylin  secretion  from  Dl  1 cells 
was  both  time  and  cell  number  dependent. 
Conditioned  PANC-1  media  also  markedly 
increased  amylin  release  (250±22  vs  109±21 
fmol/million  Dll  cells/24  hours,  P<0.05)  but  had 
no  effect  on  insulin  secretion.  Similar  increases  in 
IAPP  secretion  were  seen  with  co-culture  or 
conditioned  media  using  other  ductal  tumor  cell 
lines  (HPAF  and  MiaPaCa2),  but  not  with  colonic 
cancer  cells.  The  lAPP-releasing  factor  was 
destroyed  by  boiling  but  was  acid  stable.  Gel 
permeation  chromatography  (Superdex-Peptide) 
suggests  the  molecular  wieght  is  approximately 
1 000-1  500,  suggesting  that  it  is  a peptide. 

Pancreatic  cancer  cells  selectively  stimulate 
amylin  secretion  from  Dl  1 cells  but  have  no  effect 
on  insulin  release.  These  findings  explain  the 
mechanism  of  excessive  amylin  secretion  seen  in 
pancreatic  cancer.  Since  elevation  of  amylin  is  an 
early  feature  of  pancreatic  cancer,  measurement  of 
the  tumor-derived  amylin-releasing  factor  is  likely 
to  be  valuable  in  the  early  detection  of  this  disease. 


A Region  of  the  Retinoic 
Acid  Receptor  B Promoter 
Contributes  to  Gene  Silencing 

T.M.  VOLLBERG,  SR..  N.K.  OSBORN  AND  Y.  LIU 

Department  of  Biomedical  Sciences  and  Creighton  Cancer  Center, 
Creighton  University  Medical  School,  Omaha,  NE 

Retinoic  acid  (RA)  influences  cell  growth  and 
differentiation  by  binding  to  nuclear  receptors 
(RARs)  which  in  turn,  through  retinoic  acid  response 
elements  (RARE)  in  gene  promoters,  increase  the 
expression  of  target  genes,  such  as  RAR  (3.  In, 
squamous  cell  cancers  of  the  oral  cavity,  many  lung 
tumors  and  normal  human  epidermal  keratinocytes, 
RA-induction  of  RAR  3 expression  is  silenced.  In 
order  to  understand  the  underlying  mechanisms  of 
RAR  3 silencing,  we  began  analysis  of  the  RAR  3 
promoter  in  epidermal  cells.  A -721  to  +1  49  RAR  3 
promoter  fragment  was  synthesized  from  human 
donor  lymphocyte  DNA  by  polymerase  chain 
reaction  ana  inserted  into  a promoterless  luciferase 
vector  (pGL2-bsc).  This  fragment  includes  the  RARE 
and  the  RAR  32_minimal  promoter,  but  failed  to 
promote  reporter  expression  in  human  epidermal 
cells  either  in  the  absence  or  presence  of  1 0'6M  RA. 
However,  when  the  RARE  alone  was  placed 
adjacent  to  the  thymidine  kinase-minimal  promoter, 
basal  reporter  gene  expression  was  inducible  by  RA 
treatment,  demonstrating  that  these  cells  possess 
functional  RA  receptors.  We  hypothesized  that 
additional  sequences  of  the  RAR  promoter  contri- 
bute to  gene  silencing  within  these  cells.  We  tested 
the  ability  of  RAR  3 sequence  to  silence  the  highly 
active  SV40  promoter-enhancer  in  the  reporter 
plasmid  pGL2-ctrl.  Insertion  of  the  RAR  3 fragment 
into  pGL2-ctrl  suppressed  promoter  activity  of  the 
SV40  promoter-enhancer.  The  -721  to  +149 
fragment  was  dissected  into  smaller  fragments  by 
the  restriction  enzymes,  Sty  I (-522),  Ddel  (-335) 
and  Bgl  I (-169),  blunted  and  ligated  into  pGL2-ctrl. 
Reporter  activity  from  the  SV40  promoter  was 
suppressed  in  all  cases  for  which  the  construct 
contained  RAR  3 sequence  upstream  of  the  Sty  I site 
(-721  ^ -522).  This  suppression  was  seen  in  both 
orientations  (e.g.  -7 21-  -522  and  -522  - -721). 
Other  RAR  3 fragments  which  did  not  contain  the 
-721  - -522  sequence  did  not  suppress  the  activity 
of  the  SV40  promoter-enhancer.  We  have  also 
begun  to  test  if  upstream  deletions  of  RAR  3 
promoter  sequence  uncovers  minimal  and  RA- 
inducible  promoter  activity  in  human  epidermal 
cells.  This  work  in  progress  has  shown  that  the 
downstream  Bgl  I fragment  ( -1  69-  +1  49)  inserted 
into  pGL2-bsc  promotes  reporter  expression  about 
10-fold  above  background  activity.  This  level  of 
expression  was  increased  1.5  fold  in  RA-treated 
cells.  We  conclude  that  the  -721  - -522  region  of 
the  RAR  3 gene  contains  a silencer  element  which 
may  contribute  to  the  silencing  of  RAR  3 expression 
in  human  epidermal  cells  and  respiratory  tract 
cancers. 
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ASK  A LAWYER 


CHARLES  M.  PAUESEN  JR.,  Esq. 

1900  First  Bank  Building 
Lincoln,  NE  68508 


1.  What  legal  considerations  arise  when  a 
physician  or  other  health  care  profes- 
sional encounters  a case  of  spousal 
abuse,  child  abuse,  or  abuse  of  the  eld- 
erly? 

Nebraska  law  requires  that  physicians 
report  any  instance  of  abuse  to  the  Depart- 
ment of  Health  or  to  law  enforcement.  Phy- 
sicians must  report  spousal  abuse  under  Neb. 
Rev.  Stat.  § 28-902  which  requires  physi- 
cians, hospital  directors  or  directors  of  emer- 
gency rooms  to  report  injuries  which  have 
been  caused  by  violence.  Other  statutes 
require  health  care  professionals  to  report 
all  incidents  of  abuse  upon  children  or  vul- 
nerable adults  (including  the  elderly).  Ne- 
braska law  also  provides  to  individuals  im- 
munity from  any  civil  or  criminal  liability  that 
might  result  from  a truthful  report  of  abuse 
pursuant  to  a statutory  duty  to  report. 

After  a report  has  been  made,  various 
state  agencies  will  act  to  protect  the  well- 
being of  an  individual  about  whom  a report 
has  been  made  and  his  or  her  family.  The 
scope  of  this  action  includes  protective  or- 
ders to  keep  away  abusive  spouses  and 
mandatory  intervention  to  remove  children 
or  vulnerable  adults  from  abusive  situations. 
Shelter,  counseling  and,  in  some  cases,  fi- 
nancial assistance  are  also  available  through 
the  State  to  victims  of  abuse. 

A victim  of  abuse  will  not  often  volun- 
teer information  about  that  abuse  when  a 
physician  suspects  that  abuse  may  have 
occurred.  However,  he/she  can  ask  ques- 
tions to  find  out  more  about  his/her  patient's 
situation  and  assure  his/her  patient  that  the 
doctor's  office  is  a safe  place  to  confide  in 
the  instances  of  abuse.  The  Department  of 
Health  has  a special  number  for  reports  of 
the  abuse  of  children  or  vulnerable  adults:  1 - 
800-652-1999.  See  also,  Ask  A Lawyer  ar- 
ticle, Nebraska  Medical  Journal,  July  1993, 

p.  1 86. 


2.  I have  read  that  an  individual  can 
give  $10,000  each  year  to  an  unlim- 
ited number  of  beneficiaries  with- 
out tax  consequences.  Is  this  accu- 
rate? 

No!  Actually,  the  tax  consequences  are 
often  enormous,  but  properly  structured, 
almost  always  in  the  taxpayer's  favor. 

An  individual  may  give  $1  0,000  annually 
under  special  conditions  to  an  unlimited 
number  of  donees  without  generating  gift 
taxes,  and,  in  many  cases,  without  the  need 
for  a gift  tax  return.  These  $10,000  annual 
gifts  are  also  exempt  from  the  generation- 
skipping transfer  tax  (except  in  limited  cir- 
cumstances relating  to  Crummev  type  trusts). 
Moreover,  this  property  is  removed  from 
your  estate  and  avoids  transfer  tax  at  a 
possible  55%  (or  even  60%)  rate. 

To  qualify  for  the  $1 0,000  annual  gift  tax 
exclusion,  the  gift  must  constitute  a present 
interest  in  property  (e.g.,  outright  gifts).  When 
a minor  such  as  a child  or  grandchild  is  the 
donee,  a gift  to  a custodian  under  the  Uni- 
form Transfers  to  Minors  Act  (UTMA),  or 
through  a 2503  (c)  trust,  will  qualify  for  the 
exemption.  However,  under  Nebraska's 
UTMA  or  a 2503  (c)  trust,  the  minor  must 
receive  rights  to  all  of  the  property  at  age 
21.  Of  course,  the  ripe  age  of  21  is  usually 
not  an  opportune  time  for  large  sums  of 
money  to  grease  these  tender  palms. 

Fortunately,  alternatives  exist  which  al- 
low you  to  control  the  use  of  the  gift  for  a 
very  long  time.  For  example,  a 2503  (c)  trust 
agreement  can  limit  the  minor's  right  to 
withdraw  the  property  to  a brief  time  period 
(usually  45  days)  beginning  on  his  or  her 
21  st  birthday.  If  the  money  is  not  withdrawn 
during  that  time,  the  assets  remain  in  trust 
with  distribution  delayed  until  a later  date. 
Once  the  withdrawal  "window"  closes,  you 
can  ensure  that  the  assets  will  remain  in  the 
trust  and  thereby  delay  an  outright  transfer 
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until  the  donee  attains  a more  appropriate 
age. 

Another  method  of  funding  a trust  which 
qualifies  for  the  $10,000  annual  gift  tax  ex- 
clusion involves  the  use  of  a limited  45-day 
beneficiary  withdrawal  right  at  the  time  of 
each  gift.  Unlike  the  2503  (c)  trust,  the  with- 
drawal right  extends  only  to  the  current 
$10,000  gift,  not  to  the  whole  trust. 

The  withdrawal  right  in  both  of  these  trusts 
is  a general  power  of  appointment  in  the  hands 
of  the  beneficiary.  If  the  withdrawal  right  lapses 
(i.e.,  is  not  exercised  within  the  45-day  period), 
the  beneficiary  for  tax  purposes  has  transferred 
property  to  the  trust  remainder  beneficiaries  to 
the  extent  that  the  transfer  exceeds  annually 
the  greater  of  $5,000  or  5%  of  value  of  all  trust 
assets. 

If  the  doner  makes  a $1 0,000  annual  exclu- 
sion gift  and  the  total  value  of  the  trust  is  less 
than  $200,000,  a deemed  transfer  will  have 
occurred  when  the  withdrawal  right  lapses 
because  the  gift  amount  exceeds  the  greater 
of  $5,000  or  5%  of  the  trust  value.  To  avoid 
taxation  of  this  excess  amount  in  the 
beneficiary's  estate  or  as  a gift,  the  trust  agree- 
ment should  incorporate  "hanging"  powers 
which  provide  that  the  beneficiary's  right  to 
withdraw  the  property  will  not  lapse  to  the 
extent  that  such  lapse  would  create  a deemed 
transfer  bv  the  beneficiary.  Each  year  the  ben- 
eficiary would  lose  the  withdrawal  right  to  the 
extent  of  $5,000  or  5%  of  the  trust  corpus, 
whichever  is  greater. 

Although  the  beneficiary  (at  least  a reason- 
ably smart  one)  will  not  elect  to  make  any 
withdrawals,  this  theoretical  withdrawal  risk  is 
a factor  to  consider  when  establishing  a gifting 
program  using  either  of  these  trust  methods. 
The  risk  is  clearly  greater  under  a 2503  (c) 
trust,  as  the  sums  available  for  withdrawal  at 
age  21  are  potentially  large. 

For  every  $10,000  annual  exclusion  gift, 
you  potentially  save  $5,500  in  transfer  taxes 
(i.e.,  gift,  estate  and  generation-skipping).  You 


additionally  avoid  future  income  and  transfer 
taxation  on  the  growth  of  each  $10,000  gift. 
Therefore,  if  you  should  gift  $ 1 00,000  this  year, 
you  would  potentially  save  a minimum  of 
$55,000  in  transfer  taxes. 

Of  course,  a gift  of  any  property  also  has 
inherent  disadvantages.  The  gift  decreases  your 
income,  both  in  the  year  of  the  gift  and  in 
future  years.  You  also  part  irrevocably  with 
any  interest  or  control  over  the  gifted  property, 
subject,  of  course,  to  your  right  to  dictate  the 
distribution  plan  under  the  trust  agreement. 
Finally,  the  basis  in  the  gifted  property  remains 
unchanged,  and  the  potential  advantages  from 
the  tax-free  increase  in  basis  to  fair  market 
value  on  the  date  of  death  are  obviously  not 
available. 

A thoughtful  gifting  program  should  reflect 
the  culmination  of  our  own  efforts  to  develop 
some  meaningful  perspectives  on  life  (and 
death).  True  gifts  are  not  about  money,  but  act 
as  carriers  for  our  ideas,  philosophies  and  goals. 
Gifts  should  force  us  to  articulate  and  explain 
our  lives.  This  planning  process  will  uncover 
many  issues  (both  legal  and  familial)  which  are 
much  better  resolved  while  we  are  alive.  Post- 
mortem planning  (while  not  impossible)  al- 
ways presents  a number  of  obvious  limitations 
- and  is  restricted  essentially  to  the  acts  of 
lawyers  and  judges  in  our  absence. 


To  inquire  about  other  estate  planning  issues,  contact  your 
estate  planning  advisor,  or  to  receive  our  planning  manual  en- 
titled, "Multigenerational,  Charitable  and  Retirement  Planning 
(Using  Wealth  to  Make  a Difference)",  please  call  our  estate 
planning  hotline  1-800-822-2117,  or  write  to:  Cline,  Williams, 
Wright,  Johnson  & Oldfather,  Attention  Daniel  R.  Stogsdill,  J.D., 
1900  First  Bank  Building,  Lincoln,  Nebraska  68508. 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  Daniel  R.  Stogsdill  of  the  Cline 
Williams  Law  Firm.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  1 8-20, 1 997 — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 

CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

NOVEMBER  21-22,  1 996  — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Conference  Center,  University  of  Ne- 
braska at  Omaha,  Omaha,  NE. 

JULY  9-11,  1997  — 14th  Annual  Scientific  Session 
of  the  American  Association  of  Clinical  Anato- 
mists, Hawaiian  Regent  Hotel,  Honolulu,  HI. 

JULY  12,  1997  — Clinical  Anatomy  of  the  Basic 
Physical  Examination,  University  of  Hawaii  School 
of  Medicine,  Honolulu,  HI. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


SAINT  FRANCIS  MEDICAL  CENTER 

THURSDAY,  NOVEMBER  14,  1996  — 1:30  - 9:00 
p.m..  Third  Annual  Update  on  Primary  Care, 
O'Brien  Conference  Center,  Saint  Francis  Medi- 
cal Center,  Grand  Island,  NE. 

For  further  information  on  pre-registration:  Sherry  Huffman, 
M.Ed.,  (308)  389-531 8. 

MAYO  FOUNDATION 

OCTOBER  14-16,  1 996 — 1 996  International  Meet- 
ing on  ANCA  and  ANCA-Related  Diseases,  The 
7th  International  ANCA  Workshop.  Program 
Site:  Phillips  Hall,  Siebens  Building,  Mayo  Clinic, 
Rochester,  Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN  55905, 
USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507-284-8399, 
Fax:  507-284-0532. 

OCTOBER  28-30  & NOVEMBER  1 1-13,  1996  — 
Clinical  Reviews  1 996,  Mayo  Civic  Center,  Roch- 
ester, Minnesota,  Credit:  20  Category  1 AMA, 
Registration  fee:  $295,  Phone:  1-800-323-2688, 
FAX:  507-284-9532. 


OCTOBER  26,  1996  — Current  Therapies  in 
Otolaryngology,  Judd  Auditorium,  Mayo  Build- 
ing, Mayo  Foundation,  Rochester,  Minnesota. 
Credit:  5 Category  1 Hours  AMA,  Registration 
fee:  $95,  Phone:  1-800-323-2688,  FAX:  507-284- 
0532. 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

FEBRUARY  1 5-1 9,  1 997  — Selected  Topics  in  Inter- 
nal Medicine,  Rancho  Bernardo  Inn  & Resort,  San 
Diego,  California.  25  Category  1 Credit  AMA, 
Registration  fee:  $625. 

MARCH  14-15,  1997  — Current  Issues  in  Cancer 
Prevention,  Detection  and  Treatment,  Siebens 
Medical  Education  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota.  Credit:  9.5  Category  1 Hours 
AMA,  9.5  Prescribed  Hours  AAFP,  Registration 
Fee:  $195,  Phone:  1-800-323-2688,  FAX:  507- 
284-0532. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200FirstSt.  S.W.,  Rochester,  MN 55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

OCTOBER  9,  10,  & 11  1996  — 64th  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha, 
Nebraska. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  OCTOBER  11,1 996—  4th  Annual  College 
of  Medicine  Alumni  Day,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target  Au- 
dience: Alumni  - College  of  Medicine.  Fee:  No 
Charge. 

THURSDAY  EVENING,  OCTOBER  24,  1 996  — Fall 
Gastroenterology  Program,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $25. 

THURSDAY-SUNDAY,  DECEMBER  12-14,  1996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 

SUNDAY-FRIDAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after 
2/10/97. 

11  DAYS,  MARCH  10-21,  19967 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  $cientists.  Fee:  TBA. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42nd 
Street,  Box  98565 1,  Omaha,  NE  68198-565 1.  Call  (402)  559-4152 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONTEDUC  @ UNMC.EDU. 
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'vTUAT  doctor  HAS  4 LOT  OF  NERVE...  l'/£ 
WAITED  S/X  WEEKS  FoR  tF/S  APPOINTMENT 

And  he  sah$,  ' You're  iuc/<y  we  caught 

IT  IN  TIME  \ " 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth 
page  multiples  for  a twelve-month  period.  Detailed  information  regarding  con- 
tent and  cost  can  be  obtained  through  the  Nebraska  Medical  Association  office, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


KEARNEY 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landm,  M.D.  obstetrics  ■ gynecology 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D. 

Thomas  F Werner,  M.D. 

William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall,  M.D. 


James  V.  Reiss,  M.D. 
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Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  3 1 st  (800)  590-5999 

Kearney,  NE  68847  FAX  (308)  865-21 98 
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The 

HEART  — , , — , 

Center  of.Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 
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LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402  484-7600 

1500  S.  48TH  ST„  SUITE  709 
LINCOLN,  NE  68506 

1 800  MED  LINC 
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David  W.  Swift, 

M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

21 15  N,  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 
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□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■!■  ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  ‘Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5492 
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J surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Linder.  M.D. 
Gregory  E.  Sutton.  M.D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville.  Kansas 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.AC.0.G. 

Joseph  G.  Rogers,  M.D.,  FAC.O.G. 

Dennis  L Hodge,  M.D.,  FAC.O.G. 

Gregory  W.  Heidrick,  M.D.,  FAC.O.G. 

Yvonne  K Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

483-7641 

• GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME  1 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 
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NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

Rebecca  S.  Rundlett,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

6900  A Street  • Lincoln,  NE  68510 

(402)  436-2000 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine  • Arthroscopic 

Surgery 

Board  Certified 

Fractures  & Trauma  • Hand  Surgery 

Bruce  A.  Miller,  M.D. 

Total  Joint  Replacement  • Children's  Orthopaedics  1 

Board  Certified 

Matthew  C.  Reckmeyer,  M.D. 

Main 

436-2000 

Board  Cerlified 

Patient  Account  Rep. 

436-2030 

Douglas  P.  Tewes,  M.D. 

Collection  Manager 

436-2044 

Board  Certified 

Prescription  Refills 

434-6363 

John  C.  Yeakley,  M.D. 

Board  Cerlified 

FAX 

436-2099 
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NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 
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LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  _DAY  0R  NIGHT- CALL-  * Laser  Surgery 

Office  (402)  463-7825  or  Med-Linc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  68510  11-96 


NEBRASKA^lll 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 
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/pPjgk  Neurological  & Psychiatric 
SHU  Specialists,  Inc. 

7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  And  Treatment  of  Neurobehavioral  Disorders,  Neurodevelopmental 
Disorders,  And  Disorders,  In  Children,  That  Effect  The  Brain,  Spine  and  Muscles. 
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Prairie  surgical 

associates  p c 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE 68506 

(402)486-3400  • FAX:  486-3344  9-9? 

Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D.  ^ 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 
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SAMUEL  E BOON.  M.D. 
JOHN  H.  CASEY.  M.D. 

Datholoav  DEBORAH k DAVIDSON,  d o 

r V . » y.  lJBI  MICHAEL  J.  DUGGAN,  M D 

meaicai  >^bi  donald a dynek.md 

C £3,  1*1/  j /“* O C GEORGE  E GAMMEL,  M D 

OCIVIV.CO  PATRICK  A.  KEELAN.  M.D 

M nrT^  STEFFAN  R.  LACEY.  M D 

|fl  f CHRISTOPHER  T MASADA.  M.D 

1 i 1 ' SCOTT M NOEL.  M.D 

MATTHIAS  1.  OKOYE.  M D 
JOHN  F PORTERFIELD.  M D 
ROBERT  F.  SHAPIRO.  MD 
AINA  1.  SILENIEKS  M D 
DANIEL  J.  TILL , M D 
LARRY  D TOALSON.  MD 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 

Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

^ A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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(^}  PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 

(/f  £/? a (/nr/ to// 

(9/rco/oa//  (9e/ife/1 

High  tech  as  well  as  highly  personalized  and  caring  service. 

Raju  Rao,  M.D. 

Board  Certified  Radiation  Oncologist 

Our  staff  consists  of  two  Radiation  Therapists  (B.S.  in  Radiation  Science), 
and  a Radiation  Physicist  (M  S.  in  Radiation  Physics.) 

Physician  referrals  only  Hours:  8:00  - 4:30  Monday  - Friday 

6101  Village  Drive,  Suite  100  • Lincoln,  NE  68516 

421-7158 
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Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 
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WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 
Gregory  J.  Hattan,  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln.  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Inlertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women's  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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Adult  & Pediatric 
Urology 

Hal  K.  Mardis.  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

R,  Michael  Kroeger,  M.O..  FAC.S.  Jon  J.  Morton,  M.D, 

H.  Jeoffrey  Deeths,  M.D..  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street,  Omaha,  NE  68114  • (402)  397-9800/1-800  8824770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005 19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha,  NE  68122  Papillion,  NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  inlormalion  on  our  ongoing  research  studies  please  call  (402)  572-3770 ' 3-97 


CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  681 14 


OMAHA,  cont. 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

FIRST 


EYE 


Building  I 'pon  a Proud  Heritage 
of  Expert  Eve  Care 


Stanley  M.  Truhlsen,  M.D.. 

emeritus 

C.  Rex  Latta.  NED. 


John  W.  Pemberton,  M.D. 


John  T.  Ramsell,  M.D. 
Donald  L.  Arkfeld.  M.D. 


Raymond  M.  Crossman.  III.  M.D. 


8111  Dodge  SL 
Omaha.  NE 
681144115 
(4021354-8111 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(4021 391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)552-2300 


D.  Francis  Arkfeld,  M.D. 
Camilla  R.  Parson.  M.D. 

Michael  E.  Goldstein.  M.D. 

Since  !HH6 


3353  L SL 
Omaha,  NE 
68107-2500 
(402(354-8111 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

BERNARD  L KRATOCHVIL,  M.D. 

R,  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D, 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY.  M.D 

T.  KEVIN  O'MALLEY,  M.D, 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulder&  Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED24  HOURS 

7710  Mercy  Rd.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-97 

Available  for  Consultation 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 
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HERBERT  A.  HARTMAN,  JR.,  FACP 

Oncology  Associates,  P.C. 

Medical  Oncology 

Methodist  Cancer  Center  Outreach 

8303  Dodge  St.  #225  Blair 

Omaha,  Nebraska  68124  Lexington 

(402)  354-5860  Norfolk 

O'Neill 

After  Hours  (402)  354-2786 

11-96 


(402)  426-1239 
(308)  324-5651 
(402)  644-7559 
(402)  336-2611 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES,  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  ANDTREATMENT 
OF  HEADACHE 

2 LOCATIONS 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 


7710  Mercy  Rd  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd  . Papillion 


592-2611 


IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-888-592-2611 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  9'97 
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HUGH  S.  LEVIN,  M.D.  • JOSEPH  A.  JARZOBSKI,  M.D.  • TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P TIERNEY,  M D • SHIRLEY  LANDEN  HUERTER,  M.D.  • MICHAEL  H PETERS.  M.D 
D RANDALL  PRITZA,  M.D.  • STEPHEN  M O'CONNOR,  M 0 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)  398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)296-5550 
3-97 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


C.A.  MCWHORTER,  M.D. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
•R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 


7441 "0" STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-97  PHONE:  402-488-7710 


SCOTTSBLUFF 


Stanley  L Davis,  M.D. 
M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 


Kevin  R.  Murphy,  M D 
Jeffreys.  Nelson,  M.D. 
George  A Zieg,  M.D. 


Midwest  Childrens  Chest  Physicians  P.C.  is 
affiliated  with  Midwest  Allergy  & Asthma  Clinic  Inc. 

Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


OMAHA 

8552  Cass  Street 
14505  West  Center  Road 
7710  Mercy  Road  #334 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

402-563-3379 


LOCATIONS 

GRAND  ISLAND 

308-381-1700 

FREMONT 

402-397-7400 

McCOOK 

308-3458285 

HARLAN 

712-7555161 


Board  Certifited  in  Adult  & 
Pediatric  Allergy/  Immunology 
and  Pediatric  Pulmonology 


NORFOLK 

402-379-3250 


SHENANDOAH 

712-2451230 
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Judson  C.  Martin,  M.D. 
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advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


SIOUX  FALLS,  SOUTH  DAKOTA: 
Large  multispecialty  group  seeks 
additional  pediatrician.  Unusually 
diverse  practice  working  out  of 
two  400  bed  tertiary  care  centers. 
Call  1:5/  Teach  medical  students 
and  residents.  Rated  as  Money 
Magazine’s  #1  city,  great  recre- 
ational and  cultural  opportunities, 
top  notch  schools  and  colleges. 
Contact  Kathy  Jordan,  1-800-546- 
0954,  I.D.  #4070NB,  Fax:  314-726- 
3009,  e-mail:  careers@cejka.com 


SIOUX  FALLS,  SOUTH  DAKOTA: 
Multispecialty  group  seeks  family 
practitioner.  Prefer  OB  interest,  but 
will  consider  others  including  occu- 
pational medicine.  Teach  residents 
and  medical  students.  Call  1:6  or 
better.  Rated  as  Money  Magazine's 
#1  city,  great  recreational  and  cul- 
tural opportunities,  top  notch  schools 
and  colleges.  Contact:  Kathy  Jordan, 
1-800-546-0954,  I.D.  #4069NB,  Fax: 
314-726-3009,  e-mail:  careers 

@ cejka.com. 

KEYSTONE,  COLORADO:  Week- 
ly rental,  3 to  5 minute  walk  to  the  lifts 
and  the  Mountain  House.  Sleeps 
four  to  six.  Indoor  parking,  pool 
jacuzzi,  sauna.  Two  units,  one  luxury, 
one  deluxe).  From  $950  per  week. 
Dr.  Ralph  Bloch,  (714)  692-8025. 


OPPORTUNITY:  Join  2 physi- 
cians, 1 PA  at  Central  Nebraska 
Medical  Clinic  in  Broken  Bow,  Ne- 
braska. Share  1/5  call  in  service 
area  of  24,000.  Competitive  guar- 
antee. Benefits:  malpractice,  health, 
life  and  disability  insurance,  vaca- 
tion, sick  leave,  CME  time  and  travel. 
Modern,  updated  40  bed  hospital, 
LTC,  surgical  suites  adjacent.  Call 
308-872-2486,  Aleta  Ambler  for 
more  information. 


OFFICE  EQUIPMENT  FOR 
SALE:  Abbott  Vision  Machine 

and  Supplies.  Call  (308)  384- 
7100,  721  W.  7th,  Grand  Island 
NE  68801. 
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1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 
Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 
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Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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Toda\  r,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  -surgen 
chemotherapy  and  radiation  therapy- with! 
increasingly  better  results.  This  type  of  carel 
requires  new  levels  of  collaboration  between 
surgeons,  medical  oncologists,  radiation  j 
oncologists,  radiologists,  pathologists  and  i| 
other  health  care  professionals. 

The  A lethodist  Cancer  Center  at  A lethodist 
Hospital  was  designed  from  the  ground  up  i 
to  foster  an  interdisciplinary  approach  to  cancl 
care.  In  this  special  setting,  up  to  two  dozer 
doctors  contribute  their  expertise  and 
understanding  of  cancer  care.  They 
confer  weekly  to  develop  comprehensive  J 
treatment  plans  for  people  who  have  been  I 
diagnosed  with  cancer. 


LtChe  Methodist  Cancer 
Center  will  enhance  patient 
care  by  integrating  multiple 
cancer  treatment  specialists 
and  services  in  a single 
location . ” 


Interdisciplinary  care  teams,  composed  of  I 
specialty  physicians,  oncology  nurses, 
pharmacists,  therapists,  dietitians,  counselor  I 
social  workers  and  chaplains  and  guided  | 
by  a medical  oncologist,  provide  care  at  the  I 
Alethodist  Cancer  Center.  They  coordinate  I 
services  to  meet  the  patient’s  home  health  I 
care  needs  and  meet  regularly  to  assess  j 
patient  progress.  The  patient’s  primary  I 
physician  receives  regular  updates  and  | 
participates  in  follow-up  care. 

For  more  information  on  the  sendees 
available  through  the  Alethodist  Cancer  I 
Center  or  to  refer  a patient,  call  the 
Physicians’  Prioritv  Line,  1-800-627-6363. 

METHODIST 

HOSPITAL 

An  Affiliate  of  Methodist  Health  System 

8303  Dodge  St.  • Omaha,  XE  681 14  • (402)  354—46  a 


Some  kids  really  can’t 
clean  their  elates 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital's  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 

The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  SI.  • Lincoln,  NE  68506  • 402-489-7102 


The  PIC  Team  can  tell  Dr.  Newak  is  impressed 
by  their  bottom  line  pricing  and  outstanding  coverage. 


Picky  about  liability  insurance?  Pick  PIC. 


PIC  Wisconsin’s  (Physicians  Insurance  Company)  bottom  line 
pricing  means  our  rates  are  competitive  and  straightforward.  And 
we  never,  ever  lose  sight  of  what’s  really  most  important  — an 
asset  no  amount  of  insurance  can  replace:  your  professional 
reputation. 

We  know  you  can’t  put  a price  on  security.. .But  you  can 
purchase  it  at  a bottom  line  price  and  still  get  responsive  policy 
service,  tenacious  defense  and  exemplary  risk  management.  No 
wonder  we're  rated  A-  Excellent  by  A.M.  Best. 


Now.  you  too.  can  benefit  from  PIC’s  affordable  pricing  an 
outstanding  service.  Call  PIC  today  for  more  information  abo 
how  easy  it  is  to  switch  to  our  medical  professional  liability  i 
insurance  and  to  get  a free  rate  quote. 

(800)  279-8331  • info@picwis.com 

Tomorrow's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting  ^ WISCH 
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American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
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As  doctors,  we  hold  passion  for  our  work 
and  strive  for  attention  to  detail  with 
refined  medical  solutions. 

As  businessmen  and  women,  we 
seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
workplace. 

As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 
emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska,  Illinois  and 
Minnesota 

• No  restrictive  covenants 

• Fully  accredited  CME  programs 

• St.  Paul  malpractice  insurance 

• Competitive  bonus,  benefit  and 

A compensation  packages. 

i ACUTE  CARE , INC. 

;55fV  '^^espon^o^leUssa^Ulliker^CMSC^iKCto^ 
of  Professional  Relations.  515-964-2772. 
800-729-7813  or  send  CV  to  PO  Box  515. 
Ankeny,  Iowa  50021. 


Nebraska  Medical  Association 
Executive  Staff 


The  individuals  listed  below  are  the  executive  staff 
of  the  Nebraska  Medical  Association.  Together, 
they  are  able  to  provide  a wealth  of  information 
and  assistance  every  day  to  NMA  members  who 
have  questions  and  want  answers.  If  you  have  a 
question,  we  urge  you  to  pick  up  the  phone  and 
call.  We  are  here  to  help  you. 

WILLIAM  L.  SCHELLPEPER 

Executive  Director 

KELLY  M.  MADCHARO,  J.D.  ERIC  B.  CARSTENSON,  CAE 

Assistant  Executive  Director  Assistant  Executive  Director 

for  Operations  and  for  Programs  and  Policy 

Corporate  Affairs 


Phone  (402)  474-4472 
Fax:  (402)  474-2198 
E-mail:nma@inetnebr.com 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


An  out-of-control  feeling,  sudden  anxiety,  hyper- 
ventilation, racing  heart  and  acute  distress  are  all 
symptomatic  of  panic  disorder,  a frightening  but 
treatable  condition.  As  a physician,  you  can 
count  on  our  professional  staff  of  physicians, 
counselors  and  master's  level  therapists  to  work 
with  you  to  help  your  patient.  We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 


For  panic  disorder,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


METHODIST  & 
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Improving  the  quality  of  life  by  caring  for  the  mind. 
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Annual  Session 

NEBRASKA  MEDICAL  ASSOCIATION 

The  Nebraska  Medical  Association,  Scientific  Sessions  Committee  announces  the 
1997  Annual  Session.  The  meeting  will  be  April  24  through  April  27,  at  the 
Nebraska  Center  for  Continuing  Education,  in  Lincoln,  Nebraska.  Reserve  these  dates 
now! 

The  Committee  is  preparing  a fascinating  session  that  deals  with  the  subject  of 
genetics.  This  area  of  medical  science  is  certain  to  change  the  practice  of  medicine. 
There  are  immense  social  political  and  ethical  consequences  at  stake. 

The  scientific  portion  of  the  meeting  will  take  place  on  Saturday,  April  26. The 
Annual  Session  of  the  House  of  Delegates  will  occur  on  Friday,  April  25  and  Sunday, 
April  27. 

Plan  now  to  attend! 
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Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo David  L.  Meyer,  Kearney 

Butler Mark  V.  Carlson,  David  City 

Cheyenne-Kimball-Deuel  Calvin  W.  Cutright,  Sidney 

Cuming 

Custer Loren  H.  Jacobsen,  Broken  Bow 
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" ve Benjamin  J.  Martin,  Wayne 
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Kenneth  K.  Pavlik,  Verdigre 
William  P.  Swisher,  Lincoln 
Gary  L.  Vandewege,  North  Platte 
Tod  W.  Voss,  Pierce 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Tod  Voss,  Pierce 
R.  H.  Rasmussen,  Chadron 
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Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
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Bryce  G.  Shopp,  Seward 
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George  Voigtlander,  Pawnee  City 
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Hans  Rath,  Omaha 
Patrick  A Hotovy,  York 
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Medicare:  The  Next  Challenge 

CHRISTOPHER  C.  CAUDILL,  M.D. 


As  the  election  campaigns  wound  down 
over  the  final  4 weeks,  it  was  evident  that 
both  political  parties  were  posturing  to  dis- 
tance themselves  from  the  issue  of  Medicare 
funding  for  the  elderly  and  the  disabled. 
While  much  heated  and  bitter  discussion 
over  this  and  the  impending  bankruptcy  of 
the  Part  A trust  fund  took  place  during  the 
104th  Congressional  session,  the  "spin" 
placed  on  the  solutions  to  the  impending 
financial  crisis  as  being  cruel  and  discrimina- 
tory has  resulted  in  both  parties  attempting 
to  tie  the  other  to  the  situation  while  simul- 
taneously trying  to  be  seen  as  concerned  and 
sensitive  themselves.  Ironically,  the  problem 
continues  to  fester  in  Washington,  and  who- 
ever "wins"  will  find  it  waiting  for  them  upon 
their  victorious  return  to  the  Capitol! 

Debate  over  the  past  year  centered  upon 
reducing  the  rate  of  increase  of  health  care 
expenditures,  emphasizing  primary  care 
through  enhanced  reimbursement,  and  ex- 
panding options  in  Managed  Care  for  Medi- 
care and  for  the  long  term  care  of  the  elderly 
and  the  disabled.  Financial  issues  have 
proven  to  be  as  contentious  within  the  house 
of  medicine  as  was  the  original  consideration 
of  RBRVS  prior  to  its  implementation  in  1 992. 
Fortunately,  the  realization  of  the  success  of 
the  "divide  and  conquer"  tactic  used  on  us 
before  appears  to  this  point  to  have  restricted 
more  heated  debate  to  the  arenas  of  orga- 
nized medicine.  This  ability  to  facilitate  com- 
promise would  appear  to  be  a success  for 
the  AMA,  the  eventual  outcomes  notwith- 
standing. 

This  year,  1 996,  marks  the  fifth  year  of  the 
RBRVS  transition  period  and  on  January  1, 
1997,  the  updated  regulations  are  due  to  be 
implemented.  One  such  change  would  be 
the  bundling  of  Medicare  payment  areas 
from  21 0 to  89,  with  all  but  1 6 states  moving 
to  a single  designation.  Nebraska,  Minnesota, 
Iowa,  and  Oklahoma  previously  had  opted 


Christopher  C.  Caudill,  M.D. 


for  such  a status,  and  consequently  the  im- 
pact of  any  national  restructuring  will  in  all 
likelihood  have  less  impact  on  us  than  in  the 
other  46  states.  The  anticipated  winners  will 
be  rural  physicians  who  may  expect  an  ap- 
proximately 1%  increase  in  payment  while 
physicians  in  urban  settings  will  see  a 0.1  4% 
reduction.  Payments  would  increase  in  about 
43%  of  localities,  while  decreasing  in  24%; 
Philadelphia  might  expect  a 6.5%  increase 
while  cities  in  Missouri  (other  than  St.  Louis) 
would  experience  a 4%  reduction.  HCFA's 
goals  with  this  are  to  simplify  administration 
and  to  reduce  current  payment  disparities 
among  contiguous  areas  and  between  rural 
and  urban  areas. 

Medicare  enrollees  as  of  1995  comprise 
13.9%  of  the  population  of  the  United  States 
or  about  37.3  million  persons.  In  Nebraska, 
these  figures  are  1 5.1%  and  249,795,  respec- 
tively. Of  the  total  Medicare  expenditure  in 
1 995  ($1  76,885  million),  "physicians"  (includ- 
ing several  classes  of  Limited  License  Practi- 
tioners) received  about  27%.  Nebraska  was 
allocated  $840,202,000.  In  1995,  in  Ne- 
braska, 82.5%  were  Part  B participating 
physicians  compared  to  61.1%  in  1992  and 
compared  to  72.3%  nationally.  Given  the  fact 
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that  Nebraska  Medicare  recipients  comprise 
between  40  and  50%  of  most  physicians' 
practices,  even  minor  changes  in  who  quali- 
fies for  the  program  or  in  how  the  program 
reimburses  its  providers  have  major  implica- 
tions for  us.  Little  wonder  that  any  proposed 
change  in  the  application  of  the  conversion 
factor,  the  volume  performance  standards, 
or  in  the  calculation  of  the  practice  expense 
component  for  the  RBRVS  elicits  a serious 
response,  at  times  with  strong  emotions  fu- 
eled by  years  of  pent-up  frustrations  either 
with  the  cumbersome  system  or  with  its  in- 
equities. 

The  conversion  factor  is  a variable  multi- 
plier of  the  RBRVS  work  factor  that  presently 
is  $40.80  for  surgery,  $35.42  for  primary  care 
services  and  $34.63  for  all  other  procedures. 
The  decision  has  been  made  to  consolidate 
to  a single  figure  for  all  three  sections,  which 
by  the  balanced-budget  legislation  passed  by 
Congress  in  1995  was  to  become  $35.42  ef- 
fective immediately  on  January  1,  1996, 

. . until  President  Clinton  vetoed  it.  The  AMA's 
House  of  Delegates  hotly  debated  the  issue 
at  the  1995  Interim  Session,  working  out  a 
policy  supporting  the  single  factor,  but  rec- 
ommending a 3-year  transition  period  to 
begin  with  the  implementation  of  legislated 
payment  reform.  The  issue  reappeared  at  the 
Annual  Session  of  the  AMA  House  of  Del- 
egates in  June  1996,  once  again  threatening 
to  deeply  divide  primary  care  representatives 
from  their  surgical/specialty  colleagues.  A 
last  minute  compromise  bridged  the  schism 
by  applying  a January  1,  1997,  start-date  for 
the  transition  period  regardless  of  when  Con- 
gress might  legislate  payment  reforms.  In 
fashioning  this  position,  the  House  seemed 
to  be  acknowledging  that  by  failing  to  reach 
a consensus,  only  government  and  managed 
care  groups  would  benefit  from  ongoing 
division.  Ironically,  the  President  may  throw 
salt  into  the  healing  wound  by  down-sizing 
the  final  dollar  figure  to  retain  funds  for  the 
government  based  upon  the  justification  that 
the  Volume  Performance  Standards,  pres- 
ently a charge-based  determination,  has  over- 
paid some  providers  and  in  the  future  will 
need  to  be  calculated  on  a cost-basis  as  RVU's 
are. 

As  yet  unresolved  is  the  issue  of  the  calcu- 
lation of  the  practice-expense  component, 
which  also  has  historically  been  figured  on  a 
charge-basis.  By  some  assessments,  this  mis- 


calculation of  overhead  has  resulted  in  the 
overpayment  of  surgical  and  procedural 
charges,  which  are  by  their  nature  hospital 
services  in  contrast  to  services  rendered  by 
primary  care  physicians  in  their  offices.  One 
example  sited  is  of  a possible  2.5  fold  differ- 
ence in  the  practice-expense  factor  for  CABC 
depending  upon  whether  the  determination 
is  made  utilizing  the  present  charge-based 
or  the  proposed  cost-based  method.  This 
change  is  scheduled  to  become  operative 
on  January  1,  1998,  but  the  hangup  is  upon 
what  information  or  assumptions  the  new 
factor  will  be  calculated.  The  law  requires  a 
survey  of  5,000  physicians'  practices  to  be 
completed  and  returned  by  70%  of  those 
surveyed,  so  that  real  data  could  be  collated 
for  the  factor's  determination.  Unfortunately, 
the  White  House's  Office  of  Management 
and  Budget  held  up  the  mailing,  concerned 
about  the  possibility  of  an  inadequate  re- 
sponse that  would  invalidate  the  data.  Fur- 
ther, they  directed  that  a 1,700  unit  mailing 
be  performed  as  a test  and  required  that  an 
80%  return  would  be  necessary  to  trigger 
the  release  of  the  remaining  3,300  question- 
naires! Frustration  expressed  by  some  who 
support  the  concept  of  the  change  and  by 
primary  care  specialties  that  believe  them- 
selves to  have  been  egregiously  injured  by 
the  previous  process  has  resulted  in  a call  to 
proceed  on  schedule  without  the  survey  and 
correct  any  inequities  prospectively  as  they 
are  identified.  This  plan  is  opposed  by  spe- 
cialty societies,  who  demand  that  the 
changes  be  made  on  accurate  information 
to  avoid  the  same  type  of  error  (albeit  with 
different  victims)  from  occurring.  What  is  at 
stake  is  a potential  6-9%  increase  for  primary 
care  and  a 5-30%  decrease  in  surgical  pay- 
ments. The  government  has  suggested  utiliz- 
ing a Harvard-conceived,  computer-gener- 
ated model,  similar  to  that  used  to  formulate 
the  RBRVS  in  the  first  place.  Any  method  of 
calculating  the  new  factor  other  than  on  real 
data  is  being  opposed  by  the  specialties, 
adding  that  to  do  otherwise  may,  in  fact, 
violate  both  the  legislative  intent  as  well  as 
the  Administrative  Procedures  Act.  As  of  this 
time  there  is  no  resolution  of  the  dilemma, 
but  some  are  asking  to  have  a one-year  de- 
lay to  complete  the  survey;  some  are  yet 
demanding  immediate  action,  survey  or  not; 
some  are  suggesting  that  a 1 -to-3  year  tran- 
sition period  be  considered  to  phase-in  the 
change  due  to  the  potentially  draconian  shifts 
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in  payments,  fearing  that  such  swings  could 
adversely  affect  patients  as  well  as  physicians 
if  permitted  to  proceed  too  quickly. 

In  the  attempt  to  attract  a greater  propor- 
tion of  the  Medicare  clientele  to  managed 
care,  program  officials  are  searching  for  new, 
expanded  alternatives  to  pay  for  services. 
Presently,  HMO  reimbursement  is  set  at  95% 
of  the  adjusted  average  per  capita  cost 
(AAPCC)  of  fee-for-service  patients  in  the 
same  county.  Since  this  number  is  the  his- 
torically-determined annualized  average  of 
5 years  of  Medicare  expenditures,  the  num- 
ber can  vary  greatly  between  contiguous 
regions  as  affected  by  the  availability  of  pro- 
viders, the  number  of  recipients,  and  the 
efficiency  with  which  services  are  performed. 
Consequently,  Calibra,  Puerto  Rico  registers 
$127.44  per  client  while  Loving,  Texas  re- 
ceives $881.35  per  capita.  In  Nebraska, 
Douglas  County  is  assigned  $410.81,  while 
Banner  County  receives  $21 1.42.  Currently 
there  are  at  least  three  pilot  projects  being 
considered  to  explore  other  payment  op- 
tions, only  one  of  which  is  likely  to  be  initi- 
ated because  of  objections  from  competing 
managed  care  entities  or  state  governments. 
The  absence  of  accurate  risk  adjusting  meth- 
odology further  complicates  the  present 
method  as  well  as  the  experiments.  While  it 
is  not  probable  that  a final  process  will  evolve 
from  any  of  these,  they  will  certainly  be  fol- 
lowed by  additional  modifications  until  a 
satisfactory  replacement  is  found,  because 
the  effort  is  supported  by  both  the  Republi- 
cans and  the  Democrats. 


Physicians  in  Nebraska  have  a substantial 
interest  in  the  outcomes  of  each  of  these 
situations.  Medicaid  will  serve  to  introduce 
managed  care  to  the  state,  permitting  com- 
peting companies  to  "get  a foot  in  the  door." 
This  is  merely  in  preparation  for  Medicare, 
although  with  the  dramatic  contrast  in 
AAPCC's,  it  is  not  clear  to  what  extent  the 
entire  state  might  be  involved.  Despite  the 
divisiveness  of  the  Conversion  Factor  and 
Practice-expense  Component  issues,  we  must 
not  succumb  to  the  same  fractionation  that 
compromised  our  efforts  on  RBRVS.  We 
should  support  the  compromises  worked  out 
by  the  AMA  House  of  Delegates  as  in  the 
end  being  best  for  the  unity  of  the  profes- 
sion. This  is  a challenge  in  a state  such  as 
ours  with  such  diverse  geographic  charac- 
teristics. However,  we  did  reach  consensus 
on  the  single  payment  area,  and  so,  I am 
confident  that  we  will  stick  together  on  these 
issues,  also.  The  NMA  will  be  an  active  mem- 
ber of  the  Geographic  Coalition  for  a fair 
Medicare  Reimbursement  System,  which  has 
been  founded  by  Utah  and  Minnesota.  33 
states  with  similar  potential  problems,  espe- 
cially with  numerical  representation  in  both 
the  Congress  and  the  AMA  House  of  Del- 
egates will  independently  seek  more  equi- 
table treatment  for  our  patients  and  our 
physicians.  Your  NMA  will  make  known  the 
wishes  and  needs  of  our  members  through 
this  process,  as  well  as  directly  to  the  AMA's 
House  of  Delegates.  Your  input  is  important, 
so  please  submit  comments  and  recommen- 
dations to  us. 
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INTRODUCTION 

THE  United  States  has  the  goal  of 
distributing  health  care  re- 
sources equally  to  all  its  citi- 
zens. By  design,  primary  care  physicians  (Fam- 
ily Physicians,  General  Internists,  General  Pe- 
diatricians) are  best  suited  to  provide  basic 
medical  services.  These  "front-line"  physicians 
are  the  most  suited  to  work  in  geographic  areas 
where  typically  a physician  shortage  exists  and 
are  the  ones  which  need  to  be  distributed  in  a 
balanced  manner  throughout  the  country. 

Many  government  sponsored  studies  have 
predicted  a physician  over-supply  by  the  year 
2000.  Some  have  proposed  the  idea  that  with 
this  future  excess  of  physicians,  the  nation's 
maldistribution  problems  (both  geographic  and 
specialty)  would  correct  itself.  Since  the  time 
that  these  studies  were  presented,  there  has 
been  doubt  within  the  medical  community  as 
to  their  veracity.  Though  a state  of  saturation  is 
being  approached  by  many  medical  and  surgi- 
cal subspecialities,  there  remains  a serious  short- 
age of  primary  care  physicians,  especially  fam- 
ily physicians,  in  many  parts  of  the  country. 

Hardest  hit  by  this  shortage  are  rural  areas. 
From  1975  to  1 985  the  number  of  all  physicians 
per  1,000  population  in  urban  areas  of  the 
country  outpaced  rural  areas  three  to  one. 
Rural  residents  either  travel  great  (and  oftentimes 
prohibitive)  distances  to  seek  medical  care,  or 
they  simply  do  without.  Many  studies  show  that 
the  morbidity/mortality  rates  are  higher  in  rural 
areas  than  in  well  supplied  urban  ones.  The 
problem  is  having  enough  primary  care  physi- 
cians and  geographically  distributing  them  in 
such  a way  that  will  see  to  the  needs  of  all 
communities. 

Many  state  and  federal  agencies  have  initi- 
ated programs  to  attract  physicians-in-training 
into  primary  care  specialties,  and  to  practice  in 
underserved  areas.  These  programs  are  varied 
in  their  approach  - and  are  based  on  either  the 
Exposure  or  the  Financial  strategies. 


The  Exposure  idea  is  usually  aimed  at  medi- 
cal students  and  residents,  and  is  designed  to 
"show  them  how  nice  it  is"  to  practice  in  a rural 
area.  This  takes  the  form  of  awareness  lectures, 
basic  science  instruction  in  satellite  sites,  and 
clinical  preceptorships  in  rural  areas.  The  Expo- 
sure concept  can  also  be  aimed  at  practicing 
physicians,  in  the  form  of  paid-for  visits  to  small 
communities,  locum  tenens  opportunities,  and 
recruiting  agencies  that  advertise  to  physicians 
about  rural  practice  opportunities. 

There  are  several  examples  of  Exposure  Pro- 
grams throughout  the  United  States  - such  as 
the  WAMI  and  WICHE  Programs.  In  Nebraska, 
the  medical  school  at  UNMC  has  a program 
placing  students  in  preceptorships  in  outlying 
towns  and  practice  closely  with  a rural  physi- 
cian. A few  family  practice  residencies  in  the 
state  have  similar  programs. 

The  Financial  schemes  are  inducements  to 
encourage  health  professionals  to  locate  in  a 
specific  area.  These  include  student  scholar- 
ships, loan  repayment  programs,  the  National 
Health  Service  Corps  and  Indian  Health  Service 
Corps,  direct  government  reimbursement  for 
services,  reduced  overhead  programs  - as  well 
as  many  fringe  benefits  to  get  physicians  where 
they  are  needed. 

The  purposes  of  this  study  are: 

(1)  to  describe  the  distribution  of  primary 
care  physicians  in  Nebraska  over  the 
past  thirty  years  and  its  trends. 

(2)  to  illustrate  the  physician/population  ra- 
tio by  county  in  Nebraska  and  its  changes 
over  the  past  thirty  years. 

(3)  to  compare  Nebraska's  performance  with 
the  surrounding  Midwest  Region,  as  well 
as  with  the  rest  of  the  United  States. 


‘Reprints  request  and  correspondence  to:  James  Daniel  Vaughn, 
M.D.,  Clarkson  Family  Medicine,  4200  Douglas  Street,  Omaha, 
Nebraska  68131. 
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METHODS 

The  United  States  Bureau  of  Health  Statistics 
maintains  a computerized  database  called  the 
Area  Resource  File  (ARF).  This  ARF  contains 
historical  health  statistics  for  the  United  States 
organized  by  county.  The  data  are  accumu- 
lated on  an  inconsistent  basis,  with  some  cat- 
egories collected  annually  and  others  collected 
every  six  years  or  so. 

The  county  physician  data  collected  from 
the  ARF  (the  categories  used  to  define  "primary 
care"  in  this  study)  consists  of  the  number  of 
office-based,  patient  care  family  practitioners, 
general  internists,  and  general  pediatricians. 
The  earliest  reliable  time  point  used  for  this 
study  is  the  year  1960,  as  these  data  were 
inconsistently  compiled  by  the  Bureau  for  dates 
prior  to  that  year.  The  most  recent  time  point 
available  at  the  time  of  this  study  is  the  year 
1990.  Therefore,  this  study  demonstrates 
changes  over  a thirty  year  period.  The  county 
general  population  data  were  were  obtained 
from  the  1 960  and  1 990  United  States  Census. 

The  number  of  aforementioned  primary  care 
physicians,  as  well  as  population  data  were 
collected  by  county  for  the  entire  United  States 
fo  the  years  1 960  and  1 990.  A ratio  of  primary 
care  physicians  per  1,000  population  was  then 
calculated  for  each  county  for  1960  and  for 
1990.  The  change  in  this  ratio  for  each  county 
was  calcuted  over  the  thirty  year  period  of  the 
study. 

Next,  the  physician/population  ratio  of  Ne- 
braska was  compared  to  that  of  the  rest  of  the 
nation  (the  remaining  49  states).  An  indepen- 
dent t-test  statistic  was  used  to  test  the  null 
hypothesis  that: 


"The  change  in  the  primary  care  physician/ 
population  ratio  of  Nebraska  has  not  dif- 
fered significantly  from  that  for  the  rest  of 
the  United  States  over  the  period  from 
i960  to  1990." 


RESULTS 

Figure  1 shows  the  ratio  of  primary  care 
physicians  per  1,000  population  for  each  Ne- 
braska county  in  1960  and  in  1990.  Figure  2 
shows  the  direction  of  change  in  the  ratio  of 
primary  care  physicians/general  population  for 
Nebraska  over  the  thirty  year  period. 


Graph  1 shows  a comparison  between  Ne- 
braska and  the  other  49  states  with  regard  to 
the  physician/population  ratio  and  its  change 
over  the  period  from  1960  to  1990.  Graph  2 
shows  a similar  comparison  between  Nebraska 
and  its  surrounding  states. 

Table  1 shows  a statistical  analysis  compar- 
ing mean  physician/population  ratios  in  Ne- 
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GRAPH  1 

Comparison  of  Primary  Care  Physicians/1,000 
Population  Ratio  in  Nebraska  and  the  Other  49  States. 


Ratio- 1960  Ratio- 1990  Change 
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GRAPH  2 

Comparison  of  Primary  Care  Physician/1,000 
Population  Ratio  in  Nebraska  and  its  Surrounding  States* 


RaUo-1960  Ratio- 1990  Change 
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* Kansas,  Missouri,  Iowa,  South 
Dakota,  Wyoming,  Colorado 


braska  against  the  rest  of  the  country,  both  for 
1960  and  1990.  Table  2 shows  a similar  com- 
parison between  Nebraska  and  its  surrounding 
states.  Table  3 shows  a statistical  comparison  of 
the  ratio  between  first  Nebraska  and  the  other 
49  states,  then  against  its  surrounding  states. 

DISCUSSION 

The  State  of  Nebraska  has  typically  been 
underserved  by  primary  care  physicians.  The 
emergence  of  several  Exposure/Financial  Pro- 
grams within  the  State  over  the  past  several 
years  has  been  an  attempt  to  encourage  new 
physicians  to  practice  in  the  many  underserved 
counties  in  the  State.  Additionally,  it  has  been 
shown  historically  that  primary  care  residency 
graduates  tend  to  practice  within  50  miles  of 
their  training.  Nebraska  now  has  four  family 
medicine  residencies,  and  two  each  of  internal 
medicine  and  pediatrics. 

Although  this  study  does  not  follow  indi- 
vidual participants  in  these  programs  to  their 
eventual  practice  sites  (either  within  Nebraska 
or  elsewhere)  - it  does  show  a general  trend  of 
increasing  numbers  of  primary  care  physicians 
in  the  area.  This  is  coupled,  however,  with  an 
even  greater  increase  in  the  general  popula- 
tion. Since  the  denominator  outpaced  the  nu- 
merator - the  overall  trend  in  the  physician/ 
population  ratio  is  downwards.  The  overall 
trend  in  the  rest  of  the  country  is  downwards  as 
well.  Graph  2 points  out  that  the  drop  in  this 
physician/population  ratio  is  very  pronounced 
in  other  Midwest  States. 

Statistical  Analysis  of  the  data  demonstrate 
that  this  ratio  began  nearly  equal  in  1960,  but 
over  the  ensuing  30  years,  Nebraska  failed  to 
keep  pace  with  the  rest  of  the  nation.  Indeed, 
Nebraska's  decline  in  this  ratio  is  significantly 
more  than  that  for  the  other  49  states  (Table  1 ). 

When  comparing  Nebraska  with  its  surround- 
ing states  of  the  Midwest,  it  is  discovered  that, 
again,  the  ratios  were  nearly  equal  in  1960.  In 
1990,  Nebraska  continued  to  lag  behind  the 
other  Midwest  States  (Table  2). 

The  real  issue  of  this  study,  however,  is  to 
identity  the  change  in  this  ratio  over  the  thirty 
year  period.  Graphs  1,  2 and  Table  3 point  out 
that,  although  not  statistically  significant,  there 
is  adecline  in  the  physician/population  ratio  for 
Nebraska,  the  Midwest,  and  the  rest  of  the 
Nation.  As  described  earlier,  this  is  a phenom- 
enon arising  from  a more  rapid  growth  in 
population  than  in  physician  numbers.  This 
directly  contradicts  the  premise  of  the  GMNAC 
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TABLE  1 


Independent  T-Test  Comparing  Primary  Care 
Physicians/ 1,000  Population/County 
in  1960  in  Nebraska  and 
the  other  49  States. 


N Mean  Standard 

Deviation 


93 

0.640 

0.342 

2980 

0.941 

16.918 

df  = 3071 
p = 0J35 


Independent  T-Test  Comparing  Primary  Care 
Physicians/1,000  Population/County 
in  1990  in  Nebraska  and 
the  other  49  States. 


N Mean  Standard 

Deviation 


93 

0.596 

0.524 

2980 

0.913 

0.947 

df  = 3078 

p = 0.0002 


TABLE  2 

Independent  T-Test  Comparing  Primary  Care 
Physicians/ 1,000  Population/County 
in  1960  in  Nebraska  and 
the  Surrounding  States. 


Nebraska 
Surr.  States 


N Mean  Standard 


Deviation 


93 

0.640 

0.342 

470 

0.940 

7.409 

df  = 561 
p = 0384 


Independent  T-Test  Comparing  Primary  Care 
Physicians/1,000  Population/County 
in  1990  in  Nebraska  and 
the  Surrounding  States. 


Nebraska 
Surr.  States 


N Mean  Standard 


Deviation 


93 

0.596 

0.524 

470 

0.751 

.0880 

df  = 562 
p = 0.023 


Study  and  others  that  predicted  a physician 
"glut"  by  the  year  2000.  Unless  these  ratios 
drastically  reverse  their  trends,  this  glut  simply 
will  not  happen. 

As  can  be  seen  by  Figures  1 and  2,  those 
counties  that  suffered  the  most  (i.e.  dropped 
their  physician/population  ratio)  were  for  the 


TABLE  3 


Independent  T-Test  Comparing  Primary  Care 
Physicians/ 1 ,000  Population/County 
Change  in  Nebraska  and 
the  Other  49  States. 


N Mean  Standard 

Deviation 


93 

-0.045 

0.451 

2980 

-0.029 

16.827 

df  = 3071 
p = 0.959 


Independent  T-Test  Comparing  Primary  Care 
Physicians/1 ,000  Population/County 
Change  in  Nebraska  and 
the  Surrounding  States. 


Nebraska 
Surr.  States 


N Mean  Standard 


Deviation 


93 

-0.045 

0.451 

470 

-0.189 

7.057 

df  = 561 

p = 0.661 


most  part  rural  ones.  In  these  rural  counties 
where  there  are  typically  fewer  than  5 physi- 
cians (and  often  only  one  or  two!),  the  loss  or 
gain  of  only  a few  physicians  impacts  the  county 
tremendously. 

CONCLUSION 

This  study  has  demonstrated  that  the  trends 
of  physician  supply  have  gradually  been  to- 
wards fewer  doctors  per  population.  This  trend 
has  been  manifest  in  the  whole  United  States, 
the  Midwestern  States,  and  Nebraska  over  a 
period  of  thirty  years,  from  1960  to  1990.  In 
comparing  Nebraska  to  the  rest  of  the  nation 
and  to  its  surrounding  states,  the  Midwest 
Region  seems  to  be  suffering  the  most,  with 
Nebraska's  decline  not  as  bad. 

It  is  hoped  that  in  the  future,  both  economic 
and  political  forces  can  help  to  reverse  this 
trend.  Obviously,  the  policies  and  programs  of 
the  past  30  years  have  been  unsuccessful  in 
doing  this.  Specific  geographic  areas  of  the 
country  have  done  better  than  others,  and  it 
may  serve  us  well  to  study  their  methods  and 
attempt  to  implement  them  in  areas  that  are 
doing  poorly. 
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ABSTRACT 

Endothelin-1  (ET-1 ) is  a potent  vasoconstrictor  that  has  been  shown  to  be  elevated  in  the  plasma  of  humans  and 
animals  with  heart  failure  (HF).  The  role  of  an  increase  in  endothelin  in  the  setting  of  chronic  HF  is  not  known. 
Methods:  The  present  study  was  designed  to  determine  the  hemodynamic  effects  of  a novel  ET-A  antagonist  (PD- 
156,707)  on  the  development  of  HF  in  dogs  subjected  to  chronic  ventricular  tachycardia.  Thirteen  dogs  were 
chronically  instrumented  to  measure  cardiac  output  (CO),  left  ventricular  pressure  (LVP),  left  atrial  pressure  (LAP), 
and  arterial  pressure  (MAP).  They  were  then  paced  at  21 0 bpm  for  3 weeks  and  then  at  245  bpm  for  1 week  (4th 
week).  Two  groups  of  dogs  were  studied,  a placebo  group  and  a group  of  dogs  administered  the  PD-1  56,707 
compound  (750mg)  orally  three  times  per  day  beginning  one  day  prior  to  the  initiation  of  pacing.  Hemodynamic 
measurements  were  made  every  three  to  four  days  during  the  four  week  pacing  regimen.  Arterial  and  venous 
blood  samples  were  also  taken  to  determine  the  plasma  levels  of  endothelin-1  and  PD-1 56-707.  Results: 
Endothelin-1  in  plasma  increased  in  all  dogs  with  pacing  induced  HF  (placebo  control  1.57+0.5  vs  placebo  HF 
2. 2+0. 6 pg/ml  and  drug  control  1.5+0.16  v.s.  drug  HF  14.6+3.8  pg/ml  (p  <0.05)).  Left  ventricular  end  diastolic 
pressure  (LVEDP)  and  LAP  were  equivalently  and  significantly  elevated  in  both  groups  (p  <0.001)  and  LV  dp/dt 
was  significantly  reduced  (p  <0.001)  in  both  groups  4 weeks  after  pacing.  CO  was  slightly,  but  not  significantly 
reduced  after  four  weeks  in  both  groups  of  dogs.  However,  administration  of  PD-1  56,707  significantly  and 
profoundly  reduced  MAP  at  all  times  after  3 days  of  pacing  (placebo  HF  (week  4):  83.9+4.0  mmHg  v.s.  drug  HF 
(week  4):  72.4+2.3mmHg  (p  <0.05))  and  total  peripheral  resistance  (p  <0.05)  at  each  time  period  following  the 
induction  of  pacing.  Conclusion:  These  data  indicate  that  ETA  blockade  reduces  afterload  early  during  the 
development  of  chronic  HF  implicating  endothelin-1  as  an  early  compensatory  hormone  in  HF.  These  results  also 
suggest  that  blocking  the  ET-A  receptor  may  have  a role  as  an  afterload  reducer  in  the  setting  of  human  congestive 
heart  failure. 

KEY  WORDS:  endothelin,  ET-A  antagonist,  Congestive  Heart  Failure,  hypertension,  PD-1  56,707. 


INTRODUCTION 

The  syndrome  of  low  output  heart  failure 
or  congestive  heart  failure  (CHF)  is  charac- 
terized by  several  hemodynamic  changes. 
First,  in  response  to  an  acute  decrease  in 
cardiac  output  (CO),  the  body  increases 
vascular  tone  in  order  to  maintain  perfusion 
pressures  to  important  vascular  beds.1''2'13'14 
This  vasoconstriction  is  accompanied  by 
volume  retention  in  an  additional  attempt  to 
improve  the  hemodynamic  status  of  the  pa- 
tient.24 According  to  Starling's  law  of  the 
heart,  volume  expansion  should  increase  CO. 
Though  increasing  vascular  tone  and  increas- 
ing preload  (venous  return)  are  aimed  at 
stabilizing  the  effects  of  an  acute  decrease  in 
CO,  they  often  and  detrimentally  lead  to 
cardiac  remodeling  and  progressive  failure 
when  the  myocardium  is  unable  to  ad- 
equately respond  to  the  various  compensa- 
tory mechanisms  discussed  above.  This 
chronic  depression  in  CO,  ironically,  may  be 
further  worsened  by  the  increase  in  vascular 
resistance  originally  dispatched  to  compen- 
sate for  the  acute  decrease  in  CO.2-45 

Norepinephrine  (NE),  arginine  vasopressin 
(AVP),  angiotensin  II  (All),  and  renin  are 
several  humoral  factors  that  have  been 


known  to  be  elevated  in  human  CHF.24 These 
are  also  substances  that  cause  significant 
vasoconstriction.  However,  NE  is  only  weakly 
associated  with  an  increase  in  vascular  resis- 
tance, and  AVP  and  renin  show  no  positive 
correlation  between  peripheral  vascular  re- 
sistance and  their  circulating  concentrations 
in  human  CHF.4  Several  investigators  have 
reported  an  increase  in  circulating  levels  of 
the  very  potent  vasoconstrictor,  endothelin- 
1 (ET-1).2-4  This  21  amino  acid  peptide  is 
produced  from  vascular  endothelial  cells  and 
acts  on  at  least  two  distinct  receptors  with 
opposite  results.  Endothelin-A  (ET-A)  recep- 
tors are  found  on  vascular  smooth  muscle 
cells  and  when  stimulated  by  ET-1  produce  a 
long  lasting  vasoconstriction.6  Endothelin-B 
(ET-B)  receptors  have  been  described  at  two 
locations.  One  is  on  vascular  smooth  muscle 
cells  where  the  receptor  causes  vasocon- 
striction and  the  second  location  is  on  en- 
dothelial cells  where  they  appear  to  coordi- 
nate the  release  of  nitric  oxide  (NO)  which 
causes  vascular  smooth  muscle  relax- 

'Reprints  request  and  correspondence  to:  Irving  H.  Zucker, 
Ph.D.,  University  of  Nebraska  College  of  Medicine,  Department 
of  Physiology  and  Biophysics,  600  South  42nd  Street,  Omaha,  NE 
68198-4575. 
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ation.1-8'10-14  Regardless,  ET-1  acting  at  the 
ET-A  receptor  is  a potent  vasoconstrictor 
that  has  been  found  to  be  two  to  three  times 
higher  in  CHF  patients  than  in  normal  sub- 
jects.2-4’5 Additonally,  ET-1  when  given  exog- 
enously to  animals  has  been  shown  to  mimic 
cardiorenal  changes  seen  in  human  CHF.4The 
current  knowledge  implicating  a role  for  ET-1 
in  CHF  warrants  further  evaluation.  Control- 
ling ET-1  ’s  action  in  the  CHF  patient  may  be  of 
some  therapeutic  benefit. 

METHODS 

Instrumentation: 

Thirteen  male  or  female  dogs  underwent  a 
left  sided  thoracotomy  under  sodium 
pentobarbital  anesthesia  (30  mg/kg).  Using 
sterile  techniques  catheters  were  placed  in 
the  descending  thoracic  aorta  (Ao),  right  ven- 
tricle (RV),  left  ventricle  (LV),  and  left  atrium 
(LA).  These  catheters  were  used  for  the  mea- 
surement of  pressures  in  the  respective  cham- 
bers, blood  sampling  (RV  and  Ao),  and  as  an 
IV  access  (RV).  A Konigsberg  (P5)  solid  state 
pressure  transducer  was  placed  (LV)  for  the 
high  fidelity  measurement  of  LV  pressure  and 
its  first  derivative,  Dp/Dt.  CO  was  determined 
by  a flow  probe  (Transonic  - 1 6mm  or  20mm) 
placed  on  the  ascending  aorta.  Pressures  were 
measured  using  strain  gauges  and  were  made 
every  three  to  four  days  during  the  develop- 
ment of  HF.  Measured  hemodynamic  param- 
eters were  left  ventricular  end-diastolic  pres- 
sure (LVEDP),  mean  arterial  pressure  (MAP), 
left  atrial  pressure  (LAP),  heart  rate  (HR),  and 
CO.  Derived  or  calculated  hemodynamic  indi- 
ces were  Dp/Dt  max  and  Dp/Dt  @ 40mmHg 
(Dp/Dt40)  which  are  the  derivatives  of  left 
ventricular  pressure  tracing  obtained  from  the 
Konigsberg  pressure  transducer.  Total  periph- 
eral resistance  (TPR  {mmHg  x L/min  ’})  was 
calculated  as  the  quotient  of  the  systemic 
pressure  (MAP  - LAP)  and  the  CO  (ml/min); 
and  stroke  volume  (SV  {ml})  was  calculated 
from  the  quotient  of  CO  (ml/min)  and  HR 
(bpm).  Cardiac  indices  of  contractility  and 
hemodynamic  factors,  such  as;  Dp/Dt  and 
Dp/Dt40,  LVDEP,  and  LAP  were  used  to  moni- 
tor progression  into  heart  failure.  Blood 
samples  were  collected  when  the  hemody- 
namic measurements  were  made  and  ana- 
lyzed for  various  drug  and  hormone  levels 
such  as:  Na+;  PD-1  56,707;  ET-1;  and  Hct%. 

Statistics: 

All  values  are  expressed  as  mean  +SEM.  A 
Student  t-test  was  used  to  evaluate  differ- 


ences between  two  groups.  A paired  t-test 
was  used  within  the  same  group.  A p-value 
<0.05  was  considered  significant. 

RESULTS 

Hemodynamics: 

Three  dogs  from  the  placebo  group  died 
during  the  pacing  regimen  There  were  no 
deaths  in  the  group  of  dogs  receiving  PD- 
156,707  (control:  n = 5 & 28  days:  n = 5). 
Two  of  three  placebo  dogs  died  of  complica- 
tions believed  to  be  related  to  their  CHF  and 
the  third  dog  was  removed  because  of  in- 
strumentation failure  during  the  pacing 
course.  All  dogs  progressed  into  significant 
hemodynamic  CHF  as  determined  by  an 
increased  LVEDP  in  the  placebo  group  (con- 
trol: 8. 2+0. 8 v.s.  HF{28  days}:  20.4+2.4; 
p<0.005)  and  the  drug  group  (control: 
5.0±1 .3  v.s.  HF{28  days}:  20.3±1 .8;  p.<0.005). 
Dp/Dt40  and  Dp/Dt  max  both  showed  sig- 
nificant decreases  (p<0.05  & p <0.01,  re- 
spectively) between  the  pre-pace  controls 
(in  both  groups  of  dogs)  and  the  fourth  week 
of  the  pacing  regimen  (table  1 and  figure  6). 
The  increase  in  LVEDP  correlated  with  an 
increase  in  plasma  ET-1,  both  in  the  dogs 
administered  placebo  (r=0.637)  and  the  dogs 
receiving  the  drug  (r=0.68).  In  the  dogs  re- 
ceiving PD-1 56,707,  ET-1  increased  from 
1.5+0.16  to  14.6+3.8  at  28  days  of  pacing 
(table  1 ). 

PD-1 56,707  dramatically  lowered  MAP 
during  the  development  of  CHF.  Dogs  re- 
ceiving the  antagonist  had  a significantly 
lower  MAP  from  pre-paced  control  (baseline) 
after  7 days  of  pacing,  93.7+2.6  mmHg  vs 
79.9±3.8  mmHg  (p<0.05).  The  dogs  receiv- 
ing PD-1  56,707  also  had  significantly  reduced 
MAP  compared  to  that  of  the  placebo  dogs 
during  all  times  after  one  week  of  pacing 
(table  1 and  figure  1).  In  addition  to  the 
reduction  in  MAP,  a significant  reduction  in 
TPR  was  seen  for  the  dogs  receiving  PD- 
1 56,707  (control:  36.2+5.5  v.s  HF  {28  days}: 
26.0+2.5  mmHg  x L/min-1.  {p<.05})  compared 
to  a slight  increase  in  TPR  for  the  placebo 
group  (control:  43.5+3.1  v.s.  HF  {28  days} 
49.3+9.7  mmHg  x L/min.).  Four  weeks  of 
pacing  did  not  significantly  lower  CO,  how- 
ever, there  was  a trend  toward  lower  CO 
through  out  the  pacing  regimen  in  both 
groups  of  dogs  (table  1 and  figure2).  On  the 
other  hand,  SV  was  significantly  reduced  in 
the  placebo,  but  not  in  the  drug  group  when 
compared  at  4 weeks  of  pacing  1 1 .8+1 .8  v.s. 
17.2+2.6  ml  (p<0.001),  respectively  (table  1 
and  figure  3). 
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Table  1.  Effects  of  4 weeks  of  pacing  on  dogs  given  placebo  or  PD-1 56,707 

PLACEBO  PD- 156,707 


PRE-PACE  28  DAYS  PRE-PACE  28  DAYS 
(N=8)  (N-S)  (N=S)  (N-S) 


LVSP(mmHg) 

124.0±3.6 

103.7±3.0* 

120.4±3.5 

97.3±3.3* 

LVEDP(mmllg) 

8.2±0.8 

20.4±2.4* 

5. 0±1. 3 

20.3il.8* 

LAP(mmilg) 

4.7±0.8 

16.9±3.0« 

5.0i0.8 

16.9±1 .5* 

DAP  (inmHg) 

86.0±3.4 

76.8±4.3* 

84.U2.5 

66.3i2.2*f 

SAP  (nimHg) 

122.4±3.2 

107.7±3.6* 

1 19.9±3.8 

95.5±3.2* 

MAP  (mmHg) 

96.6±3.1 

83.9±4.0* 

93.7i2.6 

72.4i2.3*t 

Dp/Dt  max 

2504±175 

1532±79* 

2684 ±88 

1445il22* 

Dp/Dt@40 

1797±1 13 

1098±94* 

1968il08 

1110+86* 

SV  (ml) 

23.2±2.1 

1 1.8±l  8* 

26.3i3.0 

17.2i2.6t 

HR  (bpm) 

95.6±3.8 

135±2.1* 

101.6±3.2 

134.4±6.0* 

CO  (L/min) 

2.2±0.1 

1.6±0.3 

2.7i0.3 

2.2i0.2 

TPR  (mmilfi 
(tAwnD 

43.5±3.1 

49.3±9.7 

36.2i5.5 

26i2.5*f 

NA*(mEq/mJ) 

152±0.5 

149±1.4 

150i0.6 

148±1.2 

ET-1  (pg/ml) 

1.6±0.2 

2.2±0.6§ 

1.5±0.16 

14.6i3.8*f 

PD- 156,707 
(ug/ml) 

O.OiO.O 

O.OiO.O 

O.OiO.O 

5.3±2.2 

Weight  (kg) 

24±0.8 

23.3±1.1 

26i0.4 

24.8±0.8 

* shows  significance  (pO.05)  between  prc-p»ccd  and  paced  animals  w/in  groups  (placebo  or  PD- 1 56,707). 
f shows  significance  (p<0.05)  between  animals  between  groups  (placebo  v.s  PD-1 56,707). 

§ value  collected  at  21  days  post-pace. 


PD-1  56,707  did  not  appear  to  affect  myo- 
cardial contractility  during  the  pacing  regi- 
men. Though  there  was  a reduction  in  con- 
tractility during  the  pacing  regimen,  both 
Dp/Dt  max  and  Dp/Dt40  were  not  different 
between  the  dogs  receiving  placebo  and 
those  receiving  PD-1 56,707  (table  1 and 
figure  5). 

DISCUSSION 

There  have  been  no  studies  examining  the 
effects  of  chronic  ET-A  receptor  blockade 
during  the  progression  of  experimentally  in- 
duced CHF  in  a conscious  animal  model. 
Experimental  and  clinical  data  support  the 
fact  that  plasma  levels  of  ET-1  increase  with 
increasing  cardiac  dysfunction  as  assessed 
by  the  New  York  Heart  Association  Staging 
criteria  and  by  hemodynamic  measure- 
ments.2A5/I5  The  ET-A  receptor  is  found  on 
vascular  smooth  muscle  and  is  known  to 
induce  a pronounced  vasoconstriction  me- 
diated through  the  inositol  triphosphate  (IP3) 
second  messenger  system. 3-6-12 

Effective  blockade  of  the  ET-A  receptor  by 
the  drug  PD-1  56,707  during  the  progression 
of  pacing-induced  HF  in  dogs  appears  to 


dramatically  reduce  both  MAP  and  TPR  (fig- 
ures 1 & 3),  but  does  not  appear  to  signifi- 
cantly affect  indices  of  myocardial  function 
such  as  Dp/Dt  max  and  Dp/Dt40  (figure  5). 
Contradictory  to  our  findings,  it  has  been 
reported  that  endothelins  have  a.  positive 
ionotropic  effect  as  seen  during  acute  block- 
ade of  the  ET-A  receptor.'6  One  explanation 
for  this  discrepancy  is  that  previous  studies 
did  not  chronically  block  ET-A  receptors. 
Mayer'3  found  a similar  lack  of  ionotropic 
effects  with  chronic  ET-A  receptor  blockade, 
supporting  the  notion  that  ET-1  does  not  play 
a direct  role  in  regulating  the  chronic 
ionotropic  state  of  the  heart. 

CO  was  maintained  in  both  groups  of  dogs 
throughout  most  of  the  pacing  regimen  (fig- 
ure 2).  This  effect  is  the  result  of  the  potent 
capacity  of  canines  to  compensate  for  a de- 
creasing SV  by  increasing  their  HR  (table  1 
and  figures  2 & 3).  However,  there  was  a 
statistical  difference  in  CO  between  the  two 
groups  of  dogs  at  several  times  during  the 
pacing  regimen.  It  should  be  noted  that  the 
control  CO  was  close  to  being  significantly 
different  between  the  groups  of  dogs  and  that 
the  statistical  significance  shown  in  figure  2 
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Figure  Legends 

Effect  of  ET-A  Blockade  on  MAP 
in  Dogs  with  Heart  Failure 


D) 

X 

E 

0 
i 

=s 

CO 

CO 

0 

k_ 

□l 

CO 

0 


c 

CO 

0 


DAYS 


Placebo 

--e-  PD1  56707 


FIGURE  I.  ET-A  Blockade  caused  a significant  reduction  in  MAP  in  both  the  placebo  group  (§ 
p<0.05)  and  in  the  PD-1 56,707  group  (#p<0.001).  There  was  also  a significant  difference  in 
MAP  between  the  two  groups  of  dogs  (*  p<0.05). 
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Effect  of  ET-A  Blockade  on  CO 
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FIGURE  2. 
‘Statistical 


DAYS 

ET-A  blockade  caused  a non-significant  reduction  in  CO  in  both  groups  of  dogs, 
significance  {p<0.05}  between  the  placebo  dogs  and  the  PD-1 56,707  dogs. 
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Effect  of  ET-A  Blockade  on  SV 
in  Dogs  with  Heart  Failure 
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FIGURE  3.  SV  was  significantly  reduced  from  control  vs  28  days  post-pace  in  the  placebo  group 
(bracket),  but  was  not  significantly  reduced  in  the  dogs  given  PD-1 56,707  (§  p<0.06).  There 
was,  however,  a significant  difference  (*  p<0.05)  between  the  groups  of  dogs  at  three  time 
periods  during  the  pacing  regimen. 


Effect  of  ET-A  Blockade  on  TPR 
in  Dogs  with  Heart  Failure 
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FIGURE  4.  ET-A  blockade  significantly  reduced  (bracket)  TPR  from  control  during  the  pacing 
regimen  at  all  times  after  control  and  produced  a significant  reduction  (*  p<0.05)  between  the 
dogs  receiving  PD-1 56,707  and  those  receiving  placebo. 
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Effect  of  ET-A  Blockade  on  dp/dt  max 
in  Dogs  with  Heart  Failure 
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FIGURE  5.  Myocardial  contractility,  as  measued  by  Dp/Dt  max,  was  significantly  reduced 
(bracket)  from  control  in  both  groups  of  dogs,  but  there  was  no  difference  between  groups  of 
dogs. 


Effect  of  ET-A  Blockade  on  LVEDP 
in  Dogs  with  Heart  Failure 
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FIGURE  6.  LVEDP  was  significantly  increased  from  control  during  the  pacing  regimen,  but 
there  was  no  difference  between  groups  of  dogs.  An  increasing  LVEDP  correlates  with  increas- 
ing degree  of  HF  in  dogs  with  pacing-induced  HF. 
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. . lay  not  be  biologically  significant.  Interpreta- 
tion of  this  initial  difference  in  CO  is  difficult, 
but  may  relate  to  the  difference  in  the  number 
of  dogs  or  the  difference  may  be  explained  by 
normal  variance. 

Calculated  TPR  was  nearly  unchanged  in 
the  placebo  dogs  because  of  the  mainte- 
nance of  the  CO  by  an  increased  HR.  The 
TPR  in  the  dogs  receiving  PD-1  56,707  was 
significantly  reduced  throughout  the  pacing 
regimen  resulting  in  a reduction  in  systemic 
pressure.  This  reduction  in  TPR  in  the  dogs 
administered  PD-1  56,707  allowed  them  to 
maintain  their  SV  more  effectively  than  the 
placebo  dogs  (figure  3).  In  addition,  the 
early  reduction  in  TPR  and  MAP  in  the  drug 
group  would  support  the  concept  that  ET-1 
is  an  early  mediator  of  elevated  peripheral 
resistance  in  the  model  of  pacing-induced 
HF  and  that  increasing  serum  levels  of  ET-1 
in  human  CHF  may  serve  to  increase  vascu- 
lar resistance  as  CO  falls  in  the  later  stages  of 
CHF1'2  4 Blocking  the  action  of  ET-1  thus  may 
benefit  a dysfunctional  heart  by  reducing  the 
afterload  which  would,  in  effect,  allow  it  to 
increase  its  ejection  fraction.  This  ejection 
effect  can  be  seen  in  the  SV  data  in  this 
study. 

The  fact  that  Dp/Dt  max  or  myocardial 
contractility  were  not  different  between  the 
dogs  (figure  5)  receiving  the  ET-A  receptor 
antagonist  and  those  on  placebo,  may  sug- 
gest that  ET-1  does  not  alter  the  ionotropic 
state  of  the  heart.13  If  ET-1,  acting  at  ET-A 
receptors,  does  not  directly  benefit  the  myo- 
cardium by  increasing  contractility  but  it 
increases  vascular  resistance,  then  blocking 
its  action  may  be  therapeutic.1718  The  patho- 
physiology associated  with  human  CHF  is 
complicated  by  multiple  variables.  It  is  be- 
coming clearer  that  to  be  truly  effective  in 
treating  CHF,  practitioners  must  use  mul- 
tiple therapeutic  agents  that  selectively  and 
effectively  correct  these  pathological  states. 
Angiotensin  converting  enzyme-inhibitors 
have  been  partially  effective  in  the  treat- 
ment of  CHF.  This  report  along  with  other 
research  is  helping  to  elucidate  the  role  that 
endothelin  may  have  in  the  pathogenesis  of 
human  CHF.  Orally  effective  ET-A  receptor 
antagonists  may  have  a role  to  play  in  the 
future  care  of  patients  with  CHF. 

REFERENCES 

1 .  Kiowski,  Wolfgang  et  al.  Evidence  for  endothelin-1 
mediated  vasoconstriction  in  severe  chronic  heart  failure. 
Lancet.  1995,  Sept.  346:  732-736. 


2.  Rodeheffer,  R.J.,  A Lerman,  D.  Heublin,  & J.  Burnett. 
Increased  Plasma  Concentration  of  Endothelin  in  Conges- 
tive Heart  Failure  in  Humans.  Mayo  Clinic  proc.  1992; 
67:719-724. 

3.  Underwood,  R.D.;  L.L.  Aarhus,  D.  Heublin,  J.  Burnett. 
Endothelin  in  Thoracic  Inferior  Vena  Caval  Constriction 
Model  of  Heart  Failure.  Am  J Physiology  1 992;263  (Heart 
Circ.  Physiology  32):  H951  - H955. 

4.  Wei,  Chi-ming  et  al.  Endothelin  in  Human  Conges- 
tive Heart  Failure.  Circulation  1994;  89.4:  1580-1586. 

5.  Clavell,  Alfredo,  A.  Stringo,  K.  Margulies,  A.  Lerman, 
R.D.  Underwood,  & j.  Burnett.  Physiological  Significance 
of  Endothelin:  Its  Role  in  Congestive  Heart  Failure.  Circu- 
lation 1 993;87  (suppl  V}:  V-45  - V-50. 

6.  Reynolds,  Elwood  E.  et  al.  Pharmacologic  Charac- 
terization of  PD  156,707,  an  Orally  Active  ET-A  Receptor 
Antagonist.  Journal  of  Pharmacology  and  Experimental 
Therapeutics.  1995;  273:  1410-17. 

7.  Hirakawa,  Senri.  et  al.  Differing  Actions  of 
Endothelin-1  on  Canine  Systemic  Resistance  and  Capaci- 
tance Vessels.  Japanese  Circulation  Journal.  1992,  Aug. 
56:  847-854. 

8.  Karaki,  Hideaki  et  al.  ET-B  receptor  antagonist,  IRL 
1038,  selectively  inhibits  the  endothelin-induced  endot- 
helium dependent  vascular  relaxation.  Euro  J.  of  Pharm. 
1993,  231:  371-374. 

9.  Kitazono,  Takanari;  D.  D.  Heistad,  F.  M.  Faraci. 
Enhanced  Responses  of  the  Basilar  Artery  to  Activation  of 
Endothelin-B  Receptors  in  Stroke-Prone  Spontaneously 
Hypertensive  Rats.  Hypertension  1995  Apr.;  25  (4  Pt  1): 
490-494. 

10.  Leadley,  Robert  J.  Jr.,  J.L.  Zhu,  K.  L.  Goetz.  Effects 
of  endothelin-1  and  sarafotoxin  S6b  on  regional  hemody- 
namics in  the  conscious  dog.  Am  J Phys.  R 1 2 1 0-R 1216. 

11.  Luscher  Thomas  F.  et  al.  Interactions  between 
Endothelium-Derived  Relaxing  and  Contracting  Factors  in 
health  and  Cardiovascular  Disease.  Circulation.  1993; 
Suppl  V 87(5):  V36  - V43. 

12.  Luscher,  Thomas  F.,  B.  Seo.  ET-A  and  ET-B  Recep- 
tors Mediate  Contraction  in  Endothelin-1  in  Renal  Artery 
of  Aging  SHR:  Effects  of  FR1  393 1 7 and  Bosentan.  Hyper- 
tension. 1995,  April.  25  (4):  501-06. 

13.  Mayer,  John  E.  et  al.  Effects  of  Endothelin-1  and  ET- 
A receptor  Antagonist  on  Recovery  After  Hypothermic 
Cardioplegic  Ischemia  in  Neonatal  Lamb  Hearts.  Circula- 
tion. 1995,  February.  Supp.  II  92  (9):  II400-II404. 

14.  Warner,  Timothy,  G.  Allcock,  R.  Corder,  & J.R. 
Vane.  Use  of  the  Endothelin  Antagonists  BQ-1 23  and  PD- 
142893  to  Reveal  three  endothelin  Receptors  Mediating 
Smooth  Muscle  Contraction  and  Release  of  EDRF.  Br  J 
Pharmacol.  1993  Oct;  1 10  (2):  777-782. 

15.  Tomoda,  Haruo.  Plasma  Endothelin-1  in  Acute 
Myocardial  Infarction  with  Heart  Failure.  Amer.  Heart  J. 
1993;  125(3):  667-671. 

16.  Ischikawa,  Tomohisa  et  al.  Positive  Ionotropic 
Action  of  Novel  Vasoconstrictor  Peptide  Endothelin  on 
Guinea  Pig  Atria.  Am  J Phys.  1 988;255:H970  - H973. 

17.  Goetz,  K.  L.,  B.C.  Wang,  J.B.  Madwad,  J.L.  Zhu, 
Leadley.  Cardiovascular,  Renal,  and  Endocrine  Responses 
to  Intravenous  Endothelin  in  Conscious  Dog.  Am  J Phys 
1988;  255:R1 064  - R1068. 

18.  Tsutamato,  Takayoshi,  A.  Wada,  Y.  Maeda,  T. 
Adachi,  M.  Kinoshita.  Relation  Between  Endothelin-1 
Spillover  in  the  Lungs  and  Pulmonary  Vascular  Resistance 
in  Patients  with  Chronic  Heart  Failure.  JACC  1994;  23.6: 
1427-1433. 

19.  Hintze,  Thomas  H.,  G.  Zhao,  W.  Shen,  Xiaobin,  M. 
Ochoa,  R.  Bernstein.  Selective  Impairment  of  Vagally 
Mediated,  Nitric  Oxide-Dependent  Coronary  Vasodila- 
tion in  Conscious  Dogs  After  Pacing-Induced  Heart  Fail- 
ure. Circulation.  1995,  May  91  (10):  2655-2663. 


November  1996  Nebraska  Medical  Journal  355 


ORIGINAL  ARTICLE 


Ethical  Implications  of  Type  I,  Type  II  Error 
in  Patient  Competency  Assessment 


ERIC  MUELLER,  M-4 

School  of  Medicine 
Creighton  University 
2500  California  Plaza 
Omaha,  NE  68178 


'DELFI  MONDRAGON,  DR,  P.H. 

Department  of  Health  Science 
New  Mexico  State  University 
Department  3HLS/PO  Box  30001 
Las  Cruces,  New  Mexico  88033-8001 


Background 

The  question  of  patient  competence  in  medi- 
cal settings  appears  to  arise  most  often  as  a 
result  of  a patient's  refusal  of  treatment.  When 
this  question  arises  a psychiatry  consultation  to 
assess  competence  is  often  ordered.  Studies 
show  that  about  half  of  these  referred  patients 
are  found  incompetent.1  Though  such  evalua- 
tions are  frequently  requested  when  a patient 
refuses  treatment,  few  are  requested  for  pa- 
tients who  agree  to  proposed  treatments.1 

Type  I and  Type  II  Errors 

In  science  a type  I error  is  defined  as  rejecting 
the  null  hypothesis  when  the  null  hypothesis  is 
true.  A type  II  error  is  defined  as  accepting  the 
null  hypothesis  when  the  null  hypothesis  is 
false.2  With  regard  to  patient  competence,  the 
null  hypothesis  would  be  that  the  patient  is 
competent,  therefore  errors  in  assessment  of 
competence  would  be  as  follows:  Type  I:  A 
competent  patient  is  deemed  incompetent, 
and  Type  II:  An  incompetent  patient  is  deemed 
competent.  The  first  type  of  error  has  been 
debated  historically  in  ethics  and  in  law  with 
regard  to  blood  transfusions,  children's  rights, 
physician  assisted  suicide,  and  other  areas.  The 
type  II  error  is  more  subtle  and  generally  pre- 
sents in  the  courts  after  the  fact,  by  interested 
third  parties.  This  latter  error  is  sometimes  not 
recognized  by  the  physician,  since  the  patient 
agrees  with  the  proposed  treatment  and  there- 
fore makes  what  appears  to  be  a rational  choice. 
Indeed,  one  may  wonder  how  often  medical 
procedures  are  "authorized"  by  incompetent 
persons. 

Competence 

The  definition  of  competence  has  been  de- 
bated for  years  within  both  the  medical  and  the 
legal  communities.3'4'5,6  In  the  most  basic  psy- 
chological sense,  competence  can  be  viewed 
as  apprehending  information  on  a stated  sub- 
ject within  the  appropriate  context,  and  then 
acting  voluntarily  in  a choice  within  that  sub- 
ject.7 Hence,  consent  is  respectively  informed 


and  free.  Patients  are  said  to  be  competent  or 
incompetent  to  make  individual  decisions  and 
not  given  blanket  labels  of  generalized  compe- 
tence or  incompetence.4 

A competent  patient  agrees  or  disagrees  to  a 
course  of  treatment  based  on  personal  values 
and  judgements,  whether  or  not  the  physician 
agrees  with  these  values,  and  is  permitted  to  act 
on  these  decisions.  An  incompetent  patient, 
however,  may  either  misunderstand  informa- 
tion which  then  leads  to  unrealistic  fear  and 
diminishing  freedom  of  choice,  or  is  generally 
unable  to  make  reasonable  apprehension  of 
the  situation,  leaving  him  uninformed  and  there- 
fore unable  to  use  personal  values  and  judge- 
ments to  make  the  decision.  For  a patient  to  be 
competent,  he  must  have  an  adequate  mental 
capacity  to  make  an  informed  decision,  but 
need  not  necessarily  agree  with  others  on  what 
that  decision  might  be.3'8  The  classic  examples 
are  those  of  competent  patients  with  sincere 
religious  beliefs  against  certain  treatments.  The 
case  of  Delores  Phelps,9  a Jehovah's  witness 
who  refused  a blood  transfusion,  and  subse- 
quently died,  is  classic.  A competent  person  has 
the  right  to  refuse  treatment  even  if  such  refusal 
could  result  in  morbidity  or  even  mortality. 

Self  determination  is  the  right  of  all  compe- 
tent people;  it  is  not  possible  however,  for  the 
incompetent.  Upon  assessment  of  incompe- 
tence, the  physician's  role  incurs  either  the 
additional  burden  of  protection  or  advocacy  for 
the  patient  or  the  task  of  finding  a protector  or 
advocate  for  the  patient. 

Who  Decides? 

The  determination  of  patient  competence  is 
usually  made  by  the  primary  attending  physi- 
cian. Before  any  significant  treatment  is  pro- 
vided, the  primary  physician  decides  whether 
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or  not  the  patient  can  understand  what  is 
explained  about  the  course  of  treatment.  Pri- 
mary physicians  generally  know  their  patients 
well.  They  can  test  with  a few  questions  if  there 
is  change  in  their  patient's  comprehension. 
Other  primary  care  patients  may  never  have 
been  competent,  and  their  physician  will  know 
this  also.  It  is  only  in  the  exceptional  case  that 
the  primary  physician  has  sufficient  doubt  to 
present  the  case  for  psychiatric  consultation  to 
determine  competency.3,8  The  consulting  psy- 
chiatrist then  becomes  the  physician  making 
the  determination  of  patient  competency. 

Obtaining  psychiatric  consultation  is  increas- 
ingly important  in  today's  managed  care  cli- 
mate as  third  party  payers  attempt  to  limit  the 
frequency  of  consultations.  The  primary  physi- 
cian often  knows  the  patient  best  and  is  in  the 
best  position  to  determine  if  patient  compe- 
tence should  be  questioned.  In  general  it  is  best 
for  the  primary  physician  to  determine  compe- 
tence of  the  patient.  This  is  the  usual  case,  as 
physicians  usually  obtain  informed  consent  for 
medical  procedures  without  the  added  opinion 
of  a competency  evaluation.  It  is  on  occasion 
that  the  primary  physician  requires  the  added 
perspective  of  a more  specialized  expert,  and 
requests  a competency  consultation. 

Ethical  Implications 

Although  the  determination  of  competence 
is  a legal  one,  the  legal  is  based  on  the  underly- 
ing ethics.  Black's  Law  Dictionary  defines  com- 
petent as,  "duly  qualified;  answering  all  require- 
ments; having  sufficient  ability  or  authority." 
Clearly,  the  finding  of  competence  does  not 
generally  require  a legal  hearing,  and  includes 
a hearing  only  if  there  is  disputation.  Of  greatest 
concern  in  decisions  of  competence  is  main- 
taining patient  autonomy.  The  general  principle 
of  autonomy  is  "being  one's  own  person,  with- 
out constraints  either  by  another's  action  or  by 
psychological  or  physical  limitations."8  One  must 
be  able  to  deliberate  and  be  capable  of  action 
on  the  basis  of  those  deliberations  to  be  ca- 
pable of  autonomy.  In  other  words,  no  force 
internal  or  external  can  impede  self  determina- 
tion of  the  process  of  one's  fate  if  he  is  to  be 
autonomous. 

When  declaring  a patient  incompetent,  a 
physician  hinders  the  patient's  autonomy  for 
the  sake  of  paternalism.  The  patient  is  pre- 
vented from  possibly  harming  himself  with  a 
poor  ability  to  make  medical  decisions,  thus  the 
medical  contexts  function  to  maximize  benefit 


and  minimize  harm  to  the  patient.  This  paternal- 
istic behavior  is  justified  only  when  three  crite- 
ria are  met:  1.  the  harms  which  would  other- 
wise befall  the  patient  outweigh  the  loss  of 
independence,  2.  the  patient's  condition  seri- 
ously limits  his  ability  to  choose  autonomously, 
and  3.  the  treatment  program  is  universally 
justified  under  similar  circumstances.  In  any 
case  where  incompetency  is  declared,  an  argu- 
ment demonstrating  these  three  criteria  is  very 
supportive  of  the  decision.8 

In  a type  I error,  when  a competent  patient  is 
falsely  deemed  incompetent  and  has  decisions 
made  for  him,  the  patient's  autonomy  is  trans- 
gressed. Although  the  patient  is  capable  of 
making  decisions,  he  is  not  permitted  to  make 
these  decisions.  Control  over  his  own  life  is  thus 
taken  from  him,  and  harm  (maleficence)  is 
done. 

In  a type  II  error,  when  an  incompetent 
patient  is  deemed  competent  and  his  decision 
is  implemented,  though  the  patient  may  be 
presented  with  adequate  information  to  make 
an  informed  decision,  his  inability  to  compre- 
hend the  information  prevents  him  from  mak- 
ing a sound  decision.  Here,  the  patient's  au- 
tonomy appears  to  be  preserved  as  his  "desires" 
are  carried  out,  but  the  incompetent  patient  is 
unable  to  comprehend  what  was  explained, 
and  therefore  makes  decisions  based  on  exter- 
nal influences  rather  than  on  his  internal  thoughts 
and  values. 

Conclusion  and  Recommendations 

Preserving  patient  autonomy  is  critical  in 
medical  decisions.  The  physician  must  be  aware 
of  personal  bias  when  assessing  the  patient  for 
competence,  as  both  eagerness  to  perform  a 
procedure  and  a paternalistic  desire  to  help  the 
patient  may  influence  the  physician's  initial 
view  of  competence.  In  addition,  although  the 
patient  may  agree  with  a proposed  treatment 
plan,  if  he  is  unable  to  fully  comprehend  that 
plan,  he  is  incapable  of  giving  informed  con- 
sent. At  this  point  it  is  the  physician's  own 
interpretation  of  the  information  on  which  the 
decision  is  often  based.  The  patient's  desires 
appear  to  be  met,  but,  as  already  stated,  those 
"desires"  are  in  error  because  the  decision  is 
uninformed. 

Competence  should  be  at  issue  prior  to  any 
discussion  of  a medical  procedure.  When  con- 
sent is  obtained  it  is  assumed  the  patient  is 
competent  enough  to  comprehend  all  informa- 
tion presented.  Should  there  be  doubt,  a deci- 
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sion  of  competence  versus  incompetence  may 
be  made.  When  the  primary  physician  is  unable 
to  make  the  decision  of  competence,  a psychi- 
atric consultation  for  assessment  of  compe- 
tence may  be  obtained.  In  a managed  care 
system,  a good  case  manager  will  appreciate 
the  cost-effectiveness  of  paying  for  a consulta- 
tion, and  be  grateful  that  the  primary  care 
physician  is  helping  bring  respect  for  the  au- 
tonomy of  each  person  enrolled  in  the  health 
care  plan. 
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ABSTRACT 

A case  is  presented  of  a euthyroid  male  in  whom  a right  thyroid  mass  was  discovered.  Physical  displacement 
of  the  right  thyroid  lobe  by  a mass  was  determined  on  CT  scan.  Scintigraphy  and  ultrasound  showed  the  mass 
to  be  separate  from  the  thyroid.  Fine  needle  aspirations  did  not  predict  the  tumor.  Surgical  removal  of  an  adult 
rhabdomyoma  was  uneventful.  This  case  and  review  of  the  literature  demonstrate  the  rare  presentation  of  a 
rhabdomyoma  as  a suspected  thyroid  nodule. 


CASE  REPORT 

A 64-year-old  white  male  was 
admitted  to  the  Omaha  VA 
Medical  Center  for  evaluation 
of  a pacemaker  previously  placed  for 
bradyarrhythmias  and  syncope.  During  his 
physical  examination,  a right  thyroid  mass 
was  detected.  The  endocrinology  service 
was  consulted  to  evaluate  the  mass.  The 
patient  denied  symptoms  of  hyperthyroidism 
or  hypothyroidism.  He  had  not  been  aware 
of  the  mass  prior  to  hospital  admission.  He 
had  occasional  dysphagia  with  meat  boluses. 
There  was  no  history  of  exposure  of  the 
thyroid  to  radiation.  Family  history  was  nega- 
tive for  thyroid  disease. 

The  physical  examination  revealed  a thin, 
normotensive  euthyroid  white  male.  There 
were  no  manifestations  of  thyroid  eye  dis- 
ease. There  was  no  cervical  lympha- 
denopathy.  A firm,  smooth,  non-pulsatile, 
and  nontender  right  neck  mass  approximately 
3.5  x 4.5  x 5 cm  was  present  in  the  location 
of  the  right  lobe  of  the  thyroid.  The  isthmus 
was  enlarged  at  2 x 1 cm  and  the  left  lobe 
was  slightly  enlarged  without  nodules.  The 
mass  and  adjacent  thyroid  tissue  moved  to- 
gether with  swallowing.  The  remainder  of 
the  examination  was  normal. 

Thyroid  studies  included  total  thyroxine 
68  nmol/L  (normal  71-148),  T3  resin  uptake 
40.2%  (normal  35-45),  TSH  1 .8  mlU/ml  (nor- 
mal 0.45-6.2)  and  negative  thyroid 
antimicrosomal  and  antithyroglobulin  anti- 
bodies. The  radioactive  iodine  uptake  was 
13%  at  24  hours  (upper  limit  of  normal  = 
25%).  The  technetium-99m  scan  demon- 
strated a hypofunctioning  mass  extending 
from  the  superior  and  lateral  border  of  the 


right  lobe  into  the  lateral  right  neck.  The  131l 
scan  identified  only  slight  asymmetry  on  the 
right  lobe.  Ultrasound  demonstrated  the  neck 
mass  to  be  inhomogeneous  and  solid,  adja- 
cent to,  but  separate  from  the  right  thyroid 
lobe.  The  remainder  of  the  gland  showed  no 
masses.  (Figure  1 ) 

On  chest  x-ray,  the  trachea  was  deviated 
to  the  left.  Computerized  tomographic  scan 
of  the  neck  and  chest  defined  the  limits  of 
the  mass  that  appeared  to  be  arising  from 
the  right  thyroid  lobe  and  to  extend  to  the 
inferior  pole  of  the  right  lobe.  Fine  needle 
aspiration  of  the  mass  showed  blood,  no 
thyroid  tissue,  and  no  malignant  cells. 

At  surgery  a large,  encapsulated  mass  was 
mobilized  and  separated  easily  from  the  thy- 
roid with  little  dissection.  The  mass  appeared 
to  arise  from  the  posterior-medial  portion  of 
the  sternocleidomastoid  muscle.  On  gross 
examination,  the  red-brown  ovoid  tissue  mass 
contained  a smooth  surface.  Cut  section 
demonstrated  homogenous  soft  tumor. 
Needle  tracts  from  the  previous  biopsy  were 
focally  hemorrhagic.  Frozen  and  permanent 
sections  of  the  mass  revealed  a 
rhabdomyoma  of  the  adult  type  (Figure  2). 

DISCUSSION 

Extra  cardiac  rhabdomyomas  are  rare, 
benign  tumors  of  striated  muscle.  They  are 
divided  into  three  clinically  and  morphologi- 
cally different  types:  fetal  (cellular),  fetal 
myxoid  (genital)  and  adult.1  The  fetal  type  is 
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FIGURE  I.  Ultrasound  of  the  thyroid  demonstrates  a less  dense 
tumor  mass  adjacent  to  the  more  dense  thyroid.  No  intervening 
tissue  is  demonstrated  between  the  mass  and  the  thyroid. 


FIGURE  2.  Microscopic  features  of  the  rhabdomyoma  are  demonstrated.  A.  H&E  stained 
section  shows  mature  myocytes  with  an  occasion  "spider-web"  cell.  (64x) 
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an  exceedingly  rare  lesion  that  is  found  pri- 
marily in  the  head  and  neck  in  children  less 
than  three  years  of  age.2  The  fetal  myxoid 
genital  type  presents  as  polypoid  mass  in  the 
vagina  and  vulva  of  middle-aged  women.1 
The  slowly  growing  adult  tumor  is  found 
most  frequently  in  the  head  and  neck  of 
older  individuals. 

An  adult  rhabdomyoma  usually  occurs  as 
a solitary  round  or  polypoid  benign  tumor 
that  is  neither  painful  nor  tender  in  males 
over  40  years  of  age.  The  principle  regions  in 
which  the  tumor  is  found  are  the  larynx, 
pharynx,  mouth  floor  and  base  of  the  tongue. 
It  occurs  less  frequently  in  the  area  of  the 
soft  palate  and  uvula.  Isolated  examples  have 
been  noted  in  the  somatic  muscles  of  the 
lower  lip  and  cheek,  orbit,  in  the 
sternocleidomastoid  or  sternohyoid  muscles. 
Signs  and  symptoms  such  as  dysphagia  are 
secondary  to  compression  displacement  of 
the  tongue,  thyroid,  or  esophagus.  The  tu- 
mor also  may  protrude  into  the  pharynx  or 
larynx  to  cause  hoarseness  or  respiratory 
obstruction. 

On  gross  examination,  the  adult 
rhabdomyoma  is  usually  well  defined, 
rounded  or  coarsely  lobulated,  and  finely 


granulated  on  section.  Hematoxylin  and  Eosin 
stain  of  the  rhabdomyoma  from  our  case 
shows  the  typical  tightly  packed,  round  and 
polygonal  cells  separated  by  thin  fibrous 
septa  and  narrow  vascular  channels  (Figure 
2).  The  cells  have  deeply  acidophilic  finely 
granular  cytoplasm,  one  peripherally  placed 
vesicular  nucleus,  and  one  or  more  small 
nucleoli.  Some  of  these  cells  contain  only  a 
small  central  acidophilic  cytoplasmic  mass 
connected  by  thin  strands  of  cytoplasm  at 
the  periphery.  These  cells  are  also  known  as 
"spider  web"  cells.  Mitotic  figures  are  usually 
absent.  A unique  feature  of  the  tumor  is  the 
intracytoplasmic  rod-like  or  "Jack  straw"-like 
crystalline  structure.3  The  crystalline  struc- 
tures and  cross  striations  are  identified  more 
easily  with  phosphotungstic  acid  hematoxy- 
lin (PTAH).  Normal  skeletal  muscle  on  elec- 
tron microscopy  shows  the  orderly  pattern 
of  the  myofilaments  with  glycogen  and  mito- 
chondria on  the  periphery.  Ultrastructurally, 
adult  rhabdomyomas  demonstrate  a vari- 
able number  of  mitochondria  and  deposits 
of  glycogen.  The  cytoplasm  contains  thin 
and  thick  myofilaments  with  different  de- 
grees of  differentiation  and  randomness  of 
pattern  (Figure  3). 


FIGURE  3.  Electron  micrographs  of  the  tumor  mass.  A.  Low  power  view  demonstrating 
myocyte  components  of  the  tumor  cells.  There  is  an  abundance  of  mitochondria  and  glyco- 
gen. (IIOOx).  B.  Higher  magnification  shows  abortive  sarcomere  development  with  thin 
filaments  radiating  in  a haphazard  manner  from  condensed  Z-band  material.  (2800x) 
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Our  patient  represents  only  the  second 
reported  case  of  an  adult  rhabdomyoma 
mimicking  a mass  arising  from  the  thyroid 
gland.  The  previous  patient  had  a 
rhabdomyoma  of  the  sternohyoid  muscle 
reported  by  Parsons  and  Puro  in  1 95 5. 4 Adult 
rhabdomyomas  are  exceedingly  rare.  The 
tumor  is  not  malignant  and  local  excision 
usually  results  in  a cure.  The  tumor  is  not 
included  immediately  in  the  differential  diag- 
nosis of  anterior  neck  masses.  In  retrospect, 
the  ultrasound  study  was  most  helpful  in 
predicting  the  non-thyroid  nature  of  the  mass. 
Fine  needle  aspiration  (FNA)  suggested  tis- 
sue other  than  thyroid  since  no  thyroid  cells 
were  seen,  but  samples  contained  no  identi- 
fiable myocytes.  FNA  has  been  used  suc- 
cessfully to  identify  neck  rhabdomyomas.5'7 
One  report  described  a white  male  with  a 
tumor  on  the  right  side  of  the  neck  with  no 
connection  to  the  thyroid  and  behind  the 
sternomastoid.  FNA  of  this  lesion  revealed 
many  multinucleated  cells.  A diagnosis  of  a 
benign  neoplasm,  most  likely  a granular  cell 
tumor,  was  made.5  FNA  and  ultrasound 
should  detect  a rhabdomyoma  mimicking  a 
cold  thyroid  nodule. 
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INTRODUCTION 

The  use  of  the  intramedullary  (IM)  rod  for 
arthrodesis  of  the  knee  joint  has  been  shown 
to  be  an  effective  limb  salvage  technique. 
Indications  for  this  procedure  include:  failed 
total  knee  arthroplasty,  limb  salvage  after 
tumor  resection  around  the  knee  joint,  and 
severe  trauma  that  exceeds  the  limitations 
of  reconstruction.  The  IM  rod  provides  sta- 
bility and  allows  the  patient  the  ability  to 
early  weight  bear,  and  thus  load  the 
arthrodesis  site.  This  case  illustrates  the  use 
of  a custom  locked  IM  rod  in  the  patient 
requiring  knee  arthrodesis.  Computer 
tomography  (CT)  scans  have  been  used  to 


Figure  1A 


verify  the  length  and  width  of  the 
intramedullary  rod  that  are  required  for 
arthrodesis. 

CASE  REPORT 

A 52-year-old  female  presented  to  the 
emergency  room  with  a shotgun  wound  to 
her  left  knee.  Physical  examination  and  ra- 


Figure  IB 

Figure  1A-B:  AP  and  lateral  radiographs  of  the  knee 
joint  revealing  a comminuted  fracture  and  extensive 
soft  tissue  injury. 

’Address  correspondence  to:  Lynn  A.  Crosby,  M.D., 
Division  of  Orthopaedic  Surgery,  Creighton  University 
School  of  Medicine,  601  North  30th  Street,  Omaha,  NE 
68131. 
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diographs  of  the  left  knee  confirmed  a grade 
3-B  open  comminuted  fracture  of  the  left 
distal  femur  and  proximal  tibia  with  exten- 
sive soft  tissue  defects  including  the  entire 
extensor  mechanism  (Figs.  1A-B). 

The  patient  was  immediately  taken  to  the 
operating  room  where  antibiotic  therapy  and 
an  extensive  irrigation  and  debridement  pro- 
cedure was  performed.  An  external  fixator 
was  applied  to  provide  initial  stability.  When 
the  wound  was  determined  to  be  clean  a 


medial  and  lateral  gastrocnemius  rotational 
flap  was  performed  to  provide  soft  tissue 
cover  to  the  anterior  portion  of  the  lower 
extremity.  After  the  soft  tissue  was  ad- 
equately healed  the  external  fixator  was  re- 
moved and  the  patient  was  placed  in  a long- 
leg  cast. 

At  two  months  post-injury  a knee 
arthrodesis  was  performed  by  utilizing  a 
custom  ordering  dynamically  locked 
intramedullary  rod.  A CT  scan  was  performed 


FIGURE  2A 


FIGURE  2A-D 

CT  scan 
revealing 
measurements 
of  the 

femur  and  tibia. 
Transverse  cuts 
through  isthmus 
of  the  tibia  and 
femur  to  obtain 
width  measurements. 
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FIGURE  2C 


prior  to  surgery  to  obtain  the  length  and 
measure  the  width  of  the  isthmus  of  the  fe- 
mur and  tibia  (Figs.  2A-D)  This  allowed  the 
rod  to  be  custom  ordered  in  both  its  width 
and  length  to  match  that  of  the  patient.  Post- 
operatively  weight  bearing  was  begun  as 
tolerated  on  the  second  day.  The  knee  went 
on  to  a solid  fusion  without  further  compli- 
cations (Fig.  3).  Although  this  patient  was 
not  completely  satisfied  with  her  inability  to 
bend  her  knee,  she  was  pain  free  and  had 
the  ability  to  walk  independently. 


DISCUSSION 

Knee  arthrodesis  was  advocated  by 
Charnley  in  the  1 940's  with  the  use  of  exter- 
nal fixators.1  This  became  a commonly  used 
technique,  but  complications  involved  with 
the  external  fixator  were  very  common.  These 
complications  included:  delayed  unions, 
nonunions,  and  the  inability  to  provide  early 
weight  bearing.2'3  A high  incidence  of  pin 
tract  infection  and  poor  patient  tolerance 
were  problems  with  the  use  of  external  fixa- 
tion for  knee  arthrodesis.34'5 
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FIGURE  3 

AP  standing  radiograph  of  the  lower  extremity  reveal- 
ing IM  rod  in  place  with  a solid  knee  fusion. 


Lucas  advocated  plate  fixation  for 
arthrodesis  in  the  early  1960's.6  This  tech- 
nique had  its  limitations  in  delayed  weight 
bearing  and  the  possibility  of  secondary 
procedures  for  hardware  removal.5  Later 
complications  were  seen  with  this  technique 
in  young  patients  with  fractures  around  the 
knee  joint,  both  distal  and  proximal  to  the 
plates.5 

The  use  of  intramedullary  rods  for 
arthrodesis  of  the  knee  joint  was  first  de- 
scribed by  Chapchal  and  later  modified  by 
Kuntscher.7-8  The  advantages  of 
intramedullary  rodding  over  plating  and  ex- 
ternal fixation  are  centered  mainly  around 
the  ability  to  provide  for  early  weight  bear- 
ing and  load  sharing  resulting  in  a more  rapid 
fusion.459  IM  rods  also  provide  greater  pa- 
tient acceptance  and  less  daily  care  than 
either  plate  fixation  or  external  fixation.4 
Complications  with  intramedullary  rod  fixa- 
tion have  been  proximal  rod  migration  and 


intraoperative  complications  related  to  errors 
in  rod  sizing.3,10'11'12  The  use  of  new  genera- 
tion rods  has  helped  in  solving  migration 
problems.  The  ability  to  statically  or  dynami- 
cally lock  the  intramedullary  rod  gives  the 
surgeon  the  choice  to  load  the  arthrodesis 
site  without  allowing  the  rod  to  migrate.13 

The  problem  of  rod  sizing  has  been  virtu- 
ally eliminated  with  the  use  of  the  comput- 
erized tomographic  (CT)  scans.  This  tech- 
nique was  described  initially  as  helping  de- 
tect and  define  limb  length  discrepancies  in 
children.  Reduced  cost,  with  less  radiation 
exposure  to  the  patient  than  the  use  of  the 
standard  scanograms  is  a secondary  advan- 
tage.14,15 We  have  utilized  this  technique  for 
the  past  seven  years  at  our  institution  with- 
out difficulties. 

This  case  report  illustrates  the  use  of  a 
custom  ordered  intramedullary  rod  in  a pa- 
tient who  required  arthrodesis  of  a severely 
comminuted  fracture  of  the  left  distal  femur 
and  proximal  tibia  with  loss  of  the  entire 
quadriceps  mechanism.  At  our  institution  we 
have  not  experienced  complications  with  the 
use  of  intramedullary  rods  such  as  rod  mi- 
gration, rod  breakage,  or  problems  with 
intraoperative  rod  sizing.  The  use  of  the 
newer  generation  custom  IM  rods  for  knee 
arthrodesis  is  highly  recommended.  The  use 
of  the  CT  scan  for  sizing  makes  the  ordering 
of  these  custom  rods  very  user  friendly  and 
complication  free. 
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REVIEW 

DANIEL  J.  SAMANI,  M.D. 

I would  like  to  congratulate  the  authors  of 
this  interesting  case  report.  This  is  a proce- 
dure that  is  unfortunately  required  more  and 
more  in  association  with  failed  arthroplasty, 
unstable  knee  joints  with  instability  after 
multiple  procedures,  post-infected  knees 
with  painful  ankylosis,  paralytic  limbs, 
neuropathic  joints,  limb  salvage  after  tumor 
resection  and  limb  salvage  after  trauma  as 
with  this  reported  case.  It  is  a procedure 
which  the  general  orthopaedist  as  well  as  a 
subspecialist  in  trauma,  joint  reconstruction 
or  orthopaedic  oncology  would  want  to  be 
familiar  with. 

Arthrodesis  of  the  knee  using  an 
intramedullary  rod  has  been  well-described 
in  the  orthopaedic  literature.  Unfortunately 
there  are  very  few  studies  reporting  on  the 
use  of  this  device  in  a large  number  of  trau- 
matic cases  with  destruction  of  the  joint 
surfaces.  Therefore  this  case  report  is  an 
important  contribution  to  orthopaedic  litera- 
ture. 

This  is  the  case  of  an  adult  with  severe 
trauma  to  the  knee  secondary  to  a gunshot 
wound.  The  neurovascular  status  of  the  lower 
extremity  is  not  reported.  There  is  loss  of 
the  joint  surfaces,  but  more  importantly,  the 
extensor  mechanism  is  compromised.  At  52 
years  of  age  this  patient  would  probably  do 
well  with  an  arthroplasty,  however  an  exten- 
sor mechanism  insufficiency  is  one  of  the 
few  absolute  indications  for  knee  fusion.  This 
was  a 3-B  open  fracture  with  multiple  metal- 
lic foreign  bodies  remaining.  That  makes 
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subsequent  infection  of  the  remaining  bone 
a relatively  high  probability.  The  authors 
treated  the  patient  appropriately  with  imme- 
diate debridement,  extensive  irrigation  with 
subsequent  antibiotic  therapy  and  soft  tis- 
sue flaps  to  obtain  coverage  of  exposed 
bone. 

Brief  use  of  an  external  fixator  facilitated 
management  of  the  soft  tissues.  Removal  of 
the  fixator  followed  by  immobilization  in  a 
cast  for  two  months  was  also  most  appropri- 
ate. This  allowed  the  authors  to  insure  com- 
plete healing  of  the  soft  tissues  without  in- 
fection. 

I agree  with  the  use  of  a CT  scan  to  plan 
for  the  patient's  fusion  using  an 
intramedullary  rod.  In  terms  of  cost  contain- 
ment, this  is  justified  when  one  considers 
the  cost  of  stocking  a variety  of  sizes  of 
custom  implants!  It  is  much  more  difficult  to 
make  the  femoral  AND  tibial  canal  "fit  the 
rod"  as  can  be  done  to  a degree  with  place- 
ment of  a nail  in  a femur  or  tibia  alone. 

There  was  quite  a bit  of  bone  loss  associ- 
ated with  the  initial  injury  and  subsequent 
debridement.  Did  the  authors  perform  al- 
lograft or  autogenous  bone  grafting  as  part 
of  the  fusion?  I would  also  like  to  know  what 
antibiotics  were  used  (and  for  how  long), 
postoperatively  with  respect  to  the  fusion. 
When  was  the  knee  found  to  be  clinically  or 
radio-graphically  a "solid  fusion"?  Could  the 
authors  also  comment  on  the  incidence  of 
back  pain  in  their  experience  and  if  this  prob- 
lem occurred  with  this  patient? 

The  DISCUSSION  is  well-written  and  cov- 
ers the  history  and  indications  for  this  proce- 
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dure.  It  also  discusses  alternative  treatments 
such  as  placement  of  an  external  fixator  and 
metallic  plating.  I agree  with  the  contraindi- 
cations to  use  of  an  external  fixator,  how- 
ever it  has  proven  valuable  for  infected  cases 
when  one  does  not  want  to  leave  metallic 
foreign  bodies  in  place.  Success  rates  with 
use  of  the  external  fixator  are  somewhat  less 
than  the  approximately  85%  success  rate 
with  use  of  an  intramedullary  rod  (Approx. 
50%  success  with  external  fixation).  Pro- 
longed casting  is  often  required  after  removal 
of  the  external  fixator. 

I have  participated  in  cases  with  use  of 
transfixing  pins  as  part  of  an  external  fixator. 
I also  have  experience  with  the  use  of 
intramedullary  devices.  All  of  these  cases 
involved  failed  total  knee  arthroplasties  with 
bone  loss  (and  often  associated  infection). 
Postoperative  rehabilitation  is  indeed  easier 
with  use  on  an  intramedullary  device.  Patient 
compliance  is  a real  problem  with  use  of  an 
external  fixator.  The  fixator  limits  the  patient's 
choice  of  clothing,  cleansing  and  even  his/ 
her  positioning  in  bed  or  furniture!  Pin  tract 
infections  have  proven  to  be  a major  prob- 
lem with  prolonged  use  of  the  external 
fixator,  often  requiring  early  removal  of  the 
device,  prolonged  casting  and  use  of  antibi- 
otics. The  added  cost  of  a custom 
intramedullary  device  is  justified  in  compari- 
son to  the  additional  cost  one  encounters 
with  use  of  an  external  fixator  (IV  or  oral 
antibiotics,  wound  management,  frequent 
follow-up  and  revision  surgery). 

One  frequently  encountered  problem  with 
use  of  an  intramedullary  device  it  that  of 
obtaining  or  restoring  valgus  alignment  to 
the  lower  extremity.  The  authors  did  not 
comment  on  this  although  the  postoperative 


x-ray  does  demonstrate  restoration  of  valgus 
alignment  with  the  convexity  of  the  rod 
placed  medially  during  insertion. 

Use  of  an  intramedullary  rod  for 
arthrodesis  of  the  knee  is  well-described  in 
the  literature.  The  authors  list  several  impor- 
tant references,  including  Charnley's  original 
article  (JBJS  30B  (3):  1948).  I have  listed 
additional  recent  articles  pertaining  to  use 
of  this  device. 

Thank  you  for  allowing  me  to  review  this 
interesting  case  report.  It  is  well-written  and 
well-illustrated.  I offer  my  congratulations  to 
the  authors. 
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Synthesis  of  Fluorinated 
Phosphonate  Mimics  of  Secondary 
Phosphates:  Toward  Modulators  of 
Phosphate-Processing  Enzymes 

DAVID  B.  BERKOWITZ,*  MARIIEAN  ECGEN. 
QUANRONG  SHEN  AND  RICHARD  K.  SHOEMAKER 

Department  of  Chemistry,  University  of  Nebraska-Lincoln,  NE  68588-0304 


In  addition  to  the  previously  recorded  reactions  of 
1 with  primary  trit'lates  and  aldehydes,  we  report 
here  that  1 reacts  with  functionalized,  but 
unactivated  methyl  esters  to  give  efficient  acyl 
substitution.  Expeditious  treatment  of  the  resultant 
a,a-difluoro-3-ketophosphonates  with  alkylmetal 
reagents,  followed  by  modified  Dolan-MacMillan 
alcohol  deoxygenation  provides  a general  method 
for  the  synthesis  of  (a,a-difluoroalkyl)  phosphonate 
analogues  of  secondary  phosphates,  sucha  as  L- 
phosphoallothreonine  and  L-phosphotreonine. 

? 

KA 

1 


<i>  hA 


CF,U 


QMe 

(ii)  R'Met 

(iii)  Deoxygenation 


Restoration  of  Immune  Function  in 
Mobilized  Stem  Cell  Products  by 
Suppressor  Cell  Removal 

A.G.  AGEITOS,  K.  INO,  I.  OZEROL,  S.  TARANTOLO, 

D.  HEIMANN,  J.E.  TALMADGE 

University  of  Nebraska  Medical  Center.  Omaha,  NE  68198 


High-dose  chemotherapy  (HDT)  with  autologous 
stem  cell  rescue  is  an  important  treatment  modality 
for  patients  with  cancer.  Growth  factor  mobilized 
peripheral  blood  stem  cell  (PSC)  as  compared  to 
bone  marrow  (BM)  products  have  a lower 
likelihood  of  occult  tumor  cell  contamination  and 
contain  a greater  number  of  progenitor  and  T cells. 
However,  immune  function  following  PSC 
transplantation  (PSCT)  is  depressed  compared  to 
that  observed  in  normal  individuals.  This  immune 
dysfunction  may  be  associated,  at  least  in  part,  with 
the  immunologic  characteristics  of  the  infused  PSC. 
We  report  that  PSC  and  peripheral  blood  (PB)  post- 
transplant contain  high  levels  of  suppressor  cell 
activity.  Furthermore,  this  suppressor  cell  activity  in 
PSC's  correlates  with  the  frequency  of  CD1 4 * cells. 
We  report  herein  on  PSC  products  from  29  breast 
cancer  patients.  Phagocytosis  of  carbonyl-iron  (Cl) 
and  magnetic  depletion  was  used  to  obtain  a CD1 4+ 
cell-depleted  population.  PSC  pre-  and  post- 
treatment with  Cl  (NOCI  and  Cl,  respectively)  were 
cultured  for  21  days  in  recombinant  human 
interleukin-2  (IL-2)  at  a final  concentration  of  12 
U/ml  (low  doses-LD)  or  40  U/ml  (high  doses-HD). 
We  report  herein  that  the  in  vitro  proliferation  and 
natural  killer  (NK)  cytotoxic  properties  of 
lymphocytes  from  PSC  products  are  significantly 
increased  following  the  removal  of  CD14+  cells  by 
Ci.  The  proliferation  of  PSC  cells  cultured  in  the 
presence  of  IL-2  (LD)  was  significantly  increased  by 
Cl  depletion  of  phagocytic  cells  following  7 days 
(1.8-fold  in  Cl  vs  0.42-fold  NOCI,  p=0.011),  14 
days  (4.6-t’old  in  Cl  vs  1.14-fold  NOCI,  p=0.016) 
and  21  days  (7.5-fold  in  Cl  vs  1.14-fold  NO  Cl, 
p=0.023).  In  addition,  expansion  of  cells  from 
PSC's  could  not  be  overcome  with  increased  levels 
of  IL-2  (HD).  Furthermore,  mitogenic  responses  to 
PHA  and  IL-2  were  significantly  increased  by  Cl 
depletion  of  CD14"  cells  from  these  PSC. 
Phenotypic  and  cytotoxic  analysis  showed  a 
significantly  higher  activity  of  NK  cells  in  IL-2 
cultures  of  Cl  treated  PSC  product  compared  to 
intact  products.  In  conclusion,  we  demonstrate  that 
in  the  absence  of  CD14+  phagocytic  suppressor 
cells,  lymphocytes  from  GM-CSF  mobilized  PSC 
products  of  breast  cancer  patients  have  a better 
response  to  IL-2  with  an  increased  proliferative 
capacity  and  T and  NK  cell  functions.  The 
observation  of  suppressor  activity  within  the  PSC 
products  suggest  that  these  cells  may  not  only  block 
in  vitro  response  of  lymphocytes  to  IL-2  but  also 
reduce  immune  reconstitution  and  response  to 
adjuvant  immunotherapy. 
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Induction  of  Reactive  Oxygen 
Species  and  Hsp90  in  Gastric 
Adenocarcinoma  Cells  by 
Helicobacter  Pylori,  and  Protective 
Abilities  of  Selected  Free  Radical 
Scavengers,  Antioxidants  and 
Histamine  H2-receptor  Antagonists 

D.  BAGCHI,  E.B.  PATTERSON,  M.  BAGCHI  AND  S.J.  STOHS 

Depts.  of  Pharmaceutical  and  Administrative  Sciences 
and  Biomedical  Sciences,  Creighton  University,  Omaha. 

Reactive  oxygen  species  (ROS)  and  Helicobacter 
pylori  have  been  identified  as  pathogenic  factors  in 
several  gastrointestinal  disorders.  The  induction  of 
ROS  in  gastric  adenocarcinoma  cells  (GAC)  in 
association  with  H. pylori  was  assessed  by 
chemiluminescence,  cytochrome  c reduction, 
nitrobluetetrazolium  reduction  and  lactate 
dehydrogenase  (LDH)  leakage.  The  concentration- 
dependent  protective  abilities  of  selected  ROS 
scavengers,  antioxidants,  and  histamine  H2-receptor 
antagonists  on  these  effects  were  also  assessed. 
Following  incubation  of  GAC  with  three  strains  of 
H. pylori  (1:1)  approximately  5. 7-8.0  and  3. 8-4. 3 
fold  increases  were  observed  in  cytochrome  c 
reduction  and  nitrobluetetrazolium  reduction, 
respectively,  demonstrating  production  of  ROS. 
The  production  of  ROS  by  GAC  was  dependent 
upon  the  concentration  of  H. pylori  cells  present.  A 
cytotoxin  producing  H. pylori  (strain  601 90)  induced 
greater  production  of  ROS  in  association  with  GAC 
as  compared  to  other  H. pylori  strains. 
Chemiluminescence  responses  of  2.1  - and  3.7-fold 
were  observed  following  incubation  of  GAC  with 
H.pylori(ATCC  43504)  at  ratios  of  1:1  and  1:10, 
respectively.  Concentration-  and  time-dependent 
LDH  leakage  from  GAC  was  observed  following 
incubation  of  GAC  with  increasing  concentrations 
of  H. pylori.  Substantial  inhibition  of  LDH  leakage 
from  GAC  in  the  presence  of  H. pylori  as  well  as 
decreased  cytochrome  c and  nitrobluetetrazolium 
reduction  were  observed  following  co-incubation 
with  selected  ROS  scavengers,  antioxidants  and 
histamine  H2-receptor  antagonists.  Cimetidine 
served  as  the  best  chemoprotectant  among  all  the 
drugs  tested.  Incubation  of  GAC  with  H. pylori 
enhanced  heat  shock  protein  90  (Hsp90)  synthesis 
by  GAC  as  detected  by  western  blot  analysis.  This 
study  demonstrates  that  H. pylori  induces  the 
formation  of  ROS  and  Hsp90  in  GAC,  and  enhances 
membrane  damage. 


Chronic  Effects  of  Smokeless 
Tobacco  Extract  (STE)  in  Hepatic 
Lipid  Peroxidation  DNA  Damage 
and  Excretion  of  Urinary 
Metabolites  in  Rats 

M.  BAGCHI,  D.  BAGCHI,  E.A.  HASSOUN  AND  S.J.  STOHS, 

Department  of  Pharmaceutical  and  Administrative  Sciences, 

Creignton  University  Health  Sciences  Center,  Omaha,  NE  68178 

Tobacco  consumption  is  a worldwide  problem. 
The  oral  use  of  moist  smokeless  tobacco  products 
(snuff)  is  casually  associated  with  cancer  of  the 
mouth,  lip,  nasal  cavities,  esophagus  and  gut.  The 
mechanism  by  which  smokeless  tobacco 
constituents  produce  genetic  and  tissue  damage  is 
not  known.  Recent  studies  in  our  laboratories  have 
shown  that  activation  occurs  when  macrophages 
are  incubated  with  an  aqueous  extract  of  smokeless 
tobacco  (STE)  with  the  resultant  production  of 
reactive  oxygen  species  (ROS).  We  also  observed 
that  in  vivo  acute  treatment  of  rats  with  STE 
increases  the  production  of  nitric  oxide  by  isolated 
peritoneal  exudate  (primarily  macrophage)  cells. 
Since  the  use  of  tobacco  is  a chronic  process,  the 
effects  of  an  aqueous  extract  of  smokeless  tobacco 
(STE)  in  rats  following  low  dose  exposure  were 
examined.  Female  Sprague-Dawley  rats  were 
treated  orally  with  25  mg  STE/kg  every  other  day  for 
1 20  days.  The  effects  of  chronic  treatment  of  STE 
on  hepatic  microsomal  and  mitochondrial  lipid 
peroxidation  and  incidence  of  hepatic  nuclear  DNA 
damage  were  assessed.  Lipid  peroxidation 
increased  1.4  to  3.3-fold  in  hepatic  mitochondria 
and  microsome  with  STE  treatment  between  0 and 
1 20  days  with  respect  to  control  animals.  Hepatic 
DNA  single  strand  breaks  were  also  measured  and 
increases  of  1 .7  to  3.4-fold  occurred  in  treated  rats 
with  respect  to  control  animals.  Maximum 
increases  in  lipid  peroxidation  and  DNA  single 
strand  breaks  occurred  between  75  and  90  days 
post-treatment  after  which  no  significant  increases 
were  observed.  Urinary  excretion  of  the  four  lipid 
metabolites,  malondialdehyde,  formaldehyde, 
acetaldehyde  and  acetone  was  monitored  by 
HPLC,  at  10,  20,  30,  40,  45,  50,  60,  75,  90,  105, 
and  1 20  days  of  STE  treatment.  Maximum  increases 
in  the  excretion  of  urinary  metabolites  were 
observed  between  60  and  75  days  post-treatment 
after  which  no  significant  change  occurred.  The 
results  suggest  the  involvement  of  an  oxidative 
stress  in  the  toxicity  of  STE. 
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In  Vitro  Free  Radical  Production  in 
Human  Keratinocytes  Induced  by 
Smokeless  Tobacco  Extract  (Ste) 

M BAGCHI.  C KUZYNSKI,  EB  PATTERSON,  L TANG, 

D.  BAGCHI,  AND  S)  STOHS 

Pharmaceutical  and  Administrative  Sciences,  Creighton  Univ.,  Omaha,  NE 

Smokeless  tobacco  increases  oral  cancer  risk  and 
the  risk  of  lung  and  neck  cancer.  However,  the 
mechanism  by  which  smokeless  tobacco 
constituents  produce  these  effects  is  not  clear.  Cells 
were  obtained  from  the  oral  cavities  of  human 
subjects  and  grown  to  100%  confluency  in 
keratinocyte  growth  medium  (KGM),  supplemented 
with  pituitary  extract).  Approximately  70% 
confluent  primary  normal  human  oral  keratinocytes 
(NHOK)  grown  in  60  mm  petri  dishes  were 
subcultured  successfully  in  6-well  plates,  treated 
with  N50-300yug/ml  concentrations  of  an  aqueous 
extract  of  smokeless  tobacco  (STE)  and  incubated 
for  24  hours  at  37°C.  The  overall  intracellular 
oxidized  states  of  cells  were  measured  by  laser 
scanning  confocal  microscopy  (MRC  500:  Biorad 
Laboratories,  Richmond,  Ca).  2,7-Dichloro- 
t’luorescein  diacetate  (DCFH)  was  used  as  the 
fluorescent  probe  (Molecular  Probes,  Inc.,  Eugene, 
OR).  The  excitation  wavelength  of  513  nm  was 
used.  The  intensity  of  DCFH  fluorescence 
increased  with  the  increasing  concentrations  of  STE. 
Intensities  were  approximately  5-7  fold  higher  in 
STE  treated  cells  as  compared  to  untreated  cells. 
Some  cells  showed  high  fluorescence  in  nuclei, 
possibly  because  of  accumulation  of  the  dye  in 
nuclear  fractions.  These  results  suggest  that  STE 
treatment  leads  to  an  increase  in  intracellular 
oxidation  states  of  keratinocytes.  Protein  kinase  C 
(PKC)  may  be  a target  of  ROS  and  lead  to  altered 
cell  proliferation.  Therefore,  NHOK's  were 
exposed  to  STE(50-300  pg/ml)  for  3 to  24  hours  at 
37°C,  homogenized  and  PKC  activity  was  assessed. 
STE  significantly  increased  PKC  activity  in  cells. 
The  total  PKC  activity  in  cells  exposed  to  STE  was 
about  1 .5-2.0  times  that  of  control  cells  after  3 and 
24  hours  of  incubation.  Keratinocytes  were  further 
treated  with  (5-50/ug/ml)  of  STE  for  24  hours.  RNA 
was  isolated  from  treated  and  untreated  cells. 
Plasmid  (Stratagene,  CA)  containing  cDNA 
encoding  the  NCI  domain  of  L3,  L4,  and  L5  chains  of 
Type  IV  collagen  were  isolated.  The  L3,  L4,  and  L5 
cDNA  were  used  as  probes  to  detect  respective 
Type  IV  collagen  mRNA  from  treated  and  untreated 
NHEK  cells.  The  data  indicate  that  exposure  of 
human  keratinocytes  to  aqueous  extracts  of  STE  can 
result  in  the  production  of  highly  reactive  forms  of 
oxygen  (ROS)  which  can  adversely  affect 
biosynthetic  pathways  of  collagen  synthesis. 


Phenotype,  Genotype  and 
Clonality  of  Reed-sternberg  Cells 
in  Nodular  Sclerosis  Hodgkin's 
Disease:  Results  of  a 
Single-cell  Study 

JAN  DELABIE,  ANNE  TIERENS,  THEODORA  GAVRIIL,  GANG  WU, 
DENNIS  D.  WEISENBURGER,  AND  WING  C.  CHAN, 

Department  of  Pathology  and  Microbiology, 

University  of  Nebraska  Medical  Center,  Omaha,  NE 

The  genotype  and  clonality  of  Reed-Sternberg  (RS) 
cells  in  Hodgkin's  disease  (HD)  has  remained  a 
controversial  issue,  largely  due  to  the  scarcity  of  RS 
cells  in  tissues  and  the  limitations  of  the  techniques 
used  to  resolve  this  issue.  Southern  hybridization 
and  polymerase  chain  reaction  (PCR)  assays  using 
DNA  extracted  from  tissues  can  only  document 
clonal  gene  rearrangements,  but  do  not  indicate 
which  cellular  population  is  responsible  for  such 
rearrangements.  To  overcome  the  limitations  of 
these  previous  techniques  for  studying  the  genotype 
and  clonality  of  RS  cells,  we  analyzed  single  RS 
cells  with  a single-cell  PCR  assay  to  detect 
immunoglobulin  heavy  chain  gene  (IgH) 
rearrangements  and  X-chromosome  inactivation. 
Six  cases  of  nodular  sclerosis  (NS)  HD  were  studied. 
The  RS  cells  displayed  a B-cell  phenotype  in  three 
cases  and  a null-cell  phenotype  in  the  other  three 
cases.  IgH  rearrangements  were  detected  in  the  RS 
cells  of  the  three  cases  with  a B-cell  phenotype,  but 
not  in  the  other  cases.  In  these  three  cases,  the  IgH 
rearrangements  in  the  RS  cells  were  polyclonal, 
although  a subpopulation  of  clonal  RS  cells  was 
documented  in  one  case.  The  finding  that  the  RS 
cells  with  IgH  rearrangements  were  not  monoclonal 
was  supported  in  one  case  by  studying  the  pattern 
of  X-chromosome  inactivation  in  single  RS  cells  by 
a single-cell  human  androgen  receptor  gene 
(HUMARA)  PCR  assay.  Our  results  indicate  that 
NSHD  begins  as  a polyclonal  process  in  which  a 
clonal  RS  cell  population  may  arise;  and  that  the  RS 
cells  in  a subset  of  NSHD  show  evidence  of  B 
lineage  differentiation. 
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Short  Chain  Fatty  Acids  as 
Differentiating  Agents: 
Identification  of  a Promoter 
Element  Responsive  to  Butyrate 

C.  STANLEY  COX.  MICHAEL  J.  HAAS, 

DOMINIC  E.  COSGROVE,  AND  WANFEN  XIONG 

Department  of  Biochemistry  and  Molecular  Biology, 

University  of  Nebraska  Medical  Center,  Omaha. 

Short  chain  fatty  acids  (SCFA),  particularly  the 
sodium  salts  of  propionic  and  butyric  acid,  have  a 
pleotropic  effect  on  mammalian  cells  that  gives 
them  a more  differentiated  phenotype.  For  this 
reason,  they  are  under  investigation  as  anticancer 
agents  to  be  used  in  conjunction  with  more 
classical  chemotherapeutic  drugs.  Thus,  it  is 
important  to  define  the  mechanism  by  which  SCFA 
modify  gene  expression.  For  example,  sodium 
butyrate  (NaBtr)  induces  the  glycoprotein  hormone 
a-subunit  (GPFHa),  a tumor  marker  frequently 
expressed  in  cell  lines  established  from  carcinomas 
of  the  cervix,  lung,  colon,  breast,  pancreas,  and 
ovary.  In  the  present  study,  induction  of  GPFHa  in 
HeLa  cervical  carcinoma  cells  was  both  dose-  and 
time-dependent.  There  was  a lag  of  6-8  hr  after  Btr 
addition  before  an  increase  in  mRNA  was  noted. 
The  increase  was  blocked  by  the  simultaneous 
addition  of  cycloheximide  (CFHX)  or  2-deoxyglucose 
(dGIc).  However,  addition  of  dGIc  12-24  hr  after 
Btr  had  no  effect  on  induction.  Reporter  genes 
linked  to  the  GPHa  promoter  were  also  inducible 
by  Btr  in  transient  expression  assays,  indicating  that 
the  effect  was  transcriptional.  Of  several  promoters 
tested  that  were  inducible  by  Btr,  only  that  of  GPHa 
was  reversed  by  dGIc.  A series  of  GPHa  promoter 
deletion  mutants  was  used  to  identify  a Btr- 
responsive  element  (BRE).  It  coincides  with  the 
trophoblast-specific  enhancer  that  is  located  150- 
1 80  bp  upstream  of  the  transcription  start  site;  it  is 
similar  to  a BRE  in  the  HIV-1  LTR.  These  results  are 
interpreted  to  suggest  that  SCFA  induce  the  GPHa 
gene  by  an  indirect  mechanism  in  which  the  levels 
or  activity  of  one  or  more  enhancer  binding 
proteins  are  increased.  They  further  suggest  that  the 
well  characterized  effect  of  Btr  on  histone 
hyperacetylation  is  not  sufficient  to  directly  alter 
GPHa  gene  expression. 

Supported  by  Nebr.  Dept.  Health  grant  no.  96-20. 


Amylin  Secretion  Is  Increased  but 
Insulin  Release  Inhibited  by  Tumor 
Necrosis  Factor  in  Islet  (3-cells 

X-Z.  DING,  P.R.  FLATT,  T.E.  ADRIAN 

Cancer  Center  and  Department  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha 

Inhibition  of  insulin  secretion  by  tumor  necrosis 
factor  a (TNFa)  is  thought  to  contribute  to  the 
impaired  glucose  tolerance  that  companies  cancer, 
trauma,  sepsis  and  insulin  dependent  diabetes.  It  is 
believed  that  the  effect  of  TNFa  actor  on  insulin 
secretion  is  mediated  by  induction  of  free  radicals. 
Because  amylin  has  been  shown  to  cause  insulin 
resistance  in  vivo  and  in  vitro,  we  investigated  the 
effect  of  TNFa  on  this  peptide  which  is  colocalized 
with  insulin  in  a pancreatic  (3-cell  line  (D 1 1 ).  Dll 
cells,  which  were  produced  by  electrofusion  of 
normal  rat  islets  with  an  rat  insulinoma  cell  line,  are 
immortal  but  retain  the  normal  insulin  responses  to 
changes  in  glucose  concentrations  seen  in  islets. 

TNFa  caused  a similar  inhibition  of  glucose  and 
arginine  stimulated  insulin  secretion  to  that 
previously  reported.  In  contrast,  TNFa  caused  a 
dose-dependent  stimulation  of  amylin  release  from 
D1 1 cells.  With  a glucose  concentration  of  11.1 
mMTNFa  (lOng/ml)  increased  amylin  secretion  3- 
fold  (control:  121  ±24  fmol/million  cells/24  h., 

TNFa  3 5 5±3 5,  P<0.01).  TNFa  also  doubled 
amylin  secretion  from  Dll  cells  cultured  in 
arginine-rich  media  (control  147±20  fmol/million 
cel ls/24h.,  TNFa  310±34,  P<0.05).  To  investigate 
whether  the  non-parallel  secretion  of  (3-cel I 
hormones  could  be  mediated  by  free  radicals  we 
investigated  the  effect  of  H202.  Low  doses  of 
hydrogen  peroxide  caused  a marked  reduction  of 
glucose  and  arginine  induced  insulin  secretion  but 
had  no  effect  on  amylin  release  from  D1 1 cells. 

Tumor  necrosis  factor  inhibits  insulin  secretion  but 
induces  a marked  secretion  of  amylin  from  [3-islet 
cells.  Although  the  inhibition  of  insulin  secretion 
could  be  mediated  by  induction  of  free  radicals  this 
is  not  the  case  for  amylin  secretion  which  must 
involve  some  other  pathway.  These  findings  clearly 
demonstrate  that  the  two  hormonal  peptides  from 
the  pancreatic  (3-cell  are  not  always  secreted  in 
parallel  and  can  be  independently  controlled. 
Since  amylin  potently  inhibits  food  intake  it  is 
possible  that  increased  amylin  secretion  may 
contribute  to  the  cachexia  as  well  as  the  insulin 
resistance  associated  with  TNFa  administration. 
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Secondary  Structure  and  Dynamics 
of  the  SH2  Domain  from 
Hematopoietic  Cellular  Kinase 
( Hck ) Using  3D  NMR  Spectroscopy 

WILLIAM  H.  GMEINER,  WEIXING  ZHANG,  THOMAS  SMITHGALL 

UNMC/Eppley  Cancer  Center,  Omaha,  NE. 


Hck  is  a member  of  the  Src-family  of  protein- 
tyrosine  kinases  and  is  selectively  expressed  in  cells 
of  hematopoietic  origin.  Hck  consists  of  an  N- 
terminal  domain  as  well  as  SH3,  SH2,  and  kinase 
domains,  and  a C-terminal  negative  regulatory  tail. 
Phosphorylation  of  Tyr  501  in  the  C-terminal  tail 
regulates  binding  of  phosphoproteins  to  the  SH2 
domain.  The  SH2  domain  from  Hck  was  expressed 
as  a recombinant  protein  using  the  pET  14b 
expression  system  and  isotopically-enriched  at 
nearly  100%  by  growing  E.  coli  harboring  the  pET 
plasmid  on  M9  minimal  media  supplemented  with 
3C-glucose  and  1:>N-ammonium  chloride.  The 
integrity  of  the  sequence  and  the  isotopic- 
enrichment  of  the  sample  was  verified  by  mass 
spectrometry.  We  have  used  3D  NMR  experiments 
including  CBCA(CO)NH,  CBCANH,  HNCO,  and 
HNCA  to  assign  all  of  the  'H,  13C,  and  ,5N  NMR 
resonances  in  the  107  residue  SH2  domain  of  Hck 
(Figure  1).  We  have  also  developed  three  new  3D 
NMR  experiments:  the  gd-HCACO,  the  1 3C'-edited 
NOESY-H(N)CO,  and  the  NOESY-(HCACO)NH 
experiments,  and  we  have  utilized  these 
experiments  in  elucidating  the  structure  of  the  SH2 
domain.  The  secondary  structure  of  Hck  SH2  was 
determined  using  the  Chemical  Shift  Index  - a 
method  based  on  the  difference  in  the  experimental 
chemical  shift  values  and  those  found  for  proteins 
lacking  secondary  structure  (Figure  2).  The 
dynamics  of  the  SH2  domain  from  Hck  were 
determined  from  measurement  of  the  T1  and  T2 
relaxation  times  for  l3N  and  the 'H-,5N  NOEs.  The 
relaxation  data  was  interpreted  using  the  model-free 
approach  of  Lipari  and  Szabo.  The  secondary 
structure  of  the  SH2  domain  from  Hck  follows  the 
same  general  pattern  |3— oc— (3— (3— (3— (3— (3— a— (3  that 
was  observed  for  the  homologous  protein  tyrosine 
kinase,  Lck,  as  determined  by  X-ray  crystallography. 


Figure  1.  Slices  from  the  CBCA(CO)  NH  and  CBCANH  3D  NMR 
experiments. 
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Figure  2.  Depiction  of  the  Chemical  Shift  Index  analysis  based  on 
the  3D  NMR  data  showing  regions  of  a-helix  and  b-sheet  in  the 
protein. 


Toward  a Chemoenzymatic  and 
Ring  E-Modular  Approach 
to  the  (-)-Podophyllotoxin  Skeleton 

DAVID  B.  BERKOWITZ*  AND  IUN-HO  MAENC 

Department  of  Chemistry, 

University  of  Nebraska-Lincoln,  Lincoln,  NE  68588-0304 


Described  herein  are  our  efforts  to  develop  a 
synthetic  route  to  the  (-)-podophyllotoxin  skeleton 
that  is  modular  in  ring  E.  If  successful,  this  approach 
will  provide  access  to  a family  of  heretofore 
unavailable  analogs  of  (-)-podophyllotoxin  (and 
hence  of  etoposide)  as  potential  chemotherapeutic 
agents.  Ring  E is  to  be  installed  late  in  the  synthesis 
and  all  asymmetry  is  to  be  introduced  catalytically. 
Enzymatically-derived  chiral  building  block  3 is  to 
be  ring-opened  under  retro-Michael  conditions  to 
provide  Michael  acceptor  4.  Ring  E would  then  be 
introduced  via  conjugate  addition  to  4. 


Enzymatic  Desymmetrization  of  an  Advanced  Meso  Intermediate: 

Lipase  or  Esterase 
Buffer,  Organic  Cosolvent 
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CCXK 
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p53  Mutations  in  Mantle  Cell 
Lymphoma  Are  Associated  with 
Variant  Cytology  and  Predict  a 
Poor  Prognosis 

TIMOTHY  C.  GREINER’.  MICHAEL  J.  MOYNIHAN',  WING  C.  CHAN', 
DEBRA  M.  LYTLE',  ALEX  PEDERSEN',  JAMES  R.  ANDERSON2 
AND  DENNIS  D.  WEISENBURGER' 

Departments  of  Pathology  and  Microbiology',  and  Preventive  and  Societal 
Medicine2  at  the  University  of  Nebraska  Medical  Center  Omaha,  Nebraska 

Mutations  of  the  p53  tumor  suppressor  gene  have 
been  described  in  several  subtypes  of 
non-Hodgkin's  lymphoma,  but  the  incidence  of  p53 
mutations  in  mantle  cell  lymphoma  (MCL)  is 
unknown.  We  hypothesized  that  cases  of  MCL  with 
a variant  or  high-grade  cytology  would  have  a 
higher  likelihood  of  p53  mutations  than  typical 
MCL.  We  were  also  interested  in  the  prognostic 
significance  of  p53  mutations  in  MCL.  Therefore,  a 
series  of  53  well-characterized  cases  of  MCL,  from 
the  Nebraska  Lymphoma  Study  Group,  with  DNA 
from  62  tissue  samples  was  analyzed  by  the 
polymerase  chain  reaction  with  denaturing 
gradient  gel  electrophoresis  for  exons  5-8  of  p53. 
Immunoperoxidase  studies  with  the  antibody  DO-7 
to  p53  protein  were  also  performed  on  frozen 
sections.  We  found  mutations  of  the  p53  gene  in 
eight  of  the  53  cases  (1  5%)  of  MCL.  Missense 
mutations  predominated  and  50%  of  the  mutations 
occurred  at  known  p53  hotspot  codons.  Six  of  21 
cases  (28.6%)  with  variant  cytology  (ie,  anaplastic 
or  blastic)  had  p53  mutations  as  compared  to  only 
two  of  32  cases  (6.3%)  with  typical  MCL  cytology 
(p=0.05),  and  p53  mutations  preceded  the 
development  of  variant  cytology  in  two  patients. 
Overexpression  of  p53  protein  was  seen  in  six  of 
the  eight  cases  (75%)  with  p53  mutations  and  none 
of  the  45  wildtype  cases.  The  median  survival  of  the 
cases  with  mutant  p53  was  only  1.3  years  (all 
deceased),  whereas  the  median  survival  of  cases 
with  germline  p53  was  5.1  years  (p=0.023).  These 
results  suggest  that  mutations  of  p53  may  be  one 
mechanism  involved  in  the  development  of  variant 
forms  of  MCL  and  indicate  that  p53  mutations  in 
MCL  predict  a poor  prognosis. 

This  work  was  supported  by  the  Nebraska  Department  of 
Health  LB595  funds. 


Investigation  of  the  Mechanism 
of  the  Increased  Secretion  of 
Amylin  in  Pancreatic  Cancer 

HERRINGTON,  MK,  ADRIAN,  TE,  PERMERT,  J,  KNEZETIC,  JA 

Department  of  Biomedical  Sciences  and  Cancer  Center, 

Creighton  University  School  of  Medicine,  Omaha 

Pancreatic  cancer  is  characterized  by  a grave 
prognosis  because  no  method  is  available  to  detect 
tumors  at  an  early  stage,  when  curative  surgery  may 
be  possible.  Most  patients  die  from  the  metabolic 
effects  of  the  disease  and  resulting  severe  cachexia 
rather  than  from  a large  tumor  burden.  The 
majority  of  patients  with  pancreatic  cancer  also 
have  diabetes,  which  is  characterized  by  profound 
insulin  resistance  and  appears  to  be  a result  rather 
than  a predisposing  factor  of  the  tumor.  We  have 
found  that  pancreatic  cancer  patients  have  high 
plasma  amylin  concentrations  which  normalize 
after  tumor  resection,  in  parallel  with  an 
improvement  in  diabetic  status.  Immunocyto- 
chemical  studies  show  that  amylin  is  greatly 
reduced  or  even  absent  in  islets  near  the  tumor, 
although  in  situ  hybridization  indicates  that  amylin 
mRNA  is  expressed  and  may  even  be  increased. 
However,  in  situ  hybridization  is  not  a quantitative 
technique. 

To  determinine  whether  an  increase  in  tran- 
scription is  involved  in  the  elevation  of  plasma 
amylin,  we  are  comparing  the  tissue  content  of 
amylin  and  insulin  and  their  respective  mRNAs  in 
pancreas  adjacent  to  pancreatic  tumors  with  the 
concentrations  found  in  normal  pancreas  from 
cadaver  donors.  Quantitative  RT-PCR  with 
competitor  fragments  is  used  to  detect  changes  in 
amylin  and  insulin  message  in  total  RNA.  The 
heterologous  competitor  RNAs,  synthesized  by  in 
vitro  transcription,  give  RT-PCR  products  that  are  75 
bases  larger  than  the  products  from  amylin  and 
insulin  mRNA.  A series  of  reaction  tubes  with 
different  concentrations  of  competitor  and  a 
constant  amount  of  tissue  RNA  allows  comparision 
of  message  levels  in  different  samples.  Amylin  and 
insulin  content  of  the  tissue  samples  is  determinated 
by  radioimmunoassay. 

Excessive  amylin  release  may  contribute  to  the 
profound  peripheral  insulin  resistance  and  cachexia 
in  pancreatic  cancer  patients.  Determination  of  the 
mechanism  responsible  for  elevated  plasma  amylin 
may  aid  in  the  development  of  a method  for  the 
early  detection  of  pancreatic  cancer  and  increase 
our  understanding  of  the  effects  of  pancreatic 
tumors  on  other  tissues. 
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Liposomes  Dramatically  Improve 
the  Efficiency  of  Viral  Gene 
Transfer 

FAUZIA  SOLAIMAN  AND  CLAGUE  P.  HODGSON, 

Creighton  Cancer  Center,  Creighton 
University  School  of  Medicine,  Omaha,  NE  681  78. 

Gene  therapy  is  a promising  new  technology  for 
the  treatment  of  cancers,  metabolic  disorders  and 
infectious  diseases.  70%  of  clinical  protocols  utilize 
retrovirus-or  retrotransposon-derived  vectors  to 
deliver  the  therapeutic  genes  to  the  desired  cells  or 
tissues.  However,  gene  therapy  in  man  has  not 
been  very  effective,  in  part  because  of  the 
inefficiency  of  this  method  of  introducing  genes  into 
human  chromosomes.  It  would  be  desirable  to 
increase  the  efficiency  (infectious  titer)  of  retroviral 
vector  delivery  by  at  least  one  to  two  orders  of 
magnitude. 

In  these  studies,  cationic  lipids  (liposomes)  were 
combined  with  retrovirus  particles  prior  to  infection. 
Under  optimal  conditions,  these  so-called 
'virosomes'  were  50-100  fold  more  efficient  at 
infecting  cells  than  the  virus  particles  without 
liposomes.  Polycationic  lipid  was  more  efficient 
than  monocationic  varieties,  with  the  relative 
effectiveness  being,  DOSPA:DOPE> 
DOTMA:DOPE>DOTAP,  resulting  in  60,  37,  and  5- 
fold  increases  in  transduction  efficiency, 
respectively.  At  low  multiplicity  of  infection, 
DOSPA:DOPE,  also  known  as  Lipofectamine,m 
enhanced  titers  by  more  than  1 00  fold,  as  indicated 
by  G418  drug  resistance  or  by  (3-galactosidase 
staining.  Transduction  efficiency  was  not  further 
enhanced  by  the  addition  of  polybrene  (a 
polycation)  or  chloroquine  (an  endosmotropic  drug) 
to  the  virosomes.  The  efficiency  of  transduction 
increased  as  much  or  more  when  the  lipid 
preparations  were  added  to  the  cells  (rather  than  the 
virus)  prior  to  infection.  Together,  these  results 
strongly  suggested  that  liposomes  acted  by 
neutralizing  negative  charge  repulsion  between  the 
viral  envelope  and  the  cell,  enhancing  viral 
penetration.  In  addition  to  facilitating  ex  vivo  gene 
therapy  by  increasing  the  efficiency  of  transduction 
by  100  fold,  this  method  significantly  increased  the 
sensitivity  with  which  retroviruses  could  be 
detected  in  the  laboratory. 

I Reference : Nature  Biotechnology  14:339-342,  1996. 

Lipofectamine  is  a trademark  of  Life  Technologies  Inc.  Supported 
by  a grant  from  the  Nebraska  Smoking  and  Tobacco-related 
Diseases  Program] 


Women's  Participation 
in  Programs  for  Early  Detection 
of  Breast  and 
Gynecological  Cancers 

IULIA  HQUFEK.  CECILIA  BARRON,  MARTHA  FOXALL, 

GLORIA  GROSS,  NANCY  WALTMAN, 

College  of  Nursing,  University  of  Nebraska  Medical  Center,  Omaha. 

The  purpose  of  this  on-going,  descriptive  study  is 
to  determine  relationships  among  selected 
psychosocial  variables  (i.e.,  screening  anxiety,  body 
awareness,  and  social  support),  perceptions  of  prior 
early  detection  experiences,  background 
characteristics,  and  women's  participation  in 
programs  for  the  early  detection  of  breast  and 
gynecological  cancers.  The  conceptual  framework 
is  based  on  adaptations  of  the  Cox  Interaction 
Model  of  Client  Health  Behaviors  (Cox,  1982)  and 
Krohne's  model  of  coping  modes  (Krohne,  1989, 
1993).  To  date,  a convenience  sample  of  202 
women  have  been  recruited  from  the  community. 
Subjects  range  in  age  from  33  to  77  years  (M  = 
50.59)  and  are  primarily  Caucasian  (66.1%)  with 
equal  percentages  (14.3%)  of  Native  American  and 
Hispanic  women.  Recruitment  continues  with 
African  Americans.  Data  are  collected  in  a single 
face-to-face  interview  with  a brief  telephone  follow- 
up 6 and  12  months  post-interview  to  ascertain 
subsequent  cancer  surveillance  activities.  As  part  of 
the  data  analyses,  women  were  categorized  into 
four  groups,  according  to  their  scores  on 
questionnaires  related  to  body  awareness  (i.e., 
attentiveness  to  normal  body  processes)(high/low) 
and  screening  anxiety  (i.e.,  anxiety  related  to  early 
detection/screening  practices)(high/low).  A series  of 
ANOVAs  were  calculated  to  determine  whether 
cancer  surveillance  activities  could  be  predicted 
using  subjects'  group  membership  and  social 
support  network  scores.  Results  indicated  the 
model  significantly  (g  < .05)  predicted  variables 
related  to  women's  participation  in  clinical  breast 
examinations  (CBE),  mammograms,  breast  self- 
examinations (BSE),  and  pelvic  examinations. 
Moreover,  women's  group  membership  predicted 
women's  perceptions  of  CBEs,  pelvic  exams,  and 
mammograms  as  "embarrassing"  and  "frightening". 
The  findings  support  the  need  for  developing 
interventions  that  enhance  social  support  related  to 
early  detection/screening  behaviors  and  that  help 
women  to  lower  their  screening  anxiety  while 
increasing  their  attentiveness  to  normal  body 
processes. 
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Ex  Vivo  Treatment  of  Bone  Marrow 
with  Phosphorothioate 
Oligonucleotide  OL(1)p53 

ID  IACKSON.  E BAYEVER,  SR  TARANTOLO,  PI  WARKENTIN, 

PL  IVERSEN,  V WHALEN,  A KESSINGER,  JO  ARMITAGE, 

AND  MR  BISHOP 

Departments  of  Pathology  and  Microbiology,  and  Internal  Medicine, 
and  Pediatrics,  UNMC,  Omaha. 

Because  leukemias  are  bone  marrow  diseases,  ex 
vivo  purging  techniques  are  needed  to  decrease  the 
likelihood  of  infusing  tumor  contaminated  bone 
marrow  cells  during  autologous  transplantation. 
OL(1)p53,  a 20-mer  phosphorothioate  oligonu- 
cleotide directed  against  p53  mRNA,  decreased  the 
number  of  acute  myelogenous  leukemia  (AML)  cells 
in  vitro  suggesting  a possible  role  for  OL-(1  )p53  in 
purging  bone  marrow  harvests  of  leukemia  cells. 
To  demonstrate  that  OL(1)p53  was  non-toxic  to 
hematopoietic  progenitor  cells,  normal  bone 
marrow  cells  were  incubated  with  1 0 pM  OL(1  )p53 
for  36  hours.  Hematopoietic  progenitor  cell  survival 
was  determined  by  in  vitro  colony  assays. 
OL(1  )p53  had  no  toxic  effect  on  the  growth  of  either 
myeloid  or  erythroid  progenitor  cells.  OL(1  )p53  was 
then  used  to  ex  vivo  purge  bone  marrow  from  eight 
patients  with  either  AML  or  myelodysplastic 
syndrome  (MDS).  Bone  marrow  cells  were  in- 
cubated with  1 0 pM  OL(1  )p53  for  36  hours  prior  to 
transplantation.  The  median  time  post-transplan- 
tation to  an  absolute  neutrophil  count  greater  than 
0.5  x 109/L  was  26  days.  Incubation  of  bone 
marrow  cells  with  OL(1)p53  had  no  detrimental 
effect  on  the  growth  of  hematopoietic  progenitor 
cells,  and  transplantation  of  autologous  bone 
marrow  cells  treated  with  the  phosphorothioate 
oligonucleotide,  OL(l)p53,  resulted  in  successful 
recovery  of  circulating  neutrophils  following  high- 
dose  therapy  in  patients  with  AML  or  MDS. 


Enhanced  Growth  Inhibition  of 
Human  Leukemia  Cells 
by  a Combination  of 
Oligonucleotides  and  Low  Doses 
of  Anticancer  Agents 

S.  S.  IOSHI,  E.  J.  BENNER,  T.  GREINER,  P.  L.  IVERSEN,  J.D. 

JACKSON,  R.  PATEL,  J.G.  SHARP,  J.M.  VOSE  AND  M.R.  BISHOP, 

Departments  of  Cell  Biology  & Anatomy,  Pathology  & Microbiology, 
Pharmacology  and  Internal  Medicine, 

Univ.  of  Nebraska  Med.  Center,  Omaha,  Nebraska  68198-6395. 

Oligonucleotides  complementary  to  various 
cellular  target  gene  sequences  have  been  shown  to 
inhibit  the  growth  of  malignant  cells  in  vitro  and  in 
vivo.  However,  in  the  majority  of  cases,  the 
inhibition  is  only  40-60%  of  control  cell  growth.  As 
with  other  known  anticancer  agents,  oligo- 
nucleotides alone  do  not  give  significant  inhibition 
of  tumor  cell  growth.  Although  the  higher 
concentrations  of  chemo-therapeutic  agents  are 
significantly  inhibitory  to  cancer  cells,  the 
associated  toxicity  is  also  a major  problem  with  the 
use  of  high  dose  chemotherapy.  Since  the 
oligonucleotides  do  not  appear  to  be  toxic  at 
potentially  effective  doses,  it  is  worthwhile  to  test  if 
there  are  any  synergistic  effects  of  oligo-nucleotides 
in  conjunction  with  chemotherapeutic  agents.  In  the 
present  study,  we  investigated  the  growth  inhibitory 
effects  of  antisense  phosphor-othioate  oligo- 
nucleotides targeting  c-myb  and  p53  gene  mRNA  in 
combination  with  low  doses  of  chemotherapeutic 
agents  on  K562,  chronic  myelogenous  leukemic 
cells,  and  OMA-AML-1,  acute  myelogenous 
leukemia  cells  in  vitro.  The  results  demonstrated 
that  the  combination  of  oligonucleotides  with 
Melphalan  or  Idarubicin  increased  the  growth 
inhibition  of  these  human  leukemic  cells  in  vitro 
when  compared  to  the  oligonucleotide  alone  or 
chemotherapeutic  agents  alone.  An  irrelevant 
similar  length  phosphorothioate  oligonucleotide  did 
not  show  such  synergistic  growth  inhibitory  effects. 
In  addition,  the  oligo  + chemo  combination  resulted 
in  a significant  decrease  in  respective  gene 
expression  as  determined  by  RT-PCR  techniques. 
Thus,  these  results  indicate  that  a combination  of 
oligo  +chemo  might  be  useful  in  reducing  the 
number  of  residual  leukemic  cells  in  hematopoietic 
stem  cell  harvests,  as  well  as  increasing  the 
responses  in  patients  without  additive  toxicity 
which  might  be  especially  useful  in  older  patients 
who  are  not  eligible  for  high  dose  therapy  requiring 
stem  cell  transplantation. 

(This  work  was  supported  by  the  State  of  Nebraska  LB595 
funds.) 
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Characterization  of  Neuromedin  C 
Receptor  mRNA  in  Human 
Pancreatic  Cancer  Cells 

KNEZETIC  I.A.,  CHOQUETTE  J.L.,  ADRIAN  T.E 

Department  of  Biomedical  Sciences  and  Cancer  Center, 

Creighton  University  School  of  Medicine,  Omaha 

Gastrin  releasing  peptide  (GRP)  and  its  C-terminal 
fragment  Neuromedin  C (NMC)  are  two  neuro- 
peptides which  share  a common  receptor  the  NMC 
receptor.  These  peptides  have  a broad  spectrum  of 
biological  actions  including  trophic  effects.  We 
recently  reported  the  production  of  GRP  and  NMC 
and  the  presence  of  functional  NMC  receptors  in 
the  pancreatic  tumor  cell  line  HPAF.  Bombesin,  an 
analogue  of  NMC  with  identical  biological  effects, 
stimulates  proliferation  of  HPAF  cells  and  this 
trophic  effect  was  inhibited  by  addition  of  an  NMC 
receptor  antagonist.  Therefore,  these  tumor  cells 
may  stimulate  their  own  proliferation  and  that  of 
adjacent  cells  by  an  autocrine  growth  cycle  through 
NMC  receptors.  Previous  primer  extension  analysis 
identified  transcripts  for  NMC  and  its  receptor  in 
HPAF  cells  as  well  as  a sub-clone  of  HPAF  known 
as  CD1 1 cells.  However,  CD1 1 cells  did  not 
exhibit  specific  binding  for  GRP,  and  did  not  show 
increased  proliferation  in  response  to  exogenous 
bombesin.  Since  CD1 1 cells  appeared  to  express 
NMC  receptor  message  but  showed  no  binding,  we 
hypothesised  that  the  receptor  was  mutated. 

The  aim  of  this  study  was  to  identify  possible 
mutations  in  the  CD1 1 cell  NMC  receptor.  Total 
RNA  was  isolated  from  HPAF  and  CD1 1 cell  lines 
using  the  RNAzol  procedure  (Cinna/Biotecx). 
Primers  were  synthesized  based  on  the  published 
human  NMC  receptor  sequence  and  utilized  in  RT- 
PCR  reactions  with  RNA  from  both  cell  lines.  The 
RT-PCR  products  were  subsequently  sequenced 
from  both  cell  lines.  While  the  sequence  of  the 
NMC  receptor  RT-PCR  product  was  identical  from 
HPAF  and  CD1 1 cells  there  were  four  base  changes 
in  the  coding  region  from  the  published  sequence. 
All  four  changes  were  silent  mutations  giving  rise  to 
an  identical  translated  amino  acid  sequence.  Since 
the  lack  of  functional  NMC  receptors  in  the 
pancreatic  cancer  cell  line  CD!  1 is  not  due  to  a 
mutation  in  its  gene,  it  is  likely  to  result  from  a 
problem  with  post-translational  processing  or 
cellular  trafficking. 


The  Characterization  of  mRNA  for 
Gastrin  and  its  Receptor 
in  Colonic  Cancer  Cell  Lines 

IQSEPH  A.  KNEZETIC.  JOSEPH  L.  CHOQUETTE 
AND  RICHARD  F.  MURPHY 

Department  of  Biomedical  Sciences,  Creighton  University,  Omaha,  NE. 

Gastrin,  produced  in  the  antrum,  stimulates  gastric 
acid  secretion  from  the  pylorus.  Gastrin  gene 
products,  including  gastrin  and  precursors,  are 
produced  by  colonic  tumors.  Colonic  tumors 
commonly  have  gastrin  receptors  and  proliferate  in 
response  to  gastrin,  suggesting  autocrine  effects. 

A separate  gastrin  receptor  which  responds  to 
gastrin  precursor,  in  which  the  gastrin  C-terminal 
amide  is  replaced  by  Gly,  rather  than  to  gastrin,  has 
been  detected  in  the  experimental  pancreatic 
cancer  cell  line,  AR42J.  Reports  of  opportunity  for 
alternative  splicing  of  the  mRNA  for  the  gastrin 
receptor  (CCK  B-type)  have  given  rise  to 
controversy.  In  this  study,  the  structure  of  gastrin 
receptor  mRNA  from  colonic  cells  Lovo,  HCT  1 16, 
HT  29  and  Colo  320-DM,  which  grow  in  response 
to  gastrin,  as  well  as  the  structure  of  mRNA  for 
gastrin  gene  products,  was  examined  for 
comparison  with  structures  from  normal  gastric 
tissue. 

Total  RNA  was  isolated  from  all  four  cell  lines 
using  the  RNAzol  protocol  (Cinna/Biotecx).  Primers 
were  synthesized  based  on  the  published  human 
gastrin  coding  sequence  and  used  in  RT-PCR 
reactions  with  the  RNA  of  the  cell  lines.  All  the  cell 
lines  except  Colo  contained  the  mRNA  for  gastrin. 

Two  pairs  of  RT-PCR  primers  were  also 
synthesized  for  the  gastrin  receptor.  One  pair  was 
used  to  amplify  the  5'  end  of  the  normal  gastrin 
mRNA,  while  the  other  was  used  to  amplify  a 
differential  splice  variant  at  the  same  position  of  the 
gastrin  receptor  mRNA.  Both  splice  variants  were 
amplified  with  control  RNA  from  human  antrum 
tissue  as  was  expected.  Of  the  four  cell  lines,  only 
Lovo  contained  the  mRNA  for  the  gastrin  receptor 
and  this  mRNA  was  of  the  normal  type.  The 
differentially  spliced  variant  was  not  found  in  any  of 
the  cell  lines. 

While  cancer  cells  in  culture  may  cease  to  express 
receptors,  autocrine  stimulation  of  growth  of  Lovo 
cells  need  not  be  dependent  on  an  altered  gastrin 
receptor. 
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Autocrine  Growth  Factor  Secretion 
And  Receptor  Density  Increase 
in  Human  Pancreatic 
Cancer  Cells  Weaned  From 
Dependence  on  Serum 

LO  MURPHY,  YHA  ABDEL-WAHAB,  AM  HOLLINGSWORTH, 

J PERMERT,  J LARSSON,  TE  ADRIAN 

Cancer  Center  and  Department  of  Biomedical  Sciences, 

Creighton  University  School  of  Medicine,  Omaha 
and  Department  of  Surgery,  Karolinska  Institute,  Huddinge,  Sweden. 

Growth  factors  are  important  for  proliferation  in 
pancreatic  tumor  cells.  EGF  and  bombesin 
stimulate  growth  of  several  pancreatic  ductal  cell 
lines.  Tumor  cells  that  have  been  weaned  from 
serum  dependence  and  then  maintained  in  a serum- 
free  environment  continue  to  proliferate,  pre- 
sumably through  autocrine  growth  factors.  The 
present  study  investigated  the  effect  of  weaning 
HPAF  cells  (well-differentiated)  from  serum 
dependence  on  the  secretion  and  receptor  binding 
of  growth  factors.  HPAF  cells  were  grown  in  24 
well-plates  in  serum-free  RPMI.  Media  was 
collected,  Sep-Pak'ed  and  growth  factors  measured 
using  specific  radioimmunoassays.  Receptor 
binding  studies  were  carried  out  in  cells  cultured  in 
a similar  manner. 

Weaning  HPAF  cells  from  serum  dependence 
resulted  in  approximately  a 4-fold  increase  in  TGFa 
and  mammalian  bombesin  secretion  over  24  hours 
(see  table,  growth  factors  expressed  as  fmol/million 
cells). 


Hours 

HPAF 

weaned  HPAF 

P 

TGFa 

12 

67±4 

278±5 

<0.0001 

24 

1 27±20 

485+111 

<0.05  . 

Bombesin 

12 

31  ±8 

1 68±49 

<0.05 

24 

38±9 

151 ±1 5 

<0.002 

It  appears  that  weaning  cells  from  serum 
dependence  up-regulates  growth  factor  expression 
and  secretion  in  order  to  compensate  for  serum 
deprived  conditions.  Secretion  of  TGFa  (ranging 
from  62-230,  fmol/million  cells  over  24  h) 
mammalian  bombesin  (23-95  fmol),  and  IGF-K14- 
82  fmol)  were  also  detected  from  four  other 
established  human  pancreatic  cancer  cell-lines 
(CD1 8,  PANC-1,  CAPAN-1  and  MiaPACA-2).  This 
suggests  that  constitutive  secretion  of  growth  factors 
is  a general  phenomenon  in  human  pancreatic 
tumors.  Weaning  also  increased  the  density  of  EGF 
receptors  (control:43,000±l  6,000  sites/cell, 
weaned:  98,000±20,000,  P<0.05)  and  bombesin 
receptors  (control:  41,000±9,000  sites  /cell, 

weaned:  204,000±62,000,  P<0.05)  without  altering 
receptor  affinity  (TGFa,  control:  Kd  270±40pM, 
weaned:  330±50pM,  bombesin,  control:  Kd 

172±49pM,  weaned:  224±68pM). 

HPAF  cells  deprived  of  serum  growth  factors 
adapt  by  up-regulating  growth  factor  secretion  and 
receptor  density  enabling  cell  growth  by  autocrine 
mechanisms. 


Synthesis  of  Tritium  Labelled 
Neurokinin  a Starting  with 
Different  Precursors 

FERENC  Olyas',  GEZA  TOTH1,  RICHARD  F.  MURPHY', 
SANDOR  LOVAS’ 

'Department  of  Biomedical  Sciences,  Creighton  University,  Omaha 
2lsotope  Laboratory,  Biological  Research  Center 
of  the  Hungarian  Academy  of  Sciences,  Szeged,  Hungary 

Tachykinins  including  Neurokinin  A (NKA),  play 
an  important  role  in  lung  function  in  health  and 
disease.  NKA  is  the  most  selective  natural  ligand  of 
the  NK-2  tachykinin  receptor.  Structure-  activity 
studies  to  develop  selective  agonists  and 
antagonists  require  high  specific  activity 
rad iolabel led  NKA.  Tritium  label  is  favored 
because  it  has  a negligible  effect  on  the  structure 
and  therefore  biological  activity.  Radiolabelling  of 
NKA  has  been  achieved  by  incorporating  tritium 
either  in  Leu9  or  Met ,0.  [4,5-3  H-Leu9]  NKA  can  be 
prohibitively  expensive  because  of  its  fast 
radiolytic  decomposition  needs  to  be  replaced 
frequently.  An  improved  and  convenient  method 
for  the  preparation  of  the  precursors  of  the  labelled 
peptide  was  developed  here. 

1 . [A4  3 Leu  9]  NKA.  Catalytic  tritiation  of  [A4  3- 
Leu]NKA  resulting  in  high  specific  activity  requires 
the  synthesis  of  a precursor  peptide  containing 
A45-Leu.  Following  the  published  procedure, 
however,  acidolytic  cleavage  of  the  peptide  from 
the  resin  as  well  as  side  chain  protection  groups  is 
accomplished  with  unexpected  side  reactions.  To 
avoid  these,  we  cleaved  the  protected  precursor 
peptide  from  the  resin  by  ammonolysis  obtaining 
a peptide  amide.  After  the  catalytic  tritiation,  the 
side  chain  protection  groups  were  removed  and 
the  labelled  peptide  purified. 

2.  [Methyl-3H-Met  10]NKA.  The  precursor  peptide 
[Hocys'0]  NKA  was  synthesized  by  Fmoc/f-Bu 
strategy  using  tritil  side  chain  protection  for  the 
Hocys  residue.  The  tritil  group  was  removed 
selectively  by  silver  trifluoroacetate  resulting  in  a 
silver  sulfide  derivative  of  Hocys  which  was 
reacted  with  tritiated  methyl  iodide  resulting  in  a 
labelled  Met  residue  with  a satisfactorily  high 
specific  activity.  The  developed  procedures  can  be 
generilazed  to  synthesize  tritiated  tachykinin 
agonists  and  antagonists  with  high  specific  activity. 
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Function  and  Regulation  of  the 
Cellular  Form  of  Human  Prostatic 
Acid  Phosphatase  in  Prostate 
Epitheliums:  Biological  Implication 
in  Prostate  Carcinogenesis 

TZU-CHING  MENG,  JEANENNE  DEAN,  FEN-FEN  LIN, 
ANDMING-FONG  LIN 

Department  of  Biochemistry  and  Molecular  Biology, 

University  of  Nebraska  Medical  Center,  Omaha,  NE,  68198 

Human  prostatic  acid  phosphatase  (PAcP)  is  a 
prostate-specific  differentiation  antigen  and  has  two 
forms:  one  is  secreted  and  the  other  remains 
intracellular.  In  prostate  carcinomas,  cellular  PAcP 
has  a decreased  expression  although  its  secreted 
level  may  be  elevated.  We  investigated  the 
putative  function  of  the  cellular  form  of  PAcP  for  its 
biological  role  in  prostate  differentiation. 

Several  lines  of  evidences  support  the  notion  that 
cellular  PAcP  could  function  as  a neutral  protein 
tyrosine  phosphatase  (PTPase)  and  be  involved  in 
prostate  epithelium  growth  regulation.  For  example, 
in  PAcP  cDNA-transfected  cells,  the  expression  of 
a putative  cellular  form  of  PAcP  correlated  with  a 
diminished  growth  rate  and  a decreased 
phosphotyrosine  (p-tyr)  level. 

We  investigated  the  putative  substrate  of  PAcP  in 
prostate  epithelia.  Our  results  are  as  follows:(l)  In 
DU  145  and  PC-3  human  prostate  carcinoma  cells 
that  do  not  express  PAcP,  the  p-tyr  level  of  a 185 
kDa  protein  was  higher  than  that  in  LNCaP  cells 
that  express  an  endogenous  PAcP.  (ii)  In  LNCaP 
cells  grown  in  the  presence  of  L(+)-tartrate,  an 
inhibitor  of  PAcP,  the  tyrosine  phosphorylation  of  a 
1 85  kDa  protein  is  increased,  (iii)  The  incorporation 
of  PAcP  protein  into  DU  145  cells  resulted  in  the 
decreased  phosphorylation  of  a 185  kDa  protein. 
Thus,  the  p-tyr  level  of  a 185  kDa  protein  is 
negatively  correlated  with  the  cellular  activity  of 
PAcP.  The  function  of  cellular  PAcP  as  a PTPase 
could  be  biologically  significant  since  a reduction 
of  its  activity  should  result  in  an  increased  level  of 
p-tyr  in  proteins,  and  possibly  the  malignant  growth 
of  the  cells. 


Methyl-n-amylnitrosamine 
Depentylation  and  Demethylation 
by  Microsomes  from  Human 
Esophagus  and  Other  Organs 

S.C.  CHEN  AND  S.S.  MIRVISH 

Eppley  Inst.  Res.  Cancer,  Depts.  Biochem.  Mol.  Biol,  and  Pharm.  Sci.,  Univ.  Neb. 

Med.  Center,  Omaha  NE,  U.S.A. 

Methyl-n-amylnitrosamine  (MNAN)  is  carcin- 
ogenic for  rat  esophagus  (ESO).  Human  and  rat 
esophageal  microsomes  formed  formaldehyde  (F) 
from  MNAN  20  times  more  efficiently  than  from 
dimethylnitrosamine  and  formed  pentaldehyde  (P) 
from  MNAN  (Huang,  Cancer  Res.  52:3547,  1992). 
To  determine  organ  specificity,  microsomes  (0.6  or 
1.2  mg  protein/tube)  from  human  tissues  snap- 
frozen  < 6 h after  death  were  incubated  for  20  min 
with  6 mM  MNAN  as  before.  F and  P were 
measured  by  HPLC  with  UV  detection  of 
dinitrophenylhydrazones.  Mean  results  as 
pmol/min/mg  protein  (mean±SE)  were  80  for  P and 
160  for  F formation  with  ESO  microsomes  (similar 
to  previous  study);  and  for  P formation  were  1 ,030 
(liver),  480  (kidney),  120  (small  intestine),  50  (skin), 
40  (stomach)  and  30  (lung)  microsomes.  We  also 
studied  [3H]-P  formation  from  pM  levels  of  [3H-4,5- 
pentyl]-MNAN  by  microsomes  using  HPLC  of  [3H]- 
P dinitrophenylhydrazone.  With  1 00  pM  MNAN,  P 
formation  in  pmol/mg/min  (mean±SE)  was  1 .3±0.5 
for  ESO,  6.6±1.3  for  liver  and  1 . 5±1 . 1 for  kidney 
microsomes.  From  tests  with  6 MNAN  levels  (20- 
2000  pM)/exp.,  Km  values  in  pM  were  160,  110  and 
80,  and  Vmax  in  pmol/mg/min  were  3,  1 1 and  1 5 for 
3 ESOs;  Km  90  and  1 30,  Vmax  1 5 and  9 for  2 livers, 
and  Km  570  and  Vmax  20  for  a kidney.  Although 
results  with  6 mM  MNAN  do  not  indicate  specific 
metabolism  by  human  ESO,  finding  with  [3H] - 
MNAN  of  low  Km  for  MNAN  depentylation  (which 
can  produce  DNA  methylation)  by  human  ESO 
suggests  this  tissue  has  a depentylating  cytochrome 
P450  and  that  similar  nitrosamines  could  induce 
human  ESO  cancer.  [Grants  R01-CA35628, 
CA36727  (NCI),  SIG-16  (ACS)] 
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Treatment  of  Cancer  of  the  Larynx 
and  Pharynx:  the  Experience 
of  a Head  and  Neck  Oncologic 
Surgical  Practice 

DANIEL  D.  LYPIATT,  D.P.S.,M.P.,F.A.C.S.,  WILLIAM  M.  LYDIATT, 
M.D.;  F.  WILLIAM  KARRER,  M.D.,  F.A.C.S., 

Section  of  Head  and  Neck  Surgical  Oncology,  Departments  of  Otolaryngology  and 
Surgery,  Methodist  Cancer  Center,  University  of  Nebraska  Medical  Center, 
and  the  Veterans  Administration  Medical  Center,  Omaha,  Nebraska 

Treatment  of  the  larynx  and  pharynx  has 
undergone  tremendous  change  over  the  last  100 
years.  Conservation  laryngectomies,  effective 
radiation  therapy,  combined  surgery  and  radiation, 
and  induction  chemotherapy  followed  by  radiation 
for  responders  or  surgery  for  nonresponders  have 
been  added  to  the  treatment  options.  At  times  the 
options  present  apparent  conflict  or  confusion  as  to 
the  most  appropriate  treatment  for  a given  patient. 

We  reviewed  our  experience  with  over  120 
patients  seen  by  us  in  our  surgical  practice  at  the 
above  institutions.  The  patients  were  seen  between 
January  1,  1993  and  December  30,  1995.  Patients 
all  had  the  treatment  plan  and  treatment  completed 
at  our  institutions.  Treatment  is  divided  into 
conservation  laryngectomies,  total  laryngectomies, 
radiation  alone,  combined  surgery  and  radiation,  or 
induction  chemotherapy  followed  by  radiation  or 
surgery  depending  on  the  response.  Results  of 
treatment  decisions  are  analyzed  according  to 
stage,  site,  and  histology. 

We  discuss  our  results  in  light  of  treatment 
variables  such  as  ability  to  cure,  preservation  of 
vocal  and  airway  protection  by  the  larynx,  patient 
wishes,  treatment  costs,  time  and  morbidity,  and  the 
effects  initial  treatment  choices  have  on  later 
salvage  options.  We  discuss  our  overall  opinions 
regarding  treatment  of  squamous  cell  carcinoma  of 
the  larynx  and  pharynx  at  various  stages. 


The  Transcription  Factor  B-Myb 
Is  Phosphorylated  at  Multiple  Sites 
and  Localized  at  the 
Nuclear  Membrane 

TERESA  A.K.  IOHNSON,  REBECCA  E.  SCHWEPPE,  ROBERT  E.  LEWIS 

Epply  Cancer  Institute,  University  of  Nebraska  Medical  Center,  Omaha,  NE. 

The  transcription  factor  B-Myb  is  a regulator  of  the 
transition  from  G1  to  S-phase  of  the  cell  cycle.  The 
goal  of  this  study  was  to  identify  biochemical 
characteristics  of  B-Myb  that  might  modulate  this 
transcription  factor's  ability  to  regulate  cell  cycle 
progression.  Phosphorylation  has  been  shown  to 
regulate  the  DNA  binding,  transactivation  potential 
and  subcellular  location  of  transcription  factors. 
COS-1  cells  were  transfected  with  the  B-Myb  cDNA 
and  labeled  with  3:P.  The  cells  were  then  iysed  and 
proteins  were  incubated  with  B-Myb  antiserum. 
SDS-PAGE  and  autoradiography  of  precipitated 
proteins  revealed  the  presence  of  the  3:P-labeled 
110  kDa  B-Myb  protein  in  anti-B-Myb  immun- 
oprecipitates,  but  not  in  precipitates  of  mock 
transfected  cells  or  cells  transfected  with  the  B-Myb 
cDNA  and  immunoprecipitated  with  pre-immune 
serum. 

Phosphoamino  acid  analysis  revealed  the 
presence  of  phosphoserine  and  phosphothreonine 
on  B-Myb.  Phosphopeptide  mapping  of  B-Myb 
revealed  six  primary  phosphopeptides.  Deletion  of 
the  putative  transactivation  domain  resulted  in  the 
loss  of  two  major  phosphorylation  sites.  Deletion  of 
sequences  in  the  N-terminus  of  B-Myb,  including 
the  DNA  binding  and  the  C-terminal  tail  of  B-Myb 
sequences  between  the  transactivation  domain  and 
the  C-terminal  tail  of  B-Myb  failed  to  remove 
additional  phosphorylation  sites,  indicating  the 
remaining  four  sites  were  located  within  the 
carboxyl  terminal  tail. 

We  examined  the  subcellular  localization  of  B- 
Myb  and  two  B-Myb  mutants  using  immuno- 
fluorescence and  confocal  microscopy.  In  one  half 
of  the  cells,  B-Myb  formed  a discrete  ring 
coincident  with  the  nuclear  membrane.  B-Myb  was 
distributed  diffusely  throughout  the  nucleus  in  the 
remaining  cells.  Deletion  of  sequences  in  the  N- 
terminus  of  B-Myb  or  deletion  of  sequences 
between  the  transactivation  domain  and  the  C- 
terminal  tail  of  B-Myb  did  not  alter  the  distribution 
of  this  protein.  These  observations  allow  us  to  test 
whether  the  phosphorylation  and  subcellular 
localization  of  B-Myb  is  regulated  in  a cell  cycle- 
dependent  manner.  The  presence  of  phosphory- 
lation sites  within  the  transactivation  domain  of  B- 
Myb  suggests  that  these  sites  may  modulate  the 
ability  of  B-Myb  to  transactivate  gene  expression. 
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Acute  Effect  of  Cigarette  Smoke  smoke  did  not  alter  the  concentration  (fmol/ml)  of 
on  Airway  Sensory  C-fibers  NKA  in  ,he  bronchial  venous  P|asma- 

in  Dogs:  No  Evidence  of 
Sensitization  or  Tachykinin  Release 


Control 

Smoke 

[NKA] 

3.4  ± 0.5 

2.9  ±0.9 

THOMAS  E.  PISARRI.  THOMAS  E.  ADRIAN 
AND  MICHAEL  P.  ZIMMERMAN 

Dept,  of  Biomedical  Sciences,  Creighton  University  School  of  Medicine, 
Omaha  NE  68178 

Although  smoking  can  contribute  to  inflammation 
of  the  airways,  leading  to  chronic  bronchitis  and 
exacerbating  symptoms  of  asthma,  the  mechanism 
of  this  action  is  uncertain.  Based  on  experiments  in 
guinea  pigs,  it  has  been  suggested  that  smoke  may 
produce  or  exacerbate  inflammation  by  releasing  a 
group  of  neuropeptides,  called  tachykinins,  from 
unmyelinated  (C-fiber)  sensory  nerves,  a process 
that  has  been  termed  neurogenic  inflammation. 
Smoke  might  release  the  neuropeptides  by  directly 
stimulating  the  nerve  endings  or  by  making  the 
endings  more  sensitive  to  other  stimuli,  resulting  in 
excessive  peptide  release.  However,  neurogenic 
inflammation  has  not  been  demonstrated  in  the 
airways  of  mammals  other  than  rodents. 

To  evaluate  the  relevance  of  the  neurogenic 
inflammation  hypothesis  to  a non-rodent  species, 
we  examined  two  aspects  of  this  hypothesis  in 
chloralose-anesthetized  dogs.  First,  we  examined 
whether  exposure  to  smoke  acutely  sensitizes 
airway  sensory  C-fibers.  We  measured  three  well- 
characterized  reflex  responses  (bronchial 
vasodilation,  ACbr;  bradycardia,  AHR;  systemic 
hypotension,  AABP)  to  stimulating  airway  sensory 
C-fibers  with  capsaicin  (CAPS,  5-10  pg/kg  iv)  and 
hypertonic  saline  (HS,  7.2%,  1 ml  into  the  lower 
airway  lumen).  We  repeated  the  stimulation  before 
(pre-smoke)  and  immediately  after  (post-smoke) 
ventilation  with  the  smoke  of  one  or  more  high 
nicotine  research  cigarettes  (University  of  Kentucky, 
series  1A4).  None  of  the  reflex  responses  was 
significantly  altered  by  exposure  to  the  smoke  in  5 
dogs. 


ACbr 

(ml/m  in/1  OOmmHgl 

AHR 

(beats/min) 

AABP 

(mmHg) 

Pre-smoke 

Post-smoke 

Pre-smoke 

Post-smoke 

Pre-smoke 

Post-smoke 

CAPS 

0.4  + 0.3 

0.4  ± 0.1 

-41  ± 20 

-40  + 16 

-26  + 6 

-26  + 8 

HS 

0.3  ±0.2 

0.5  ± 0.2 

-45  + 15 

-32  + 12 

-17  + 5 

-17  + 5 

Second,  to  determine  whether  cigarette  smoke 
releases  tachykinins  from  airway  nerve  endings,  we 
measured  the  spillover  of  neurokinin  A into  the 
bronchial  venous  blood  before  and  during 
ventilation  with  high  nicotine  smoke.  In  four  dogs, 


These  data  indicate  that  cigarette  smoke  does  not 
acutely  sensitize  airway  sensory  C-fibers  in  dogs 
and  that  there  is  no  detectable  release  of  tachykinin 
by  cigarette  smoke.  In  contrast  to  the  hypotheses 
suggested  by  studies  in  rodents,  neurogenic 
inflammation  mediated  by  tachykinin  release  may 
have  little  role  in  mediating  the  acute  effects  of 
cigarette  smoke  in  dogs. 


N-acetyl  CGRP(8-37)  is  a 
New  High  Affinity  Antagonist 
of  the  CGRP  Receptor 

D.J.J.WAUGH’,  S.SAHA,'  G.FANG',  P.P.SMITH*  & P.W.ABEL.’ 

‘Department  of  Biomedical  Sciences  and  ‘Department  of  Pharmacology, 
Creighton  University,  Omaha,  NE.  68178 


Calcitonin  gene-related  peptide  (CGRP)  is  a potent 
vasodilator  whose  actions  are  inhibited  by  the  C- 
terminal  fragment  CGRP(8-37).  CGRP  receptors  on 
porcine  coronary  artery  smooth  muscle  membranes 
were  labeled  with  ,25l-[His10]-h-a-CGRP.  h-a- 
CGRP(8-37)  competed  for  high  and  low-affinity 
CGRP  binding  sites  with  K;  values  of  1.7  and  68 
nM.  In  isolated  rings  of  porcine  left  circumflex 
coronary  arteries  studied  in  vitro,  the  affinity  of  h-a- 
CGRP(8-37)  in  blocking  h-a-CGRP  relaxation, 
calculated  from  Schild  regressions,  was  905  nM. 
The  lower  affinity  of  h-a-CGRP(8-37)  for  the  CGRP 
receptor  in  functional  studies  may  be  due  to 
enzyme  degradation.  h-P-CGRP(8-37)  and  the 
amino-terminally  protected  N-acetyl  h-a-CGRP(8- 
37),  two  CGRP  analogues  with  reduced 
susceptibility  to  enzyme  degradation,  were 
synthesized  by  Merrifield's  solid  phase  peptide 
synthesis  methodology.  Affinities  of  these  analogues 
were  determined  in  functional  studies  and 
compared  to  the  affinity  of  h-a-CGRP(8-37)  under 
identical  conditions.  The  increase  in  affinity  of  h-P- 
CGRF(8-37)  over  that  of  h-a-CGRP(8-37)  was  less 
than  2-fold  (n=5).  However,  N-acetyl  h-a-CGRP(8- 
37)  was  7-fold  more  potent  than  h-a-CGRP(8-37)  in 
blocking  h-a-CGRP  relaxation  of  the  coronary 
artery  (n=4).  The  data  indicates  the  effectiveness  of 
h-a-CGRP(8-37)  as  an  antagonist  is  restricted  by  its 
susceptibility  to  enzyme  degradation  and 
protection  of  putative  cleavage  sites  may  lead  to 
more  potent  CGRP  receptor  antagonists. 
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Stromal  Cells  of  Human  Giant 
Cell  Tumor  of  Bone  (GCT) 
Produce  92  kDa  Type  IV 
Collagenase/Gelatinase  B (MMP-9) 

V.H.  RAO'  w.  C.B.  SCHAEFER'  2-3’4,  |.A.  BRIDGE4 , J.R.  NEFFS, 
W.G.  SANGER2-3,4,  R.K.  SINGH4,  D.  DELIMONT' 2, 

AND  B.  BUEHLER24-4 

'Matrix  Research  Laboratory  , 2Meyer  Rehabilitation  Institute  , Department  of 
’Pediatrics,  ^Pathology  and  Microbiology,  and  s Orthopaedic  Surgery, 
University  of  Nebraska  Medical  Center,  Omaha,  NE  68198. 

Matrix  metal  loproteinases  (MMPs)  play  an 
important  regulatory  role  in  tissue  morphogenesis, 
cell  differentiation  and  tumor  cell  motility  and 
invasiveness.  Several  studies  have  reported  a 
correlation  between  the  production  of  72  kDa 
(MMP-2)  and  92  kDa  (MMP-9)  type  IV 
collagenases/gelatinases  and  the  metastatic 
potential  of  cancer  cells.  Giant  cell  tumor  of  bone 
(GCT)  is  a primary  bone  neoplasm  affecting  nearly 
all  age  groups  and  occurring  most  commonly  at  the 
articular  end  of  long  bones.  GCT  is  primarily  a 
benign  but  often  locally  aggressive  lesion  with  a 
distinct  tendency  towards  focal  recurrence.  It  is  a 
distinct  clinical,  radiographic,  and  pathologic  entity 
and  is  characterized  by  varying  numbers  of 
multinucleated  giant  cells  dispersed  in  a stroma  of 
round,  ovoid  or  spindle-shaped  mononuclear  cells. 
Recently,  we  have  identified  for  the  first  time  both 
MMP-2  and  MMP-9  at  the  protein  and  mRNA  level 
in  GCT  cells  from  the  primary  cultures  and 
immunohistochemically  in  GCT  tissues  in  vivo( Rao 
et  ai,  Clin.  Exp.  Metastasis  13:  420-426,  1995). 
GCT  is  known  to  consist  of  both  multinucleated 
giant  cells  and  mononuclear  stromal  cells.  GCT 
cells  in  culture  after  several  passages,  only  stromal 
cells  proliferated.  These  stromal  cells  produced  only 
MMP-2  but  not  MMP-9  which  suggest  that  the 
production  of  MMP-9  is  regulated  by  certain  factors 
secreted  in  the  primary  culture.  In  this  study,  we 
examined  the  effect  of  primary  culture  conditioned 
medium  on  the  expression  of  MMP-9  by  the 
passaged  mononuclear  stromal  cells.  Gelatin 
zymography  showed  the  presence  of  lytic  bands  at 
Mr  92000  and  72000  and  these  enzyme  activities 
were  inhibited  by  EDTA,  an  inhibitor  of  MMPs.  RT- 
PCR,  using  specific  primers,  revealed  the  presence 
of  MMP-2  and  MMP-9.  Immunofluorescence 
studies,  using  specific  antibodies  to  72  kDa  and  92 
kDa  type  IV  collagenases,  confirmed  the  production 
of  92  kDa  type  IV  collagenase  by  the  stromal  cells. 
The  results  suggest  that  MMP-2  and  MMP-9  found 
in  the  primary  culture  of  GCT  are  secreted  at  least 
by  the  mononuclear  stromal  cells,  and  that  GCT  in 
the  primary  culture  secretes  a factor  that  stimulate 
stromal  cells  to  produce  MMP-9. 


Mediastinal  Lymph  Node  Staging  of 
Non-small  Cell  Lung  Cancer: 

A Prospective  Comparison  of 
Computed  Tomography  and 
Positron  Emission  Tomography 

WALTER  I.  SCOTT,  M.P.,  LISA  S.  GOBAR,  M.D.,  JOHN  D.  TERRY, 
M.D.,  NARESH  A.  DEWAN,  M.B.B.S.,  JOHN  J.  SUNDERLAND 

Departments  of  Surgery,  Radiology  and  Medicine, 

Creighton  University,  Omaha,  Nebraska 

We  compared  the  abilities  of  positron  emission 
tomography  (PET)  and  computed  tomography  (CT) 
to  detect  N2  or  N3  lymph  node  metastases  (N2  or 
N3)  in  patients  with  lung  cancer.  PET  detects 
increased  rates  of  glucose  uptake,  characteristic  of 
malignant  cells.  Patients  with  peripheral  tumors 
smaller  than  2 cm  and  a normal  mediastinum  were 
ineligible.  All  patients  underwent  CT,  PET  and 
surgical  staging.  The  American  Thoracic  Society 
lymph  node  map  was  used.  CT  and  PET  scans  were 
read  by  separate  radiologists  blinded  to  surgical 
staging  results.  Lymph  nodes  were  "positive"  by  CT  if 
larger  than  1.0  cm  in  short-axis  diameter. 
Standardized  uptake  values  were  recorded  from 
areas  on  PET  corresponding  to  those  from  which 
biopsy  specimens  were  taken;  if  greater  than  4.2, 
they  were  called  "positive".  Seventy-five  lymph 
node  stations  (2.8  per  patient)  were  analyzed  in  27 
patients.  CT  incorrectly  staged  the  mediastimum  as 
positive  for  metastases  in  three  patients  and  as 
negative  for  metastases  in  three  patients.  Sensitivity 
and  specificity  of  computed  tomographic  scans  were 
67%  and  83%,  respectively.  PET  correctly  staged 
the  mediastinum  in  all  27  patients.  When  analyzed 
by  individual  node  station,  there  were  4 false 
positives  and  4 false  negatives  by  CT  (sensitivity  = 
60%,  specificity  = 93%,  positive  predictive  value  = 
60%).  PET  mislabeled  one  node  station  as  positive 
(100%  sensitive,  98%  specific,  positive  predictive 
value  91%).  The  differences  were  significant  when 
the  data  were  analyzed  for  both  individual  lymph 
node  stations  (p=0.039)  and  for  patients  (p=0.031) 
(McNemar  test).  PET  and  CT  are  more  accurate 
than  CT  alone  in  detecting  mediastinal  lymph  node 
metastases  from  non-small  cell  lung  cancer.  An 
algorithm,  incorporating  PET,  for  staging  patients 
with  lung  cancer  will  be  presented. 
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Concurrent  Radiation  Therapy 
Prevents  Cytokine  Mobilization  of 
Blood  Stem  Cells:  an  Effect 
Mediated  by  a Circulating  Factor 

SHARP  |G,  KESSINGER  A,  CLAUSEN  S,  MANN  S AND  MURPHY  B, 

Department  of  Cell  Biology  and  Anatomy  and  Internal  Medicine,  UNMC,  Omaha 

High  dose  chemotherapy  and/or  radiation  therapy 
for  cancer  requires  post-treatment  reinfusion  of  stem 
cells  to  restore  hematopoietic  function.  Increas- 
ingly for  patients  undergoing  autologous  transplan- 
tation, the  stem  cells  are  harvested  from  blood  by 
leukapheresis  rather  than  bone  marrow.  In  order  to 
increase  the  efficiency  of  their  collection,  a 
cytokine  is  injected  to  mobilize  the  stem  cells  into 
the  circulation  for  harvest.  Traditionally,  before  the 
use  of  cytokines,  blood  stem  cells  were  difficult  to 
collect  in  adequate  numbers  so  radiation  therapy  to 
local  sites  of  tumor  was  avoided  for  at  least  a month 
prior  to  harvest.  With  the  advent  of  cytokine 
mobilization,  the  hypothesis  of  this  research  was 
that  cytokine  mobilization  would  permit  an 
adequate  blood  stem  cell  harvest  even  in  the  face  of 
concurrent  radiation  therapy.  Daily  injections  of  a 
most  potent  cytokine  mobilizing  protocol  (1  5pg/kg 
granulocyte  colony  stimulating  factor,  G-CSF,  plus 
500U/kg  erythropoietin,  EPO)  were  administered 
each  morning  to  Balb/c  mice.  Each  afternoon  a 2 
Gray  fraction  of  Co-60  radiotherapy  was 
administered  to  either  the  femora  or  lower  or  upper 
hemibody.  Each  day,  mice  were  necropsied  and 
blood  stem  mobilization  assayed  as  hematopoietic 
colony  forming  cells  per  ml  of  blood.  The 
unirradiated,  cytokine-injected  mice  showed  a 
significant  mobilization  of  stem  cells  compared  to 
saline  injected  controls.  All  groups  of  cytokine- 
injected,  irradiated  mice  showed  no  mobilization 
and  were  not  different  from  saline-injected  controls. 
Consequently,  concurrent  radiation  therapy  pre- 
vented cytokine  mobilization  of  blood  stem  cells 
and  caution  should  be  employed  if  it  is  necessary  to 
irradiate  tumor  in  patients  who  are  candidates  for 
blood  stem  cell  harvest  and  transplantation. 
Heparanized  plasma  was  obtained  from  mice 
whose  lower  body  was  irradiated  with  2Gy  18 
hours  previously  and  0.5ml  injected  intravenously 
into  intact  mice  either  ten  minutes  before  or  seven 
hours  after  they  received  1 5pg/kg  G-CSF  and 
500U/kg  EPO.  Unlike  mice  that  received  G-CSF  + 
EPO  only,  which  mobilized  colony  forming  cells 
from  bone  marrow  to  spleen,  recipients  of  plasma 
from  irradiated  mice  both  before  cytokine  and  to  a 
lesser  degree  after  cytokine,  showed  no 


mobilization  of  stem  cells  from  marrow  to  spleen. 
Thus  radiation  therapy  suppression  of  stem  cell 
mobilization  is  mediated  by  an  unidentified  circu- 
lating factor. 

(Supported  by  the  Nebraska  Department  of  Health  LB506 
Funds) 


Locus-specific  De  Novo 
Methylation  down-regulates  MHC 
Class  I in  S49  Lymphomas 

R.I.RUBOCKI,  B.E.  BERRIGAN,  S.L.  SPEAKS,  JAMES  L.  WISECARVER 

University  of  Nebraska  Medical  Center, 

Dept,  of  Pathology  and  Microbiology,  Omaha,  NE 

Several  tumors  from  distinct  cell  lineages  can 
modulate  their  surface  expression  of  key  molecules 
thereby  avoiding  recognition  and  elimination  by  the 
immune  system.  One  group  of  molecules 
demonstrating  this  altered  expression  is  encoded  by 
the  major  histocompatibility  complex  (MHC)  class 
I genes.  Class  I molecules  function  as  receptors  for 
peptides  derived  from  self  or  foreign  (e.g.  viral, 
tumor)  proteins  thereby  facilitating  immune 
surveillance.  A current  hypothesis  is  that  tumor 
class  I expression  is  important  in  immune 
surveillance.  To  investigate  mechanisms  involved 
in  the  regulation  of  MHC  class  I expression  we  have 
studied  a series  of  murine  lymphoma  variants  with 
altered  MHC  expression.  This  altered  expression 
resulted  from  locus-specific  methylation  of  their 
diploid  genome.  DNA  methylation  studies 
demonstrated  a direct  correlation  with  class  I gene 
expression  which  was  confirmed  by  gene 
transfection  and  nucleotide  analog  experiments. 
These  data  suggest  a common  mechanism 
propagated  locus-specific  de  novo  methylation 
within  the  highly  homologous  murine  class  I gene 
family.  Mechanisms  such  as  this  may  allow  altered 
self  targets,  such  as  virally  induced  tumors,  to  avoid 
immune-recognition.  Because  MHC  expression  is 
critical  for  immune  surveillance  and  lymphomas  are 
the  most  common  tumor  in  immunosuppressed 
patients,  future  studies  may  provide  clues  to 
lymphomagenesis  and  potential  approaches  for 
therapy. 
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Immunoregulatory  Significance  of 
Cytokine  Expression  by  Mobilized 
Peripheral  Blood  Stem  Cells 
Compared  to  Bone  Marrow 

RAKESH  K.  SINGH,  KAZUHIKO  INO,  MICHELLE  L.  VARNEY, 
DEAN  G.  HEIMANN  AND  JAMES  E.  TALMADGE 

Department  of  Pathology  and  Microbiology, 

University  of  Nebraska  Medical  Center,  Omaha  NE 

We  report  the  immunoregulatory  significance  of 
cytokine  expression  by  bone  marrow  (BM)  and 
growth  factor  mobilized  peripheral  blood  stem  cell 
(PSC)  products.  The  expression  of  cytokine 
(interleukin-  [IL-]  2,  4,  8 and  10,  interferon  gamma 
[IFN-g],  and  tumor  necrosis  factor  alpha  [TNF-a]) 
specific  mRNA  transcripts  were  examined  in  the 
stem  cell  products,  normal  peripheral  blood 
leukocytes  (PBL)  and  phytohemagglutinin  (PHA) 
activated  PBL.  The  mRNA  expression  levels  of  all 
the  cytokines  analyzed  except  IL-8  were 
significantly  higher  in  PSC  and  BM  products 
compared  to  PBL  but  were  similar  to  PF1A  activated 
PBLs.  Further,  the  expression  of  IL-10,  TNF-a  and 
IL-2  were  significantly  higher  in  PSC  products 
compared  to  BM.  These  increased  levels  of 
cytokine  expression  are  not  directly  due  to  the 
frequency  of  CD3+,  CD4+  and  CD8+  cells.  The 
PSC  and  peripheral  blood  (PB)  products  have  an 
increased  frequency  of  these  cells  as  compared  to 
BM  products.  Further,  the  frequency  of  CD3+, 
CD4+  and  CD8+  cells  in  PSC  and  PB  are  similar. 
The  mitogenic  response  to  PHA  was  also  higher  in 
PSC  products  compared  to  BM,  although  their 
responses  were  significantly  lower  than  those 
observed  in  the  PBL.  Further,  high  levels  of 
suppressor  cell  activity  were  observed  in  PSC 
products  as  compared  to  BM  and  PBL.  These 
functional  data  suggest  a suppressed  immune 
function  in  both  PSC  and  BM  products  as  compared 
to  PBL.  The  number  of  CD14+  cells  and  their 
suppressor  cell  activity  in  PSC  products  were 
significantly  higher  than  in  BM  and  PB.  The 
expression  of  IL-2  correlated  with  PHA  response 
and  frequency  of  T cells,  whereas  the  expression  of 
IL-10  correlated  with  suppressor  cell  activity.  In 
summary,  PSC  products  appear  to  contain  activated 
T cells  whose  function  is  depressed  by  the  CD1 4+ 
suppressor  cells.  In  BM  products,  T cells  are 
activated,  but  due  to  their  low  frequency,  the  T cell 
functions  of  these  products  are  depressed.  These 
data  suggest  a significant  role  for  the  expression  of 
immunomodulatory  cytokines  and  the  frequency  of 
different  immune  cells  within  stem  cell  products  on 
the  overall  immune  function  of  the  products.  We 
suggest  that  these  observations  may  be  useful  in 
designing  effective  adjuvant  immunotherapy 
following  stem  cell  transplantation. 


DNA  Adduction  and  Mutagenesis 
by  Nitrofurans 

RAYMOND  A.  SMITH,  GREG  KUBIK  AND  SAMUEL  M.  COHEN 

Department  of  Pathology  and  Microbiology, 

University  of  Nebraska  Medical  Center,  Omaha,  NE  68198 

FANFT  is  a bladder  carcinogen  in  rats.  ANFT,  a 
deformylated  metabolite  of  FANFT,  is  implicated  as 
a putative  carcinogen.  Salmonella  typhimuruim 
strain  NM1011  contains  plasmids  harboring  the 
bacterial  nitroreductase  gene  and  an  umu-C  lac-Z 
fusion  gene.  umu-C  is  involved  in  DNA  repair 
which  is  accompanied  by  an  increased  lac-Z 
activity  (P-galactosidase)  which  can  be  assayed 
spectrophotometrically.  NM1011  is  useful  for 
investigating  the  role  of  nitro  reduction  in  activation 
and  mutagenesis  by  ANFT.  Incubation  of  NM1 01 1 
with  ANFT  resulted  in  a dose  dependent  increase  in 
(3-galactosidase  activity  indicating  ANFT  induced 
DNA  damage.  32P  Postlabeling  and  2 dimensional 
TLC  showed  an  adduct  in  the  DNA  of  NM101 1 
exposed  to  lOOpg/ml  ANFT.  Mutagenesis  in  lac-Z 
of  NM1011  by  ANFT  was  investigated  using 
histidine  deficient  media  containing  the 
chromogenic  substrate  X-gal.  Mutants  lacking 
active  lac-Z  were  detected  as  white  colonies  and 
PCR  amplified.  DNA  sequencing  of  the  400  base- 
pair  active  site  of  lac-Z  failed  to  identify  any 
changes  which  could  be  attributed  to  DNA 
adduction  by  activated  metabolites  of  ANFT. 
Further  sequencing  of  the  lac-Z  gene  (3 kb)  is  in 
progress.  Rats  were  fed  a diet  containing  0.2% 
FANFT  for  a period  of  three  weeks  to  study  FANFT- 
DNA  adduct  formation.  The  animals  were  killed 
and  DNA  isolated  from  the  bladder,  kidney  and 
liver.  An  adduct  was  detected  by  32P  postlabeling  in 
rat  kidney  DNA  but  not  in  bladder  or  liver.  The 
NM1011  adduct  is  chromatographically  distinct 
from  the  rat  kidney  adduct  and  an  adduct 
synthesized  by  chemical  reduction  of  ANFT. 
Chromatographic  homology  between  the  kidney 
and  the  synthetic  adduct  suggests  nitroreduction  is 
involved  in  the  formation  of  adducts  in  vivo. 
Chromatographic  differences  between  the  NM101 1 
adduct  versus  kidney  or  synthesized  adduct 
suggests  the  nitro  reduction  is  not  solely  responsible 
for  DNA  adduction  by  FANFT  or  ANFT  in  vivo. 
Nitro  reduction  does  not  appear  to  be  involved  in 
the  generation  of  DNA  adducts  in  bladder  DNA. 

Supported  by  Grant  #93-1  OR  to  Raymond  A.  Smith  from 
Nebraska  State  Department  of  Health. 
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Prostheses  for  Persons  with  Oral 
Cancer:  an  Outcome  Study 

MARSHA  SULLIVAN*,  GORDON  MAHANA+.  CAROL  GAEBLER*, 
JULIE  MARSHALL',  DAVID  BEUKELMAN* 

•Speech  Pathology  Department,  Meyer  Rehabilitation  Institute,  UNMC  Omaha,  NE 

+Prosthodontics  Clinic,  ENT  & Head  and  Neck  Surgery  Department,  UNMC, 
Omaha,  NE  "College  of  Dentistry,  University  of  Nebraska-Lincoln 

Abstract 

The  purpose  of  our  research  is  to  investigate  the 
impact  of  prosthodontic  intervention  on  the 
communication  effectiveness  of  persons  with  oral 
cancer.  Thirty  patients  with  surgical  defects  of  the 
hard  and/or  soft  palate  participated  in  the  project. 
Each  was  fit  with  a palatal  obturator.  The  data 
reported  in  this  project  relate  to  measurements 
made  one  month  after  the  fitting  of  the  definitive 
prosthesis.  Participants  were  tested  with  and 
without  the  prosthesis  inserted.  Speech  outcome 
was  assessed  using  the  following  measure:  (1) 
intelligibility  of  speech,  (2)  aerodynamic  resistance 
of  the  velopharyngeal  port,  (3)  social  communi- 
cation effectiveness,  and  (4)  speaking  rate. 

The  results  of  the  investigation  reveals  that  the 
participants  demonstrated  a statistically  significant 
increase  in  speech  intelligibility  when  the  palatal 
obturators  were  inserted  as  compared  to  when  they 
were  removed.  Over  90%  of  the  subjects  achieved 
intelligibility  scores  that  exceeded  95%  when  the 
obturators  were  inserted  with  an  average 
intelligibility  scores  of  97%. 

Velopharyngeal  resistances  were  significantly 
greater  with  the  obturators  inserted  than  with  them 
removed. 

Speaking  rates  were  significantly  faster  with  the 
obturator  inserted  than  with  the  obturator  removed. 
However,  the  average  speaking  rate  of  participants 
with  the  obturator  inserted  were  about  30  words  a 
minute  slower  than  would  be  expected  of  a normal 
speaker. 

To  measure  communication  effectiveness,  the 
participants  completed  a questionnaire  regarding  5 
familiar  speaking  contexts.  They  rated  their  com- 
munication effectiveness  following  the  fitting  of  a 
definitive  prosthesis  as  compared  to  their  communi- 
cation effectiveness  in  the  settings  prior  to  their 
cancer.  Their  mean  communicative  effectiveness 
score  was  84%. 

Overall,  the  structural  defects  of  the  maxilla  as 
a result  of  surgery  for  oral  cancer  have  a devastating 
impact  on  speech  intelligibility.  With  the  fitting  of 
a palatal  obturator,  most  of  these  individuals 
achieve  speech  intelligibility  scores  over  95% 


which  allows  them  to  function  socially  in  a way  that 
is  quite  similar  to  their  communication  performance 
prior  to  their  cancer.  Those  who  do  fail  to  achieve 
such  a high  level  result  (1 ) have  difficulty  retaining 
the  prosthesis,  (2)  cannot  be  fit  with  an  optimally 
sized  prosthesis  because  of  the  presence  of 
"surgical  scar  bands",  and  (3)  have  residual  palate 
tissue  that  interferes  with  the  appropriate  fitting  of 
the  prosthesis. 

Effect  of  Cigarette  Smoke  on 
Hypertonic  Saline  Challenges. 

RG  TOWNLEY,  FA  ROMERO,  GA  KOENIG,  AK  BEWTR. 

Creighton  University  Allergic  Disease  Center.  Omaha,  NE  USA 

Both  smoking  and  hypertonic  saline  challenge 
have  been  reported  to  stimulate  sensory  C fibers. 
We  tested  the  hypothesis  that  smoking  would 
enhance  sensitivity  to  Hypertonic  Saline 
Challenges.  Nine  subjects  with  a well  established 
history  and  clinical  symptoms  of  asthma  were 
selected.  Hypertonic  saline  challenges  were 
performed  on  3 separate  occasions  separated  by 
no  more  than  14  days.  Within  14  days  following 
the  third  hypertonic  saline  challenge,  patients 
were  instructed  to  smoke  2 Marlboro  cigarettes 
containing  8 mg  tar  and  2 mg  nicotine  using  deep 
inhalations  as  described  by  Higenbottam,  et  al. 
Immediatly  following  smoking,  hypertonic  saline 
challenge  was  performed.  Hypertonic  Saline 
(4.5%  NaCI),  was  administered  through  a 
Hans-Rudolph  2700  valve  with  mist  generated 
from  a DeVilbiss  Ultra-Neb  99  using  breathing 
times  of  0.5,  1 , 2,  4,  8 and  8 min.  A 1 5%  fall  in 
FEV,  was  used  as  the  endpoint.  All  subjects 
acheived  a 15%  decrease  in  pulmonary  function 
following  all  hypertonic  saline  challenges. 

Nine  healthy  control  subjects  were  challenged 
in  a similar  manner  and  only  one  demonstrated  a 

1 5%  fall  in  FEV,.  Hypertonic  saline  challenge  was 
performed  on  3 occassions  and  was  reproducible 
with  a PD, 5 achieved  within  one  doubling  dose  in 
7 of  9 subjects.  Smoking  increased  sensitivity  to 
hypertonic  saline  in  5 subjects  and  decreased  it  in 

2 subjects.  Two  subjects  had  no  change  in 
hypertonic  saline 

These  data  suggest  that  cigarette  smoking  has 
the  potential  to  increase  airway  hyperrespon- 
siveness in  asthmatic  subjects.  Furthermore, 
hypertonic  saline  challenge  is  a reproducible 
indirect  challenge  and  does  have  utility  in  clinical 
research. 
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A Yeast  Artificial  Chromosome 
(YAC)  Contig  Encompassing  the 
Critical  Region  of  the  X-linked 
Lymphoproliferative  Disease 
(XLP) Locus 

IANOS  SUMEGI,  ARPAD  LANYI,  BIFANG  LI,  SHAOBING  LI, 
CATHERINE  B.  TALMADGE,  BEDA  BRICHACEK,  JACK  R.  DAVIS, 
BETH  A.  KOZEL,  BARBARA  TRASK,  GER  VAN  DEN  ENGH, 

ERIC  J.  STANBRIDGE,  DAVID  L.  NELSON,  C.  CHINAULT, 

HELEN  HESLOP,  THOMAS  G.  GROSS,  THOMAS  A.  SEEMAYER, 
GEORGE  KLEIN,  DAVID  T. 

Purtilo  Department  of  Pathology  and  Microbiology, 

University  of  Nebraska  Medical  Center,  Omaha  NE  USA;  Department  of  Molecular 
Biotechnology  Fj-20,  University  of  Washington,  Seattle  WA  USA;  Department  of 
Microbiology  and  Molecular  Genetics,  University  of  California  College  of 
Medicine,  Irvine  CA  USA;  Institute  for  Molecular  Genetics,  Human  Genome 
Center,  Howard  Hughes  Medical  Institute  and  Baylor  College  of  Medicine, 
Houston  TX  USA;  Department  of  Hematology/Oncology,  Division  of  BMT,  St.  Jude 
Children's  Research  Hospital,  Memphis  TN,  USA  ; Microbiology  and  Tumor 
Biology  Center,  Karolinska  Institute,  Stockholm  Sweden. 

X-linked  lymphoproliferative  disease  (XLP)  is 
characterized  by  a marked  vulnerability  to  Epstein- 
Barr  virus  (EBV)  infection.  Infection  of  XLP  patients 
with  EBV  invariably  results  in  fatal  mononucleosis, 
agammaglobulinemia  or  malignant  lymphoma. 
Initially  the  XLP  gene  was  assigned  to  a 10  cM 
region  in  Xq25  between  DXS42  and  DXS37. 
Subsequently,  an  interstitial,  cytogenetically  visible 
deletion  in  Xq25  was  identified  in  one  XLP  family 
(#43)  that  placed  the  XLP  gene  in  the  interval 
between  DXS6  and  DXS100.  In  this  study  we 
estimated  the  deletion  in  XLP  patient  43-004  by 
dual  laser  flow  karyotyping  to  involve  2%  of  the  X 
chromosome,  or  approximately  3 Mb  of  DNA 
sequences.  From  a human  chromosome  Xq25- 
specific  yeast  artificial  chromosome  (YAC) 
sublibrary,  five  YACs  containing  DNA  sequences 
deleted  in  patient  43-004  have  been  isolated. 
Sequence  tagged  sites  (STSs)  from  these  YACs  have 
been  used  to  screen  YAC  libraries  and  construct  a 
2.0  Mb  long  contig  of  fifteen  overlapping  YACs.  A 
detailed  restriction  enzyme  map  of  the  region  has 
been  constructed.  The  STSs  were  also  used  in 
Southern  hybridization  and  PCR  analyses  to  identify 
interstitial  deletions  in  unrelated  XLP  patients. 
Three  more  families  with  interstitial  deletions  have 
been  found.  An  approximately  250  Kb  interstitial 
deletion  was  detected  in  one  of  the  XLP  patients 
(30-011)  who  exhibited  the  characteristic  post- 
infectious  mononucleosis  phenotype  of  XLP  with 
hypogammaglobulinemia  and  malignant  lym- 
phoma. 


Stem  Cell  Products  with  High 
Levels  of  Suppressor  Cells  and 
Their  Mechanism  of  Action 

I.E.  TALMADGE,  R.K.  SINGH,  A.  AGEITOS,  I.  OZEROL  AND  K.  INO 

Department  of  Pathology  and  Microbiology 
University  of  Nebraska  Medical  Center,  Omaha,  NE  68198. 

Thirty  to  forty  percent  of  the  cells  within  GM-CSF 
mobilized  peripheral  stem  cell  products  (PSC)  are 
CD14*  monocytes.  These  cells  suppress  T and  NK 
cell  responses  to  PHA,  pokeweed  mitogen,  IL-2  and 
IL-12.  The  suppressor  cells  are  low  density, 
adherent  and  phagocytic;  in  addition  to  HLA-DR+, 
CD4+,  CD1 1 a*,  CD1 1 b+,  CD86  (B7.2)+,  CD80 
(B7.1 )',  CD1 6'  and  CD1  a'  suggesting  they  are  either 
monocyte  or  monocyte-dendritic  cell  precursors. 
Cell-cell  contact  is  required  for  suppression  and  is 
not  neutralized  by  antibodies  directed  against  TNF. 
Following  7 days  of  incubation  with  TNF  and  GM- 
CSF,  the  CD14+  suppressor  cells  remain 
CD14+CD1a‘  but  go  from  CD86+  to  CD80+  while 
retaining  suppressor  cell  activity.  Removal  of  the 
suppressor  cells  and  or  isolation  of  CD4+  or  CD8+  T 
cells  from  the  PSC  products  (prior  to  activation) 
restores  T and  NK  cell  function.  In  intact  PSC 
cultures  the  T cells  undergo  apoptosis  as 
determined  by  the  demonstration  of  hypodiploity 
using  flow  cytometry.  The  mechanism  of 
suppression  appears  to  be  multifactorial  including 
fas  - fas  ligand  interactions  and  a lack  of  a second 
signal  during  antigen  presenting  cell  (APC)  - T cell 
interactions.  Thus,  antibodies  against  fas  ligand  and 
CD-28  can  partially  restore  T cell  function  and 
reduce  suppressor  cell  activity.  The  combination  of 
both  antibodies  have  additive  effect  in  significantly 
reducing  suppression,  although  additional  mech- 
anism of  action  appear  to  also  be  involved.  The 
suppressor  cell  activity  has  potential  to  regulate 
immune  recovery  following  myeloablative  therapy 
and  stem  cell  transplantation  and  the  removal  of 
these  cells  from  the  PSC  has  therapeutic  potential. 
Further,  they  may  reduce  immunologic  and 
therapeutic  responses  to  adjuvant  immunotherapy; 
conversely,  suppressor  cells  have  clinical  potential 
for  allogeneic  graft-versus-host  disease  or  solid 
organ  graft  rejection.  We  suggest  that  these  CD1 4+ 
cells  may  provide  one  mechanism  of  peripheral 
tolerance. 
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Sensitivity  Detection  Level  for 
Minimal  Residual  Disease  in  Breast 
Cancer  Using  RT-PCR 

MONICA  D.  TRAYSTMAN.  BARBARA  J.  MURPHY, 

CHARLES  A.  KUSZYNSKI,  SAMUEL  J.  PIRRUCCELLO, 
ELEANOR  G.  ZUVANICH,  GREGORY  T.  COCHRAN, 

ANNE  KESSINGER,  ELIZABETH  C.  REED,  STEFANO  TARANTOLO, 

).  GRAHAM  SHARP 

Departments  of  Pathology  and  Microbiology,  Cell  Biology  and  Anatomy,  and 
Internal  Medicine,  University  of  Nebraska  Medical  Center,  Omaha  NE. 

Monitoring  the  presence  of  minimal  residual 
disease  (MRD)  in  breast  cancer  patients  before, 
during  and/or  after  therapy  is  critical  for  optimizing 
outcome  of  therapy  and  reducing  mortality.  We 
have  performed  semi-quantitative  PCR  experiments 
to  define  the  level  of  sensitivity  in  a simulated 
dilution  study.  Graded  dilutions  of  cells  from  either 
the  T47D  or  MCC7  breast  cancer  cell  lines  were 
sorted  into  a background  of  1x10'  normal  apheresis 
cells.  Extracted  RNA  from  each  dilution  was  used 
as  template  in  an  RT-PCR  reaction  to  make  cDNA 
which  was  then  serially  diluted.  A two-step  nested 
primer  PCR  strategy  to  detect  the  presence  of  the 
cytokeratin  19  transcript,  a molecular  marker  for 
breast  cancer  cells  in  blood  and  bone  marrow 
samples,  was  used  to  determine  the  level  of 
detection  in  each  dilution.  To  confirm  these  data, 
all  PCR  products  from  each  dilution  of  the  two-step 
amplification  were  analyzed  by  the  slot  blot/allele- 
specific  oligonucleotide  hybridization  technique. 
Results  showed  an  average  level  of  sensitivity  of 
detection  of  2 tumor  cells  in  10  normal 
mononuclear  cells,  with  a 95%  confidence  limit 
when  compared  to  the  published  sensitivity  level  of 
1 tumor  cell  in  1 06  mononuclear  cells.  This  is  more 
sensitive  than  the  published  detection  levels 
obtained  by  immunocytochemistry  (1  tumor  cell  in 
103  normal  cells).  Correspondingly,  a greater 
proportion  of  patient  samples  are  positive  by  the 
RT-PCR  technique  than  by  ICC.  The  ultimate 
limitation  of  RT-PCR  may  not  be  sensitivity  but 
specificity,  due  to  detection  of  leaky  K19 
transcription  in  non-epithelial  cells  or  of  very  low 
levels  of  transcript  in  some  normal  hematopoietic 
cells  which  might  be  detected  when  a very  high 
number  of  PCR  amplification  cycles  are  employed. 

(Supported  by  Nebraska  Department  of  Health  LB506  and 
LB595  funds.) 


Energy  Restriction  Increases 
Plasma  Glucocorticoid  Hormone 
and  Inhibits  Induction 
of  Epidermal  C-jun  in  the 
Senear  Mouse 

YAKTINE,  A.L.  AND  BIRT,  D.F. 

Department  of  Biochemistry  and  Molecular  Biology  and  the 
Eppley  Institute  for  Cancer  Research,  University  of  Nebraska  Medical  Center, 
Omaha,  NE,  68198-6805. 

Dietary  energy  restriction  (ER)  has  been  shown  to 
inhibit  skin  tumorigenesis  in  rodent  models.  ER  has 
also  been  shown  to  increase  glucocorticoid 
hormones  (GCH)  in  these  models.  GCH,  when 
administered  topically  or  in  feed,  has  been  shown 
to  inhibit  skin  tumor  formation  in  rodents.  The 
purpose  of  this  research  is  to  understand  the 
biochemical  mechanisms  of  ER  inhibition  of  tumor 
formation,  mediated  by  the  GCH,  corticosterone. 
We  hypothesize  that  the  ER  increase  in  GCH  results 
in  increased  ligand-bound  activated  glucocorticoid 
receptor  (GR).  The  increase  in  GR,  localized  to  the 
nucleus,  is  hypothesized  to  interact  with  the  AP-1 
transcription  factor  and  inhibit  expression  of  AP-1 
responsive  genes,  such  as  c-jun.  Senear  mice  were 
maintained  on  control  or  40%  ER  diets,  achieved  by 
removal  of  fat  and  carbohydrate,  for  at  least  8 
weeks.  Corticosterone  rhythms  were  characterized, 
using  radioimmunoassay  (RIA),  in  both  groups  at  3 
time  points,  one  in  the  light  cycle  (0700),  one  at  the 
change  from  light  to  dark  (1600)  and  one  in  the 
dark  cycle  (2300).  Total  GR  levels  were  determined 
at  each  time  point  by  Western  analysis.  A time 
course  to  determine  c-jun  expression  in  both  groups 
was  conducted  following  application  of  3.2  nmol 
TPA  to  the  shaved  backs  of  the  mice  and 
subsequent  Western  analysis  of  the  epidermal 
lysates  at  0,  4,  6 and  24  hours  post-induction. 
Corticosterone  levels  were  significantly  elevated 
(10-fold)  in  ER  mice  compared  to  controls  at  0700, 
not  different,  but  elevated,  at  1600  and  not 
different,  but  near  basal  levels,  at  2300.  Total  GR 
protein  was  moderately  elevated  at  0700  in  ER  mice 
compared  to  controls.  c-Jun  levels  were  elevated  in 
both  groups  by  4 hours  after  induction,  however,  by 
6 hours  the  levels  in  ER  mice  were  returned  to  basal 
yet  remained  elevated  in  control  mice.  By  24 
hours,  jun  levels  were  decreased  in  both  groups. 
These  experiments  demonstrate  ER  modulation  of 
GCH  and  suggest  a role  for  ER  in  modulating  AP-1 
responsive  gene  expression.  Electron  microscopy 
studies  are  currently  underway  to  determine 
intracellular  localization  of  GR  in  control  and  ER 
mice. 
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Expression  of  the  Prolactin  Gene  in 
Normal  and  Neoplastic  Human 
Breast  Tissues  and  Human  Breast 
Cell  Lines:  Contribution  of  the 
Distal  Promoter 

CARLA  M.  SHAW-BRUHA  AND  JAMES  D.  SHULL 

Eppley  Institute  for  Research  in  Cancer  and  Department  of  Biochemistry  and 
Molecular  Biology,  University  of  Nebraska  Medical  Center, 

Omaha,  NE  68198-6805. 

Prolactin  (PRL)  has  been  implicated  in  the 
development  of  breast  cancer  in  rodents  and 
humans.  Although  PRL  and  its  mRNA  have  been 
detected  in  breast  tissues  and  some  breast  cell  lines, 
the  role  of  PRL  as  an  autocrine/paracrine  growth 
factor  is  not  clear.  A second,  more  distal,  promoter 
has  recently  been  identified  in  the  human  PRL  gene. 
We  have  used  reverse  transcription-polymerase 
chain  reaction  (RT-PCR)  to  determine  whether  the 
distal  or  the  proximal  promoter  directs  expression  of 
the  PRL  gene  in  normal  and  neoplastic  breast 
tissues  and  in  breast  cell  lines.  Total  RNA  was 
isolated  from  10  normal  and  20  neoplastic  breast 
tissue  samples  and  from  8 breast  cell  lines;  MDA- 
MB-231 , SK-BR-3,  T-47D,  MCF10,  MCF10T2,  and 
3 MCF7  derivatives.  The  RNA  was  reverse 
transcribed  to  cDNA  using  random  hexamers  as 
primers.  PCR  amplification  of  the  cDNAs  was 
performed,  using  a variety  of  primer  pairs,  and  the 
DNA  products  were  subjected  to  agarose  gel 
electrophoresis  and  Southern  blotting.  The  resulting 
data  indicated  that  the  PRL  gene  is  expressed  in  the 
majority  of  both  normal  and  neoplastic  breast  tissue 
samples  as  well  as  all  of  the  breast  cell  lines.  PRL- 
specific  PCR  products,  corresponding  to  transcripts 
that  originated  from  the  distal  promoter,  were 
observed  in  a subset  of  the  normal  and  neoplastic 
breast  tissue  samples  and  all  of  the  breast  cell  lines. 
Together  these  data  indicate  that  PRL  transcripts  in 
human  breast  tissues  and  human  breast  cell  lines 
originate,  at  least  in  part,  from  the  distal  PRL 
promoter.  In  addition,  data  are  presented  which 
suggest  that  PRL  transcripts  in  breast  tissues  and 
breast  cell  lines  may  undergo  alternative  splicing. 

Supported  by  grants  HD24189,  CA68529,  and  CA36727  from 
the  NIH. 


Modulation  of  Estrogen-mediated 
Pituitary  Tumorigenesis  and 
Lactotroph  Proliferation  by  Dietary 
Energy  Restriction 

Tl  SPADV,  TM  PASCHALL,  KL  PENNINGTON,  RD  MCCOMB, 
DFBIRT  AND  JD  SHULL 

Eppley  Institute  for  Research  in  Cancer,  Department  of  Biochemistry  and 
Molecular  Biology,  and  Department  of  Pathology  and  Microbiology, 
University  of  Nebraska  Medical  Center,  Omaha,  NE  68198 

Diet  has  long  been  known  to  play  an  important 
role  in  tumorigenesis,  and  dietary  energy  restriction 
has  been  shown  to  inhibit  tumor  development  in 
various  animal  models.  We  are  investigating  the 
effects  of  dietary  energy  restriction,  defined  as  a 
40%  reduction  in  total  consumption  of  energy 
derived  from  fat  and  carbohydrate  without 
reduction  in  consumption  of  protein,  vitamins,  and 
micronutrients,  on  estrogen-mediated  pituitary 
tumorigenesis  in  the  Fischer  344  (F344)  rat  strain. 
In  male  F344  rats  fed  a control  diet,  8 weeks  of 
treatment  with  diethylstilbestrol  (DES)  increased 
anterior  pituitary  wet  weight  1 1-fold.  In  contrast, 
DES  increased  pituitary  weight  only  3.5-fold  in 
animals  fed  an  energy  restricted  diet  indicating 
energy  restriction  inhibits  estrogen  mediated 
pituitary  tumorigenesis.  FHistologic  examination 
indicated  that  DES  treatment  resulted  in  marked 
pituitary  hyperplasia  in  both  control  and  energy 
restricted  diet  fed  animals.  Prolactin  (PRL) 
immunohistochemistry  revealed  that  DES  increased 
the  proportion  of  lactotrophs  from  34%  of  total 
anterior  pituitary  cells  to  73%  in  animals  fed  the 
control  diet,  whereas  DES  increased  lactotroph 
proportion  from  41%  to  69%  in  animals  fed  the 
energy  restricted  diet.  In  a second  experiment, 
ovariectomized  female  F344  rats  were  maintained 
on  control  and  energy  restricted  diets  and  treated 
with  1 7|3-estradiol  (E2)  for  1 0 weeks.  E2  treatment 
increased  pituitary  wet  weight  5-fold  in  female  rats 
fed  the  control  diet,  whereas  E2-treated  female  rats 
maintained  on  the  energy  restricted  diet  displayed 
only  a 2-fold  increase  in  pituitary  wet  weight.  To 
understand  the  mechanism  through  which  energy 
restriction  inhibits  estrogen-mediated  pituitary 
tumorigenesis,  we  are  evaluating  the  effect  of 
energy  restriction  on  the  proliferative  response  of 
the  lactotroph  population  to  estrogens.  A coupled 
immunohistochemistry  assay  for  detection  of 
cytoplasmic  PRL  and  nuclear  incorporation  of 
bromodeoxyuridine  (BrdU)  was  used  to  determine 
the  extent  to  which  the  lactotroph  population 
proliferates  in  response  to  E2.  Circulating  PRL  and 
E2  levels  are  being  measured  by  RIA.  These  data 
will  enhance  our  understanding  of  dietary 
modulation  of  pituitary  tumorigenesis. 

Supported  by  grant  CA68529  from  the  NIH. 
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Nebraska  Family  Physician 
Approaches  to  Mammograms. 

IOHN  L.  SMITH.  M.P.,  BENJAMIN  F.  CRABTREE,  PH.D., 

Department  of  Family  Medicine,  University  of  Nebraska  Medical  Center,  Omaha,  NE. 


The  goal  of  this  research  was  to  identify  and 
describe  Nebraska  family  physician's  systems  and 
strategies  for  breast  screening  and  mammography. 
This  exploratory  qualitative  field  study  used  indepth 
interviews,  which  consisted  of  a one  to  two  hour 
open-ended  narrative  interview,  and  direct  observa- 
tion of  clinical  encounters  of  13  purposefully 
sampled  physicians  representing  both  solo  and 
group  practices  in  both  rural  and  urban  areas.  All 
1 3 physicians  interviewed  felt  that  mammography 
was  an  important  strategy  for  early  detection  of 
breast  cancer  and  recommended  the  screening  test 
for  their  patients.  Although  each  of  these  physicians 
expressed  clear  support  for  mammography  as  a 
screening  tool  and  an  important  part  of  an  annual 
exam,  as  each  articulated  his  or  her  office's  strategy 
towards  mammography,  it  became  apparent  that 
there  is  no  standard  agreed  upon  approach  for 
implementing  mammography  screening  into  prac- 
tice in  Nebraska.  From  the  descriptions,  it  became 
possible  to  classify  strategies  into  two  broad 
categories:  practices  that  attempt  to  screen  all 
eligible  women  regardless  of  the  type  of  visit  and 
practices  who  identify  mammography  as  primarily 
part  of  an  annual  visit.  Literature  suggesting  that  as 
women  age  they  are  less  likely  to  receive  an  annual 
exam  might  lead  to  a hypothesis  that  relying  on  the 
annual  exam  will  result  in  lower  rates  of  screening, 
particularly  in  women  over  the  age  of  50.  A follow- 
up study  is  now  underway  to  determine  the 
distribution  of  these  different  approaches  among 
Nebraska  family  physicians  and  to  examine  which 
strategy  has  better  results. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  First  Bank  Building 
Lincoln,  NE  68508 


1 . Who  can  pronounce  death  in  Nebraska? 
What  is  the  role  of  a nurse  in  this  situa- 
tion. 

The  following  answer  has  been  provided 
by  the  Nebraska  Department  of  Health  Nurs- 
ing Practice  Consultant  Vicky  Burbach. 

The  statutes  of  the  State  of  Ne- 
braska are  silent  upon  the  specific 
issue  of  pronouncement  of  death. 
There  is  no  Nebraska  statute  that 
states  that  only  a physician  may  pro- 
nounce a person  dead. 

Nebr.  Rev.  Stat.  $ 71-605  requires 
that  the  physician  shall  have  the  re- 
sponsibility and  duty  to  complete  and 
sign  in  his  or  her  own  handwriting, 
within  twenty-four  hours,  the  death 
certificate.  The  law  also  requires  that 
if  a physician  was  not  in  attendance, 
the  funeral  director  shall  refer  the 
case  to  the  county  attorney  for  a 
death  certificate. 

Because  the  statutes  are  silent  on 
the  issue  of  "pronouncement  of 
death,"  there  is  no  specific  state  re- 
quirement for  such  a specific  decla- 
ration and  it  is  unclear  as  to  the  exact 
meaning  of  pronouncement  of  death. 


It  is  acceptable  for  a nurse,  including 
the  LPN,  to  recognize  and  record 
that  vital  signs  are  absent,  respira- 
tions ceased,  etc.  An  Attorney  Gen- 
eral opinion  dated  May  25,  1994 
identifies  that  the  certification  of  the 
cause  of  death  on  a death  certificate 
of  a person  dying  in  a nursing  home, 
who  has  been  under  the  care  or 
charge  of  a particular  physician,  may 
be  signed  by  that  physician  even 
though  that  physician  was  not  physi- 
cally present  at  the  time  the  person 
died.  Notification  of  the  physician 
that  life  has  ceased  could  appropri- 
ately be  done  by  a RN  or  LPN. 

★ ★ ★ 


To  inquire  about  other  estate  planning  issues,  contact  your 
estate  planning  advisor,  or  to  receive  our  planning  manual  en- 
titled, "Multigenerational,  Charitable  and  Retirement  Planning 
(Using  Wealth  to  Make  a Difference)",  please  call  our  estate 
planning  hotline  1-800-822-2117,  or  write  to:  Cline,  Williams, 
Wright,  Johnson  & Oldfather,  Attention  Daniel  R.  Stogsdill,  J.D., 
1900  First  Bank  Building,  Lincoln,  Nebraska  68508. 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  Daniel  R.  Stogsdill  of  the  Cline 
Williams  Law  Firm.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


FRIDAY-  SATURDAY,  JUNE  6-7,  1 997—  5th  Annual 
Diagnostic  Dilemmas  in  Women's  Health  Care, 
Location:  Embassy  Suites,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Obstetricians 
and  Gynecologists,  Physician  Assistants.  Fee: 
$100. 

MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  Scientists.  Fee:  $450. 

FRIDAY,  SEPTEMBER  1 2,  1 997  — UNMC  Fall  Can- 
cer Conference,  Epply  Science  Hall,  University  of 
Nebraska  Medical  Center  campus.  Target  Audi- 
ence: Primary  Care  Physicians.  Fee:  $30. 

MONDAY  - SATURDAY,  SEPTEMBER  22-27,  1997 
— Emergency  Medicine  1997:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

MONDAY  - WEDNESDAY,  OCTOBER  6-8,  1 997  — 
5th  International  Symposium  "Blood  Cell  Trans- 
plantation", Omaha  Civic  Auditorium,  Omaha, 
Nebraska.  Target  Audience:  Oncologists,  Hema- 
tologists, Pathologists,  Basic  Scientists.  Fee:  $350. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  Center  for  Continuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42nd 
Street,  Box  985651,  Omaha,  NE  68198-5651.  Call  (402)  559-4152 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  6 42-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONTE DUC  @ UNMC.EDU. 


SAINT  FRANCIS  MEDICAL  CENTER 

THURSDAY,  NOVEMBER  14,  1996  — 1:30  - 9:00 
p.m.,  Third  Annual  Update  on  Primary  Care, 
O'Brien  Conference  Center,  Saint  Francis  Medi- 
cal Center,  Grand  Island,  NE. 

For  further  information  on  pre-registration:  Sherry  Huffman, 
M.Ed.,  (308)  389-5318. 


MAYO  FOUNDATION 

NOVEMBER  1 4-1 6,  1 996  — Mayo  Clinic  OB/GYN 
Clinical  Reviews,  Leighton  Auditorium,  Siebens 
Medical  Education  Building,  Rochester,  Minne- 
sota, Credit:  16.25  Category  1 hours,  Registra- 
tion fee  $325. 

FEBRUARY  1 5-1 9,  1 997  — Selected  Topics  in  Inter- 
nal Medicine,  Rancho  Bernardo  Inn  & Resort,  San 
Diego,  California.  25  Category  1 Credit  AMA, 
Registration  fee:  $625. 

MARCH  14-15,  1997  — Current  Issues  in  Cancer 
Prevention,  Detection  and  Treatment,  Siebens 
Medical  Education  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota.  Credit:  9.5  Category  1 Hours 
AMA,  9.5  Prescribed  Hours  AAFP,  Registration 
Fee:  $195,  Phone:  1-800-323-2688,  FAX:  507- 
284-0532. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  SYMPOSIUM  ON  CANCER 
AND  SMOKING  RELATED  DISEASES 

NOVEMBER  21-22,  1996  — UNO's  Peter  Kiewit 
Conference  Center,  sponsored  by  Nebraska  De- 
partment of  Health,  Creighton  University  School 
of  Medicine,  University  of  Nebraska  Medical 
Center,  University  of  Nebraska  Lincoln,  Omaha, 
Kearney. 

For  information:  UNMC  (402)  559-5130,  Creighton  (402)  280- 
2338,  UNO  (402)  554-2670,  UNL  (402)  472-3171,  Nebraska 
Department  of  Health  (402)  471-3984. 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20, 1997 — Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 


CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

NOVEMBER  21-22,  1996 — Nebraska  Symposium 
on  Cancer  and  Smoking  Related  Diseases,  Peter 
Kiewit  Center,  Omaha,  NE. 

FEBRUARY  7-8,  1997  — Basic  Values  in  Medical 
Practice- Will  Physicians  Still  Be  Needed?  Omaha 
Country  Club,  Omaha,  NE. 

MARCH  1,  1997  — The  Management  of  Colon  & 
Rectal  Diseases  by  Primary  Care  Physicians  and 
Their  Support  Staff,  Marriott  Hotel,  Omaha,  NE. 

MARCH  1 3-1 5,  1 997  — Sixth  Annual  Winter  Meet- 
ing: Midwest  Society  of  Colon  & Rectal  Sur- 
geons, Treasure  Mountain  Inn,  Park  City,  Utah. 

APRIL  14-19,  1997  — "Creighton  Model  Natural 
Family  Planning  Education  Program"  Part  II,  Pope 
Paul  Institute. 

APRIL  26-27,  1997  — Anesthesiology  Program, 
Marriott  Hotel,  Omaha,  NE. 

MAY  10,  1997  — Antithrombotic  Update  for  Pri- 
mary Care  Physicians,  Marriott  Hotel,  Omaha, 
NE. 

MAY  23-25,  1997  — Primary  Care  Update,  Village 
East  Resort,  Okoboji,  Iowa. 

MAY  29-JUNE  1, 1997 — A Review  of  Orthopedics 
& Orthopedics  Pathology,  Creighton  University 
School  of  Medicine,  Omaha,  NE. 

JULY  9-11,  1997  — 14th  Annual  Scientific  Session 
of  the  American  Association  of  Clinical  Anato- 
mists, Hawaiian  Regent  Hotel,  Honolulu,  HI. 

JULY  12,  1997  — Clinical  Anatomy  of  the  Basic 
Physical  Examination,  University  of  Hawaii  School 
of  Medicine,  Honolulu,  HI. 

If  you  have  any  questions,  please  contact:  Sally  C O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CM E Division,  601 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  DECEMBER  6,  1996  — Lymphoma  in 
Difficult-to-Treat  Patients  in  conjunction  with  the 
American  Society  of  Hematology,  Orange  County 
Convention  Center,  Orlando,  Florida.  Target 
Audience:  Oncologists,  Hematologists.  Fee:  No 
Charge. 

THURSDAY-SUNDAY,  DECEMBER  12-14,  1996  — 
Obstetrics  and  Gynecology  Conference,  Bally's 
Las  Vegas,  Nevada.  Target  Audience:  Primary 
Care  Physicians.  Fee:  $325. 

THURSDAY,  FEBRUARY  14,  1 997  — Cardiovascu- 
lar Research  Symposium,  Outpatient  Care  Clinic 
and  Eppley  Science  Hall,  University  of  Nebraska 
Medical  Center  Campus.  Target  Audience:  Basic 
Scientists  and  clinicians  involved  in  cardiovascu- 
lar research.  Fee:  No  Charge. 

SUNDAY-FRIDAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after 
2/10/97. 

11  DAYS,  MARCH  10-21,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

THURSDAY-SATURDAY,  MARCH  20-22,  1997  • 
National  Association  of  Medical  Direction  of 
Respiratory  Care,  Location:  TBA,  Audience:  Phy- 
sicians and  non-physicians  interested  in  medical 
director  and  related  issues.  Fee:  $190. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

THURSDAY,  APRIL  24,  1997  • 17th  Annual  Infec- 
tious Diseases  Symposium,  Eppley  Science  Hall 
Amphitheater,  UNMC  Campus.  Target  Audience: 
Primary  Care  Physicians.  Fee:  $20. 

SATURDAY,  APRIL  26,  1997  — Atrial  Fibrillation 
Flutter  Conference,  Holiday  Inn  Crowne  Plaza, 
Kansas  City,  MO.  Target  Audience:  Cardiologists 
and  Internists.  Fee:  $150. 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth 
page  multiples  for  a twelve-month  period.  Detailed  information  regarding  con- 
tent and  cost  can  be  obtained  through  the  Nebraska  Medical  Association  office, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


KEARNEY 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

KenLandin,  M.D.  obstetrics  - gynecology 

Barton  D.  Ufbausr,  M.D.  John  P.  Reilly,  M.D 

Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 

James  V.  Reiss,  M.D. 

1 1-96 


Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  3 1st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-21 98 

5-97 


© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-97 


LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 -402-484-7600 

1500  S.  48TH  ST„  SUITE  709 
LINCOLN,  NE  68506 

1 800-MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
2115  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 


6-97 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■g"  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

•Board  Certified  ‘Graduates  of  Mayo  Clinic 

•Kidney  Dialysis  & Organ  Transplantion 
• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg  • 100  North  56th,  Suite  407  • Lincoln,  NE 

Phone  (402)  466-8259  or  1-800-633-5492  4.97 
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| LINCOLN,  cont 


eye. 


f surgical 
- associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D, 
Max  W.  Linder.  M.D. 
Gregory  E Sutton.  M D 
Vincent  J.  Sutton.  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Crete,  Nebraska 
Seward.  Nebraska 
Hebrtxi,  Nebraska 
Fairbury.  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D..  F.AC.O.G. 

Joseph  G.  Rogers,  M D.,  FAC.O.G. 

Dennis  L Hodge,  M.D.,  F.AC.O.G. 

Gregory  W.  Heidnck.  M.D.,  F.AC.O.G. 

Yvonne  K.  Davenport,  M.D.,  F.AC.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  nBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

483-7641 

• GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME  1 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

6900  A Street  • Lincoln,  NE  68510 
(402)  436-2000 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine  • Arthroscopic  Surgerv 

Board  Certified 

Fractures  & Trauma  • Hand  Surgerv 

Bruce  A.  Miller,  M.D. 

Total  Joint  Replacement  • Children's  Orthopaedics 

Board  Certified 

Matthew  C.  Reckmever,  M.D. 

Main 

436-2000 

Board  Certified 

Patient  Account  Rep. 

436-2030 

Douglas  P.  Tewes,  M.D. 

Collection  Manager 

436-2044 

Board  Certified 

Prescription  Refills 

434-6363 

John  C.  Yeakley,  M.D. 

Board  Certified 

FAX 

436-2099 

12-96 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Penpheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

‘ Surgery  ol  Trauma  _oAY  0R  N|GHT  - CALL  - * ^r  Surgery 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  68510  12-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 


1500  S.  48th  St.  #800 
Lincoln,  NE  68506 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

(402)489-6554 

or 

1-800-MED-LINC 

12-96 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

12-96 


nebraska*^E%3 

ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHANO 


488-3322 


HOLMES  LAKE  PLAZA 

$940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

12-96 
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Neurological  & Psychiatric 
Specialists,  Inc. 


7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  Ana  Treatment  ol  Neurohehavioral  Disorders.  Neurodevelopmental 
Disorders,  And  Disorders,  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles. 
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Prairie  surgical 

associates  p c 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 

(402)486-3400  • FAX:  486-3344  9-97 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 
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PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 
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pathology 

medical 

services 

pc. 


SAMUEL  E.  BOON.  MD 
JOHN  H CASEY.  M.D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A DYNEK,  MD 
GEORGE  E GAMMEL,  M.D 
PATRICK  A KEELAN.M  D 
STEFFAN  R LACEY.  M D 
CHRISTOPHER  T MASADA.  M D 
' SCOTT  M NOEL.  MD 
MATTHIAS  I.  OKOYE.  M D 
JOHN  F PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  M D 
AINA  I.  SILENIEKS.  M D 
DANIEL  J.  TILL.  M D 
LARRY  D TOALSON.  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street.  Suite  333,  Lincoln.  NE  68506-6960 
402/483-5053  or  800/742-7414 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  685 IQ 
(402)489-8888 
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Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 
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High  tech  as  well  as  highly  personalized  and  caring  service. 

Raju  Rao,  M.D. 

Board  Certified  Radiation  Oncologist 

Our  staff  consists  of  two  Radiation  Therapists  (B.S.  in  Radiation  Science), 
and  a Radiation  Physicist  (M  S.  in  Radiation  Physics.) 

Physician  referrals  only  Hours:  8:00  - 4:30  Monday  - Friday 

6101  Village  Drive,  Suite  100  • Lincoln,  NE  68516 

421-7158 
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LINCOLN 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 


WOMEN'S  CLINIC  OF  LINCOLN,  P C. 

Stephen  G.  Swanson.  M.D  . FACOG 
James  J Maly.  M.D..  FACOG 
Gregory  J Hattan.  M.D..  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/IncontinenceXenter 

Young  Women’s  Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 


OMAHA 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S  Peter  M.  Gordon,  M.D.,  FAC.S. 

R.  Michat1  Kroeger.  M.D.,  FAC  S Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A,  Konigsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street  Omaha,  NE  68114  • (402)  397-9800/1-800  8824770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005 19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha,  NE  68122  Papiilion,  NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

'For  information  on  our  ongoing  research  studies  please  call  1402)  572-3770’  3-97 


CARDIOTHORACIC  & VASCULAR 
SURGERY 


Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE  681 14 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


OMAHA,  cont. 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 
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FIRST 

ASSOCIATES 


EVE 


Building  l pon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 

emeritus 

C.  Rex  Latta.  M.D. 

John  VV.  Pemberton.  M.D. 


John  T.  Ramsell.  M.D. 


Donald  L.  Arkfeld.  M.D. 


Raymond  M.  Crossman.  Ill,  M.D. 


8111  Dodge  SL 
Omaha,  NE 
681144115 
(402)354-8111 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)391-3131 


4242  Famam  SL 
Omaha.  NE 
68131-2810 
(402)552-2300 


D.  Francis  Arkfeld.  M.D. 
Camilla  R.  Parson.  M.D. 

Michael  L.  Goldstein,  M.D. 

Since  1886 


3353  L SL 
Omaha,  NE 
68107-2500 
1402)354-8111 


DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F.  GROSS.  M.D. 

FRANK  J.  IWERSEN.  M.D. 

BERNARD  L.  KRATOCHVIL.  M.D. 

R.  MICHAEL  GROSS.  M.D 

TIMOTHY  C.  FITZGIBBONS.  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY.  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulder  & Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injuries  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 

y 3-97 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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OMAHA,  cont. 


Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  OISEASES 
OF  THE  BRAIN,  SPINAL  CORD 
MUSCLES.  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  ANDTREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENTMEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-838-592-2611 
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HUGH  S.  LEVIN,  M.D.  • JOSEPH  A.  JARZOBSKI,  M.O.  • TIMOTHY  R.  FANGMAN,  M.D. 
DENNIS  P.  TIERNEY,  M O • SHIRLEY  LANDEN  HUERTER,  M.D  • MICHAEL  H PETERS,  M.D, 
D RANDALL  PRITZA,  M D • STEPHEN  M O'CONNOR,  M.D. 


7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 
(402)398-5880 
13906  GOLD  CIRCLE 
OMAHA,  NE  68144 
(402)334-4154 


810  N.  22nd  ST. 
BLAIR,  NE  68008 
(402)  426-1239 
117  N.  6th  ST. 
PLATTSMOUTH,  NE  68048 
(402)296-5550 
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Stanley  L Davis,  M.D.  Kevin  R.  Murphy,  M.D. 
M.  Ross  Thomas,  M.D.  Jeffrey  S.  Nelson,  M.D. 
Thomas  C.  Nilsson,  M.D.  George  A.  Zieg,  M.D 


LOCATIONS 


Midwest  Childrens  Chest  Phynaans  P.C.  is 
affiliated  with  Midwest  Allergy  6 Asthma  Dime  Inc. 

Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


OMAHA 

8552  Cass  Street 
14505  West  Center  Road 
7710  Mercy  Road  #334 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

402-563-3379 


GRAND  ISLAND 

308-381-1700 

FREMONT 

402-397-7400 

MeCOOK 

308-345-8285 

HARLAN 

712-755-5161 


Board  Certifited  in  Adult  & 
Pediatric  Allergy/  Immunology 
and  Pediatric  Pulmonology 


NORFOLK 

402-379-3250 


SHENANDOAH 

712-246-1230 
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PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


4840  "F"  STREET 
P 0.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-97 


C.A.  MCWHORTER,  M.D. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D 
W.R.  MARKUS,  M.D. 


7441  ”0"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-97 


SCOTTSBLUFF 


gT7FT3 

OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
C HADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON  CURRENT 

HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Krynn  K.  Buckley,  M.D.,  Board  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

Darroll  J.  Loschen,  M.D York 

AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  l . Dobesh,  M.D Kearney 

Jerry  J.  Hynes,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

AMBULATORY  SURGICAL 
CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder  Omaha 

John  J.  Heieck,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Hal  K.  Mardis,  M.D Omaha 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D.  •. Omaha 

Raymond  L.  Schulte,  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions 


NMA  TASK  FORCE  ON  THE 
NEBRASKA  PARTNERSHIP  PROJECT 


Allen  0.  Dvorak,  M.D.,  Chairholder Omaha 

Gordon  D.  Adams,  M.D Norfolk 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

William  C.  Bruns,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Joseph  R.  Gard,  M.D Lincoln 

Milton  R.  Johnson,  M.D Scottsbluff 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D. Hastings 

Darroll  J.  Loschen,  M.D York 

Richard  H.  Meissner,  M.D Omaha 

Philips.  Metz,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

David  J.  Hilger,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

NM  A/CREIGHTON 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

Chris  C.  Caudill,  M.D.,  NMA,  Chairholder Lincoln 

Daniel  B.  Einspahr,  M.D Lincoln 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D - Albion 

Kevin  D.  Nohner,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

NMA/UNCM 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

Chris  C.  Caudill,  M.D.,  NMA,  Chairholder Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D. Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jonathan  A.  Stelling,  M.D. Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Board  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

John  Calvin  Davis  III,  M.D Omaha 


H.  Jeoffrey  Deeths,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Robert  F.  Shapiro,  M.O Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Patrick  E.  Brookhouser,  M.D.,  Board  Liaison  ....  Omaha 

Darroll  J.  Loschen,  M.D York 

John  M.  McCammond,  M.D Kearney 

Jerald  R.  Schenken,  M.D Omaha 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

David  L.  Bacon,  M.D.,  Co-Chairholder Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D - Hastings 

Robert  G.  Osborne,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

Patrick  E.  Brookhouser,  M.D.,  Board  Liaison Omaha 

Patrick  A.  Hotovy,  M.D York 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

ORGANIZED  MEDICAL 
STAFF  COMMISSION 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison Hastings 

Samuel  E.  Boon,  M.D Lincoln 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Scott  M.  Ehresman,  M.D Holdrege 

Michael  Finkner,  M.D Kearney 

Randy  T.  Kohl,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Robert  F.  Shapiro,  M.D Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 


AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 


Lawrence  D.  Helmick,  M.D.,  Chairholder... 

Blaine  Y.  Roffman,  M.D.,  Board  Liaison 

Gordon  D.  Adams,  M.D 

...  Kearney 

Omaha 

Norfolk 

Jehangir  B.  Bastani,  M.D 

Lincoln 

Thomas  M.  Connors,  M.D 

Omaha 

Scott  M.  Ehresman,  M.D 

...  Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D 

Omaha 

MichelleS.  Knolla,  M.D 

Omaha 

Robert  F.  Shapiro,  M.D 

Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 


Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Board  Liaison Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Bruce  Gfeller,  M.D Lincoln 

Robert  Hanlon,  M.D Chadron 

Harold  R.  Huff,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Y.  Scott  Moore,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.l. 

William  R.  Palmer,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Kiran  Gangahar,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Milton  R.  Johnson,  M.D Scottsbluff 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Ricnard  A.  Raymond,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison  ..  Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D : Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Desta  Osborne Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

NMA  ELECTRONIC  COMMUNICATIONS 
WORKING  GROUP 

Steven  A.  Schwid,  M.D.,  Chairholder Omaha 

Terry  W.  Bejot,  M.D Lincoln 

Kent  R.  Jex,  M.D Lincoln 

John  R.  Windle,  M.D Omaha 


NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.L 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

November  1996 


NMA  ELECTRONIC  DATA  COMMITTEE 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  T.  Urban,  M.D Kearney 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified  advertising  utilizing 
borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received  by  the  fifth  of  the  month 
preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise  instructed. 
If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRA5KA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512, 
Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


KEYSTONE,  COLORADO: 

Weekly  rental,  3 to  5 minute  walk 
to  the  lifts  and  the  Mountain  House. 
Sleeps  four  to  six.  Indoor  parking, 
pool  jacuzzi,  sauna.  Two  units,  one 
luxury,  one  deluxe).  From  $950  per 
week.  Dr.  Ralph  Bloch,  (714)  692- 
8025. 

OPPORTUNITY: 

Join  2 physicians,  1 PA  at  Central 
Nebraska  Medical  Clinic  in  Broken 
Bow,  Nebraska.  Share  1/5  call  in 
service  area  of  24,000.  Competitive 
guarantee.  Benefits:  malpractice, 
health,  life  and  disability  insurance, 
vacation,  sick  leave,  CME  time  and 
travel.  Modern,  updated  40  bed  hos- 
pital, LTC,  surgical  suites  adjacent. 
Call  308-872-2486,  Aleta  Ambler  for 
more  information. 


OFFICE  EQUIPMENT  FOR  SALE: 

Abbott  Vision  Machine  and  Sup- 
plies. Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 


OPPORTUNITY: 

Rural  lake  country  community  is 
seeking  a Family  Practitioner  and 
Orthopedic  Surgeon  to  join  an  ac- 
tive 13-physician  multispecialty 
group.  Quality,  comfortable  living 
environment,  multiple  recreational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  re- 
laxed call,  liberal  salary  and  excep- 
tional benefits.  Send  curriculum  vi- 
tae or  inquiries  to:  Lake  Region  Clinic, 
PC,  Attn.:  Joel  Rotvold,  PO  Box  1 100, 
Devils  Lake,  ND  58301;  or  call  800- 
648-8898  for  further  information. 


"A  HIDDEN  JEWEL"  IN  WISCONSIN: 

If  you  enjoy  the  friendly  atmo- 
sphere of  a small  community  sur- 
rounded by  natural  beauty,  with  easy 
access  to  a larger  city,  consider  this 
excellent  opportunity  to  practice  in 
Oconto  Falls,  just  30  minutes  from 
Green  Bay,  Wisconsin.  Two  Family 
Physicians  in  Oconto  Falls  seek  an 
associate  to  assist  them  in  providing 
quality  care.  Newly-constructed, 
6,000  square  foot  clinic  is  attached 
to  a modern,  55-bed  hospital,  offer- 
ing a comprehensive  array  of  ser- 
vices. Call  is  1:3,  with  separate  con- 
tracted ER  coverage  seven  days  per 
week.  Superb  quality  of  life;  an  array 
of  recreational  options;  a focus  on 
family  lifestyle;  and  quality  educa- 
tional system  are  available.  Extremely 
attractive  salary,  generous  benefits. 
For  more  information,  please  call  Jacki 
Laske  at  Strelcheck  and  Associates, 
Inc.  (800)  243-4353. 
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NEBRASKA  MEDICAL  JOURNAL™  ,Mtd  n 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 
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Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul.  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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A New  Era  of  Excellence  in  Cancer  Care 
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The  Methodist  Cancer 
Center  will  enhance  patient 
care  by  integrating  multiple 
cancer  treatment  specialists 
and  services  in  a single 
location . ” 


Today  \ leading  cancer  experts  are  combinim 
sophisticated  treatment  modalities -surgen 
chemotherapy  and  radiation  therapy -with 
increasingly  better  results.  This  type  of  care  | 
requires  new  levels  of  collaboration  between 
surgeons,  medical  oncologists,  radiation 
oncologists,  radiologists,  pathologists  and  | 
other  health  care  professionals. 


The  Methodist  Cancer  Center  at  Methodic 
Hospital  was  designed  from  the  ground  up 
to  foster  an  interdisciplinary  approach  to  cana 
care.  In  this  special  setting,  up  to  two  dozen  j 
doctors  contribute  their  expertise  and 
understanding  of  cancer  care.  They 
confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 


Interdisciplinary  care  teams,  composed ot 
specialty  physicians,  oncology  nurses, 
pharmacists,  therapists,  dietitians,  counselors, 
social  workers  and  chaplains  and  guided 
by  a medical  oncologist,  provide  care  at  the 
Methodist  Cancer  Center.  They  coordinate 
services  to  meet  the  patient’s  home  health 
care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient’s  primary 
physician  receives  regular  updates  and 
participates  in  follow-up  care. 

For  more  information  on  the  services 
available  through  the  Methodist  Cancer 
Center  or  to  refer  a patient,  call  the 
Physicians’  Priority  Line,  1-800-627-6363. 


& 

METHODIST 

HOSPITAL 


An  Affiliate  of  Methodist  Health  System 

8303  Dodge  St.  • Omaha,  XE  681 14  '(402)  3T-t" 


Some  kids  really  can’t 
clean  their  elates 


Feeding  and  swallowing  problems  are  serious  barriers  to  proper  growth  and 
development. 

At  Madonna  Rehabilitation  Hospital's  Pediatric  Feeding  and  Swallowing  Clinic, 
children  are  evaluated  by  our  pediatric  team.  The  results,  and  recommendations 
for  treatment,  are  sent  to  the  referring  physician  within  48  hours.  Procedures 
are  videotaped  for  physician  and  patient  use. 

To  refer  a patient,  or  for  more  information,  contact  Janice  Swanson,  M.S.  CCC-SLP, 
402-483-9580. 

The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 402-489-7102 


Coverage 
is  everything. 


You  buy  an  insurance  policy  for  security.  Protection. 
Coverage.  And  the  security  you'll  get  with  a PIC  policy 
is  the  best  money  can  buy.  Our  coverage  simply  cannot 
be  compromised.  Period. 

So  why  take  chances?  When  other  insurance  carriers 
cut  their  rates,  sooner  or  later  they'll  cut  services  too. 
Maybe  you  don't  think  it  matters.  It  doesn't. ..at  least  not 
until  you  get  hit  with  a suit.  Then  you'll  notice  the 
difference.  Oh  boy,  will  you  notice.  (Statistics  show  that  one  of 
seven  physicians  will  be  named  in  a medical  malpractice  claim  during  their  career.) 
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(800)  279-8331  • E-mail:  info@picwis.com 

Tomorrow's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 


© 1996  PIC  Wisconsin 


The  Nebraska  Medical  Journal 


EDITOR 

BENJAMIN  R.  GELBER, 
233  So.  13th  Street 
Suite  1512 

Lincoln,  NE  68508-2091 


M.D. 


VOL.  81  NO.  12 


PRESIDENT  S PAGE 

Out  With  The  Old,  In  With  The  New! 

Christopher  C.  Caudill,  M.D. 


DECEMBER  1996 


395 


EDITORIAL  BOARD 

James  0.  Armitage,  M.D.,  Omaha 
Ronald  L.  Asher,  M.D.,  North  Platte 
Rodney  S.W.  Basler,  M.D.,  Lincoln 
Jehangir  B.  Bastani,  M.D.,  Lincoln 
John  H.  Casey,  M.D.,  Lincoln 
Lynn  A.  Crosby,  M.D.,  Omaha 
Timothy  C.  Fitzgibbons,  M.D.,  Omaha 
Kevin  L.  Garvin,  M.D.,  Omaha 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Scott  P.  Liggett,  M.D.,  Lincoln 
Hal  K.  Mardis,  M.D.,  Omaha 
Pradip  K.  Mistry,  M.D.,  Norfolk 
Richard  A.  Morin,  M.D.,  Lincoln 
Walter  J.  O'Donohue,  Jr.,  M.D.,  Omaha 
Timothy  P.  O'Holleran,  M.D.,  No.  Platte 
Michael  A.  Schmidt,  M.D.,  Lincoln 
Joseph  C.  Scott,  Jr.,  M.D.,  Omaha 
Kenton  L.  Shaffer,  M.D.,  Kearney 
Capl  V.  Smith,  M.D.,  Omaha 
David  L.  Smith,  M.D.,  Lincoln 
Joseph  M.  Stavas,  M.D.,  Lincoln 
William  M.Vosik,  M.D.,  Kearney 
Arthur  Weaver,  M.D.,  Lincoln 
Stuart  P.  Westburg,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 


SUBSCRIPTION  RATE 

$23.00  Per  Year  U.S. 
$25.00  Per  Year  Foreign 
Country 

Single  Copies  - $2.00  Each 


EDITORIAL 

"It  Was  Good" 396 

William  (Bill)  L.  Schellpeper 

Ave  Atque  Vale 397 

Doris  Cole 

Extracorporeal  Lithotripsy  in  Nebraska  — 10  Years  Later 398 

Hal  K.  Mardis,  M.D.,  F.A.C.S. 

LETTERS  TO  THE  EDITOR 399 

Stephen  D.  Star,  M.D.  Robert  B.  Muffy,  M.D. 

ORIGINAL  ARTICLES 

C.A.T.C.H.:  Community  Access  to  Coordinated  Healthcare 400 

Ellen  M.  Reichenbach,  RN,  MSN  Natalie  Clark 

Patricia  Lopez,  RN,  MSN  Darroll  J.  Loschen,  M.D. 

Current  Concepts  In  Guillain-Barre  Syndrome 406 

David  A.  Franco,  M4  Rifaat  M.  Bashir,  M.D. 

A Survey  of  Post  Polio  Syndrome  in  Nebraska 412 

David  S.  Diamant,  M.D.  Harvey  Hillen,  Ph.D. 

Gene  Testing  for  Cancer  Susceptibility 416 

Gwen  Reiser,  M.S.  G.  Bradley  Schaefer,  M.D. 

Renal  Sympathetfc  Nerve  Discharge  Mediated 
by  the  Paraventricular  Nucleus  is  Altered  in 

STZ  Induced  Diabetic  Rats 419 

Andrew  Y.  Reynolds  Kun  Zhang  Kaushik  P.  Patel 

Guglielmi  Detachable  Coil  Treatment  of  a Saccular  Anterior 
Communicating  Artery  Aneurysm:  Case  Study 424 


Eugene  H.  Kang,  M.D.,  Benjamin  R.  Gelber,  M.D.,  Eric  W.  Pierson,  M.D. 


Tim  J.  Watt,  M.D.,  Brian  L.  Boes,  M.D.,  Terri  A.  Maschka,  RN,  BSN 

FRACTURE  OF  THE  MONTH 

Fracture  Dislocation  of  the  Spine 

at  the  Thoracolumbar  Junction 429 

Brett  W.  Fischer,  M.D.  John  W.  Brantigan,  M.D. 

Treatment  of  Pediatric  Femur  Fracture  with  External  Fixation 432 


Copyright©  1996  Nebraska  Medical  Associa- 
tion. Information  concerning  reprints  of  the  ar- 
ticles in  this  Journal  and  concerning  obtain- 
ing permission  for  the  reproduction  of  any  por- 
tion of  this  Journal  may  be  obtained  from  the 
Editor. 

The  Nebraska  Medical  Journal  does  not  as- 
sume responsibility  for  statements  made  or 
opinions  expressed  by  the  authors.  Products 
and  services  advertised  are  neither  endorsed 
nor  warranted  by  the  Nebraska  Medical  As- 
sociation. The  Nebraska  Medical  Journal  re- 
serves the  right  to  accept  or  reject  advertising 
copy. 

Published  monthly  and  Second-Class  Postage 
paid  at  Lincoln,  Nebraska  and  at  additional 
mailing  offices  (ISSN  0091-6730). 

Address  all  correspondence  related  to  sub- 
scriptions, advertising  or  address  changes  to 
William  L.  Schellpeper,  Business  Manager,  233 
So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska 
68508-2091.  Phone  (402)  474-4472. 

POSTMASTER:  Send  address  changes  to  Ne- 
braska Medical  Journal,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508-2091. 


John  Schneider,  M.D.  Lynn  A.  Crosby,  M.D. 

ASK  A LAWYER 436 

Charles  M.  Pallesen  Jr.,  Esq. 

COMING  MEETINGS 437 

REPORTS  OF  OFFICERS,  DELEGATES,  COMMISSIONS 

AND  COMMITTEES 439 

MINUTES,  BOARD  OF  COUNCILORS 475 

MINUTES,  BOARD  OF  DIRECTORS, 

NEBRASKA  MEDICAL  FOUNDATION  475 

HOUSE  OF  DELEGATES,  FIRST  SESSION 476 

HOUSE  OF  DELEGATES,  SECOND  SESSION 478 

INDEX  TO  VOLUME  81 488 


COVER 

“NEBRASKA  PETROGLYPHS” 

by  Liz  Shea-McCoy 
Lincoln,  Nebraska 
(Artist  Biography  on  page  397) 


December  1996  Nebraska  Medical  Journal  5-A 


A Healthier  Future 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph  D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H.  Dunbar  Hoskins,  Jr.,  M.D.,  Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  E$st  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville- Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  D.C.  20001 
American  Medical  Association 

P.  John  Seward,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1330  W.  Peachtree  Street,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 


As  doctors,  we  hold  passion  for  our  work 
and  strive  for  attention  to  detail  with 
refined  medical  solutions. 

As  businessmen  and  women,  we 
seek  honest  relationships  and  a desire  to 
deliver  value  in  a personally  fulfilling 
workplace. 

As  a company,  we  are  committed  to 
partnering  the  success  of  our  customers,  our 
staff  and  our  communities  by  sharing  what 
we  learn  each  day  as  we  build  an  energetic 
and  creative  healthcare  network. 

To  achieve  your  personal  and  professional 
goals,  join  us: 

• Full  and  part-time  opportunities  in 
emergency  medicine,  primary  care, 
anesthesiology,  locum  tenens  and 
ambulatory  care 

• Staffing  in  Iowa,  Nebraska,  Illinois  and 
Minnesota 

• No  restrictive  covenants 

• Fully  accredited  CME  programs 

• St.  Paul  malpractice  insurance 

• Competitive  bonus,  benefit  and 
compensation  packages. 

ACUTE  CARE , INC. 

Respond  to  Melissa  Milliken.  CMSC.  Director 
of  Professional  Relations,  515-964-2772, 
800-729-7813  or  send  CV  to  PO.  Box  515. 
Ankeny,  Iowa  50021. 


Nebraska  Medical  Association 
Executive  Staff 


The  individuals  listed  below  are  the  executive  staff 
of  the  Nebraska  Medical  Association.  Together, 
they  are  able  to  provide  a wealth  of  information 
and  assistance  every  day  to  NMA  members  who 
have  questions  and  want  answers.  If  you  have  a 
question,  we  urge  you  to  pick  up  the  phone  and 
call.  We  are  here  to  help  you. 

WILLIAM  L SCHELLPEPER 

Executive  Director 

KELLY  M.  MADCHARO,  J.D.  ERIC  B.  CARSTENSON,  CAE 

Assistant  Executive  Director  Assistant  Executive  Director 

for  Operations  and  for  Programs  and  Policy 

Corporate  Affairs 


Phone  (402)  474-4472 
Fax:  (402)  474-2198 
E-mail:nma@inetnebr.com 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 

m 


782-3160 


METHODET  & 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


The  Leading 
Source 


FOR  PHYSICIANS  & 
SURGEONS 

* VAST  INVENTORY 
■"KNOWLEDGEABLE  STAFF 
■"QUICK  DELIVERY 

One  call  does  it  all! 
1-800-366-1031 
(402)  423-1031 


PEGLER 
# SYSCO 

MEDICAL  SUPPLY 

1700  CENTER  PARK  ROAD  LINCOLN,  NE  685IJ 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  yourdelinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 
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NMfi  Website  Survey 

The  NMA  is  working  to  enhance  our  web  site. 

Would  you  help  us  by  taking  a moment  to  fill  out  this  survey  and  fax  it  back  to  us  at  (402)  474-4472? 


Name: Address: 

Phone: E-Mail: 


Would  you  be  interested  in  assistance  with  gaining  access  to  the  web,  if  provided  by  NMA?  Yes No 

Do  you  have  access  to  a PC  with  a modem?  Home Work  


What  type  of  PC?  Home Work 

Would  you  purchase  a low  cost  PC  specifically  to  access  the  NMA  website?  Yes No 


What  features  would  you  like  to  see  on  the  NMA  website? 

Publications Drug  Company  & Vendor  Advertising 

Legislation NMA  Activities  

Guest  Speakers CME  


Calendar Other 

FAX:  (402)  474-4472 


The  site  address  is 
http://www.nebmed.org 


FACTS  ABOUT 

KIDS  & TOBACCO  ADVERTISING 

"Old  Joe",  the  cartoon  camel  used  to  advertise 
Camel  cigarettes,  is  as  familiar  to  6-year  old  chil- 
dren as  Mickey  Mouse's  silhouette.  A study  found 
that  91  percent  of  6-year  olds  not  only  recognized 
the  Old  Joe  image,  but  were  able  to  correctly  link 
him  with  cigarettes.  This  was  the  same  recognition 
level  measured  for  the  Disney  icon.' 

Each  year,  more  than  947  million  packs  of  ciga- 
rettes are  sold  illegally  to  children  under  18.  That's 
2.6  million  packs  a day.2 

Every  day  in  the  United  States,  3,000  young  people 
begin  to  smoke  — that's  more  than  1 million  new 
smokers  each  year.3 

NOTES: 

1.  JAMA,  Fishcer  P.,  Schwartz  M.P.,  Richards,  J.W.  Jr.,  et  al. 
Brand  Logo  Recognition  by  Children  aged  3 to  6 years,  1991, 
266:3145-48. 

2.  U.S.  Department  of  Health  and  Human  Services.  Reduc- 
ing the  Health  Consequences  of  Smoking:  2 Years  of  Progress. 
A report  of  the  surgeon  General.  U.S.  Dept,  of  Health  and 
Human  Services,  Public  Health  Services,  Centers  for  Disease 
Control,  Center  for  Chronic  Disease,  Prevention  and  Health 
Promotion,  Office  on  Smoking  and  Health.  DHHS  Publica- 
tion No.  (CDC)  89-8411,  1989. 

3.  Fact  Sheet  About  Smoking  and  Young  People.  Office  of 
Smoking  and  Health.  Centers  for  Chronic  Disease,  Prevention 
and  Health  Promotion,  Roger  Office  Part/Rhodes  Building, 
3005  Chamblee  Tucker  Rd.,  Atlanta  Georgia  30341,  1990. 


Neurologist  & Oncologist 

There  is  an  immediate  opening  at 
Brainerd  Medical  Center  for  a Neurologist 
and  an  Oncologist. 

BRAINERD  MEDICAL  CENTER,  P.A. 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed 
local  hospital  - St.  Joseph's  Medical  Center 

BRAINERD,  MINNESOTA 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  Vh  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 

CURT  NIELSEN 
(218)828-7105  or  (218)829-4901 
2024  South  6th  Street  • Brainerd,  MN  56401 
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Annual  Session 

NEBRASKA  MEDICAL  ASSOCIATION 

The  Nebraska  Medical  Association,  Scientific  Sessions  Committee  announces  the 
1997  Annual  Session.  The  meeting  will  be  April  24  through  April  27,  at  the 
Nebraska  Center  for  Continuing  Education,  in  Lincoln,  Nebraska.  Reserve  these  dates 
now! 

The  Committee  is  preparing  a fascinating  session  that  deals  with  the  subject  of 
genetics.  This  area  of  medical  science  is  certain  to  change  the  practice  of  medicine. 
There  are  immense  social,  political,  and  ethical  consequences  at  stake. 

The  scientific  portion  of  the  meeting  will  take  place  on  Saturday,  April  26. The 
Annual  Session  of  the  House  of  Delegates  will  occur  on  Friday,  April  25  and  Sunday, 
April  27. 

Plan  now  to  attend! 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor  John  C.  Sage,  M.D., 
Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  Dale  E.  Michels, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  Keith  Shuey,  M.D., 
Tecumseh.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Tod  Voss,  M.D., 
Pierce,  Counties:  Antelope,  Cedar,  Cuming,  Da- 
kota, Dixon,  Knox,  Madison,  Pierce,  Stanton, 
Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D.,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Roger  H.  Meyer, 
M.D.,  Utica.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  Judith  A.  Butler, 
M.D.,  Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Fumas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Paul  J.  Dietze,  Hastings 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  . 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo David  L.  Meyer,  Kearney 

Butler Mark  V.  Carlson,  David  City 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney  

Cuming 

Custer Loren  H Jacobsen,  Broken  Bow 

Dodge  Mark  C.  Johannsen,  Fremont .... 

Five Benjamin  J.  Martin,  Wayne 

Gage  


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Burton  Thomsen,  Aurora  

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.J.  Nagengast,  Bloomfield 

Lancaster Joseph  R.  Gard,  Lincoln 

Lincoln  Newton  Mack,  North  Platte  

Madison Richard  P.  Bell,  Norfolk 

Metropolitan  Omaha William  C Bruns,  Omaha 

Northeast Richard  Bell,  Norfolk 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders  Leo  Meduna,  Wahoo 

Scotts  Bluff Paul  Considine,  Scottsbluff 

Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Gary  W.  Barth,  Hastings 
Dwaine  J.  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 

Gerald  W.  Luckey,  David  City 
Clinton  B.  Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
John  C.  Wilcox,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
Kenneth  K.  Pavlik,  Verdigre 
William  P.  Swisher,  Lincoln 
Gary  L.  Vandewege,  North  Platte 
Tod  W.  Voss,  Pierce 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Tod  Voss,  Pierce 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Donald  E.  Fischer,  Scottsbluff 
Bryce  G.  Shopp,  Seward 
Chas.  F Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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To  reach  your  local  office,  call  800-344-1899. 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


PRESIDENT'S  PAGE 


Out  With  The  Old,  In  With  The  New! 

CHRISTOPHER  C.  CAUDILL,  M.D. 


Institutions  and  established  traditions 
never  pass  on  without  a sense  of  something 
being  lost  forever  of  those  experiences  and 
events  which  constitute  a part  of  our  history. 
To  no  lesser  extent  can  this  be  said  as  we 
observe  the  publishing  of  the  last  issue  of 
the  Nebraska  Medical  Journal.  A part  of  this 
state's  scene  in  organized  medicine  since 
1916,  the  Journal  over  the  years  has  been  a 
source  of  medical  education  and  information 
for  thousands  of  physicians  as  well  as  for 
other  groups  interested  in  what  was  happen- 
ing to  and  with  the  medical  profession.  It 
provided  a forum  for  the  airing  of  issues  of 
the  moment,  as  well  as  an  avenue  for  its 
readers  to  express  their  opinions  and  con- 
cerns as  to  the  direction  medicine  in  Ne- 
braska as  well  in  the  nation  was  moving  or 
being  led. 

The  Journal  was  shaped  and  groomed  over 
the  years  by  several  editors.  Dr.  Frank  Cole's 
tenure  was  1 6 years.  He  was  followed  in  1 982 
by  Dr.  Alan  Forker,  and  after  1988  by  Dr. 
Ben  Celber.  Although  each  had  a slightly 
different  concept  of  what  the  format  should 
be,  each  perpetuated  the  basic  structure  and 
content.  Information,  education,  and  com- 
munication: these  were  the  components  to 
be  found  from  issue  to  issue,  regardless  of 
what  the  cover  might  look  like.  Each  of  these 
gentlemen  succeeded  effectively,  but  quietly. 

The  retirement  of  the  Journal  comes  at  a 
time  of  great  introspection  for  the  NMA  as 
we  search  to  assure  that  we  are  meeting  the 
needs  and  share  the  priorities  of  our  mem- 
bers. In  an  effort  to  utilize  our  precious  re- 
sources wisely  and  with  the  acknowledgment 
that  the  written  word  will  soon  take  a sec- 
ondary position  to  the  various  forms  of  elec- 
tronic communications,  your  NMA  Board  of 
Directors,  with  great  thought  and  with  some 
sadness,  elected  to  recommend  to  the  House 
of  Delegates  that  the  Journal  be  discontin- 


Christopher  C.  Caudill,  M.D. 


ued,  and  the  House  concurred.  This  does  not 
mean,  however,  that  other  familiar  modes  of 
communication  will  not  continue  to  be  uti- 
lized by  the  NMA.  To  the  reassurance  of  all, 
we  will  still  be  sending  the  "Pink  Sheet"  on  a 
monthly  basis.  More  importantly,  however, 
your  NMA  is  making  available  to  all  who 
choose  to  use  it  our  entry  into  electronic 
communications  with  the  -NMA  home  page 
on  the  worldwide  web.  This  includes  a 
weekly  update  of  services  available  to  mem- 
bers and  current  information  and  strategies 
on  important  issues  such  as  in  the  areas  of 
legislation  and  public  health.  We  will  con- 
tinue to  use  the  medium  of  the  fax  liberally, 
but  we  will  also  offer  in  conjunction  with 
our  component  societies  instructional 
courses  to  enable  our  members  to  develop  a 
higher  level  of  expertise  and  a greater  level 
of  comfort  with  the  world  of  "cyberspace" 
whether  for  the  home  or  for  their  offices. 

The  passing  of  our  NMA  Journal  is  a nos- 
talgic event,  but  the  Journal  was  only  an  im- 
portant beginning  in  a continuum  in  com- 
munications. We  must  not  merely  try  to  keep 
up,  we  must  keep  ahead!  See  us  at  http// 
www.nebmed.org  or  contact  the  NMA  of- 
fice by  E-mail:nma@ineinebr.com! 


December  1996  Nebraska  Medical  Journal  395 


EDITORIAL 


"It  Was  Good" 

WILLIAM  (BILL)  L.  SCHELLPEPER 

NMA  Executive  Director 


The  Nebraska  State  Medical  Journal  came 
into  existence  on  July  15,  1916.  The  first 
editorial  explained  in  one  of  its  sentences, 
"The  Nebraska  State  Medical  Journal  comes 
into  existence  largely  through  a demand  for 
a more  coherent  medical  profession  in  Ne- 
braska" 

I have  been  involved  with  the  Journal  in 
various  capacities  since  1962,  and  always 
found  it  to  be  an  interesting,  educational 
experience.  My  responsibilities  included  "lay- 
ing out"  or  placing  the  advertisements,  Asso- 
ciation filler  items,  and  so  forth  in  the  front 
and  back  portions  of  each  issue. 

One  of  the  most  interesting  responsibili- 
ties was  working  with  each  editor;  Doctor 
Covey,  Doctor  Cole,  Doctor  Forker,  and 
with  Doctor  Gelber  to  a more  limited  de- 
gree as  other  Association  staff  had  assumed 
those  responsibilities  when  he  became  the 
editor  in  1 987. 

Each  editor  was  unique  in  his  own  way 
and  highly  dedicated  to  the  production  of 
an  excellent  publication.  They  spend  count- 
less hours  on  the  Journal,  some  utilizing  an 
editorial  board  and  others  not.  Each  editor 
had  his  own  desires  regarding  the  format  of 
the  cover  which  ranged  from  the  current 
covers  to  a photo  of  the  State  Capitol  Build- 
ing which  appeared  each  month.  I was  told 
a photo  of  a Hereford  bull  appeared  on  one 
month's  issue  prior  to  1962. 


The  name  of  the  publication  became  the 
Nebraska  Medical  Journal  when  the  word 
"State"  was  dropped  from  the  name  of  our 
Association.  The  Journal  was  recognized  for 
its  excellence  by  receiving  first  prize  in  its 
category  in  the  Medical  Journalism  Compe- 
tition sponsored  by  Sandoz  Pharmaceuti- 
cals in  1 977. 

We  would  like  to  take  this  opportunity  to 
express  our  appreciation  to  the  Norfolk  Print- 
ing Company  for  its  long-term  commitment 
as  the  printer  of  the  Journal.  The  firm,  for- 
merly New  Printing  Company,  has  printed 
the  Journal  since  its  inception.  Les  Falter, 
Mara  Lea  Cook,  and  the  entire  staff  of  the 
company  have  done  an  outstanding  job  of 
continually  assuring  a high-quality  product 
and  always  in  a most  accommodating  fash- 
ion. 

The  journal  was  beneficial  and  served  a 
worthwhile  purpose  for  eighty  years.  Now, 
there  are  new  and  ever-developing  methods 
of  communication,  both  printed  and  elec- 
tronic, that  are  more  applicable  to  the  needs 
of  Nebraska  Medical  Association  members. 

When  you  think  about  the  Journal  from 
the  viewpoints  of  what  it  was  intended  to  do 
and  what  it  did,  one  can  sum  it  all  up  by 
saying,  "It  was  good." 
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EDITORIAL 


Ave  Atque  Vale 

D.C. 


My  memories  of  the  Nebraska  State  Medi- 
cal Journal  go  back  for  only  three  decades.  It 
was  then  that  George  Covey  M.D.  retired 
and  Frank  Cole  M.D.  became  the  editor. 

All  the  work,  as  I recall  it  was  done  in  what 
was  previously  called  our  "Sun  Room".  With 
Dr.  Cole  at  the  helm  of  the  Journal,  the  room 
became  known  as  "The  Office". 

Articles  from  physicians  in  and  out  of  the 
state  came  pouring  in.  Out  came  the  blue 
pencil  as  did  Bartlett  and  Roget.  Perfection 
was  required.  All  the  editorials  (plural)  were 


written  and  rewritten  and  created  by  Dr. 
Cole. 

The  cover  of  the  Journal  was  transformed. 
Out  went  monochrome  and  in  came  living 
color.  The  State  Capitol,  the  American  flag 
and  the  State  flag  brightened  the  cover. 

You  are  mistaken  if  you  think  that  I played 
no  role  in  putting  those  old  Journals  to  bed 
. . . I chose  the  cartoons! 

Frank  Cole,  M.D.  was  the  Editor  of  the  Nebraska 
Medical  Journal  from  1965  to  1981. 


COVER  ARTIST 

Liz  Shea-McCoy  is  a free-lance  designer  in  Lincoln  who  established  her  company,  Original  and  Custom  Designs,  in  1990.  She  has 
served  as  a visiting  instructor  in  the  area  of  design  at  the  University  of  Nebraska-Lincoln  and  is  an  Artist-in-Residence  with  the 
Nebraska  Arts  Council.  In  1994,  Liz  opened  a studio  in  the  newly-renovated  City  Mission  Building  in  order  to  develop  creative 
work  and  teach  private  art  and  design  classes.  In  addition,  she  has  recently  been  asked  to  teach  as  a visual  artist  for  "Arts  Are 
Basic!"  within  the  College  of  Fine  and  Performing  Arts  at  UN-L. 

Liz  earned  both  her  Bachelor  of  Science  Degree  in  Education  and  Masters  Degree  in  Textiles,  Clothing  and  Design  from  the 
University  of  Nebraska-Lincoln.  Shea-McCoy  has  been  published  and  has  won  local,  regional  and  national  recognition  for  her 
work. 

Liz  is  currently  working  on  local  commissions  and  has  designed  for  retailers  in  Lincoln,  Omaha  and  Vail,  Colorado,  as  well  as 
manufacturers  in  Dallas,  Santa  Fe  and  High  Point,  North  Carolina.  The  majority  of  Shea-McCoy's  work  incorporates  designing  and 
teaching  with  silk-screens;  however,  as  a free-lance  designer  she  has  worked  in  a variety  of  media. 

As  a free-lance  designer,  she  initiates  her  design  work  with  a concept  from  one  of  several  sources:  individuals,  business  entities  or 
self-conceived  visual  art  forms.  Concepts  are  followed  by  the  production  of  the  appropriate  medium  which  is  used  to  formulate 
the  desired  format;  examples  include  commissioned  and  original  artwork. 
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EDITORIAL 


Extracorporeal  Lithotripsy  in  Nebraska  - 10  Years  Later 


HAL  K.  MARDIS,  M.D.,  F.A.C.S. 

Medical  Director  of  the  Stone  Center,  Methodist  Hospital 


Extracorporeal  shock-wave  lithotripsy 
(ESWL)  is  a safe,  non-invasive  and  remarkably 
effective  method  for  the  treatment  of  the  vast 
majority  of  urinary  tract  stones.  Initially  used 
in  1 980,  at  the  Grosshadern  Clinic  in  Munich, 
the  Dornier  lithotripter  was  subsequently  ap- 
proved for  use  in  the  United  States  in  1985. 

The  physical  principle  that  explains  the 
effect  of  lithotripters  on  a stone  is  the  energy 
build  up  when  a shock-wave  transmitted 
through  fluid  hits  a brittle  solid  with  different 
acoustical  behavior.  As  the  shock-wave 
traverses  such  a material,  a strong  tensile 
force  within  it  exceeds  its  internal  strength, 
producing  disintegration.  The  shock-wave  for 
the  original  lithotripter  is  generated  in  a tub  of 
deionized/degassified  water  by  an  electrical 
discharge  across  a spark  plug  positioned  at 
the  first  focus  of  a metallic  hemi-ellipsoidal 
reflector  of  approximately  15  cm's  in  diam- 
eter. The  geometric  properties  of  an  ellipsoid 
are  such  that  in  a fluid  medium,  pressure 
waves  originating  at  a first  focal  point  will 
converge  to  a second  focal  point  centered  on 
the  stone.  Living  soft  tissues  transmit  shock- 
waves  as  efficiently  as  water  and  there  is  very 
little  energy  transfer  until  the  wave  makes 
contact  with  the  stone.  When  used  appropri- 
ately, elimination  of  the  stone  particles  is 
usually  uncomplicated  and  long  term  stone 
free  rates  of  85%  are  achieved. 

Methodist  Hospital  was  awarded  a Certifi- 
cate of  Need  for  installation  of  a Dornier 
lithotripter  in  1985  and  the  machine  began 
operation  in  August  of  1986.  Fifty  urologists 
in  Nebraska,  Iowa  and  South  Dakota  agreed 
to  form  a provider  network  for  the  use  of  this 
machine  and  this  became  a national  model 
for  equitable  utilization  of  this  technology. 
However,  problems  with  accessibility  to  this 
lithotripter  soon  became  apparent  and  during 
the  ensuing  years  two  mobile  lithotripters 
were  acquired  by  the  VHA  of  the  Midlands, 
one  located  in  Lincoln  and  the  second  in 
Grand  Island  (Scottsbluff  is  served  by  a mo- 
bile lithotripter  from  Colorado).  There  are 
two  machines  in  Sioux  City  and  one  in  Des 


Moines,  Iowa  City  and  Cedar  Rapids,  Iowa. 
There  are  two  lithotripters  in  Kansas  City  and 
a mobile  system  in  Wichita.  Two  fixed  sites 
exist  in  Denver  in  addition  to  the  mobile  unit 
in  the  Colorado  area.  World  wide,  there  are 
1700  lithotripters  (from  various  manufactur- 
ers), and  350  units  operate  now  in  the  United 
States. 

The  National  Center  for  Health  Statistics 
discharge  data  indicates  that  the  incidence  of 
kidney  and  ureteral  stones  varies  according 
to  geographical  regions  with  the  highest  per- 
centage in  the  south,  followed  by  the  midwest, 
the  northeast  and  the  west.  A survey  by  the 
American  Lithotripsy  Society  reveals  that  the 
areas  served  by  lithotripsy  providers  coin- 
cides with  the  discharge  diagnoses  for  kidney 
and  ureteral  stones  throughout  the  country. 
Sixty-seven  percent  of  the  sites  served  by  the 
providers  were  designated  as  urban  areas  by 
the  Health  Care  Financing  Administration.  The 
highest  percentage  of  rural  sites  are  served  by 
providers  in  the  midwest. 

These  data  show  that  Nebraska  has  been 
well  served  by  the  urologists  and  health  sys- 
tems that  provide  lithotripsy  services  to  their 
patients.  Nevertheless,  there  are  issues  emerg- 
ing which  will  require  new  answers  for  the 
delivery  of  this  technology.  Most  of  the 
lithotripters  in  the  United  States  are  now  over 
8 years  of  age  and  new  types  of  machines  are 
becoming  available  with  less  initial  capital 
expense  and  lower  maintenance  costs.  One 
of  these  new  machines,  the  LithoTron  (TM),  is 
undergoing  an  FDA-IDE  clinical  trial  at  Meth- 
odist Hospital  now. 

Cost  effectiveness  will  become  a more 
dominant  issue  in  the  treatment  of  urinary 
tract  stones  and  new  provider  systems  will 
undoubtedly  emerge.  The  urologists  in  the 
Nebraska  area  remain  committed  to  the  goal 
of  providing  lithotripsy  to  their  patients  in  the 
most  efficient  and  cost  effective  fashion  pos- 
sible. I hope  that  the  cooperative  and  enlight- 
ened manner  of  dealing  with  these  issues, 
demonstrated  10  years  ago,  will  be  repeated 
in  the  future. 
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LETTERS  TO  THE  EDITOR 


Dear  Dr.  Celber: 

This  afternoon  I received  my  copy  of  the  No- 
vember 1996  Nebraska  Medical  lournal.  On 
page  394,  there  is  a full-page  cartoon  depicting 
what  appears  to  be  a patient  on  a psychoanalytical 
couch  and  a psychiatrist  sitting  in  a chair  asking,  "Is 
fruitcake  one  word  or  two?" 

As  a psychiatrist  who  has  practiced  more  than 
twenty  years,  duly  board  certified  in  both  adult 
and  child  and  adolescent  specialities,  I am  of- 
fended on  behalf  of  psychiatrists  and  psychiatric 
patients  in  this  state.  As  physicians,  we  are  patient 
advocates  and  must  respect  and  preserve  the 
dignity  of  mental  health  patients  in  order  to  be 
worthy  of  that  respect  in  return.  I doubt  many 
other  medical  specialties  would  appreciate  seeing 
their  patients'  medical  conditions  or  themselves  as 
targets  of  a very  tasteless  cartoon. 

This  is  indeed  an  unfortunate  departure  from 
your  usual  high  quality  medical  journalism. 

Sincerely, 

Stephen  D.  Star,  M.D. 


Dear  Dr.  Gelber: 

In  case  no  one  else  has  commented  to  you 
about  this,  I think  the  cartoon  on  page  394  of  the 
November  Nebraska  Medical  lournal  does  re- 
quire comment. 

It  seems  inappropriate  to  me  that  an  implica- 
tion was  made  in  any  medical  journal  utilizing  a 
derogatory  term  applying  directly  or  indirectly  to 
a patient. 

Sincerely, 

Robert  B.  Muffy,  M.D. 


Editor's  Note:  I thought  he  was  writing 
a thank  you  note  to  his  aunt. 

B.G. 
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ORIGINAL  ARTICLE 


C.A.T.C.H.:  Community  Access  to  Coordinated  Healthcare 

A Funded  Project  of 

Reach  Out:  Physicians'  Initiative  to  Expand  Care  to  Underserved  Americans 
A Program  of  The  Robert  Wood  Johnson  Foundation 


ELLEN  M.  REICHENBACH,  RN,  MSN 

Consultant,  Community  Health  Nursing 


*NATALIE  CLARK  PATRICIA  LOPEZ,  RN,  MSN 

Project  Coordinators,  Reach  Out:  Physicians'  Initiative 
to  Expand  Care  to  Underserved  Americans 


DARROLL  J.  LOSCHEN,  MD 

Project  Director,  Reach  Out  Physicians' 
Initiative  to  Expand  Care  to 
Underserved  Americans 


THIS  paper  provides  an  over- 
view of  the  accomplishment 
of  planning  phase  and  initial 
implementation  phase  objectives  for  the 
Robert  Wood  Johnson  (RWJ)  Foundation's 
Reach  Out:  Physicians'  Initiative  to  Improve 
Care  to  Underserved  Americans  grant  of 
$300,000  awarded  jointly  in  1994  to  the 
Lancaster  County  Medical  Society  (LCMS) 
and  the  Lincoln-Lancaster  County  Health  De- 
partment (LLCHD).  This  grant  was  initially 
made  to  attempt  regional  replication  of  a 
proven  Medicaid  Access  Coordination 
(MAC)  program  developed  by  the  two  agen- 
cies for  Lancaster  county.  It  has  evolved 
under  the  influence  of  the  Nebraska  Medic- 
aid Managed  Care  Program  (NMMCP),  which 
was  mandated  shortly  after  the  grant  was 
made,  into  designing  and  implementing  a 
regional  health  care  access  program  in  1 5 
southeastern  rural  Nebraska  counties.  After 
reviewing  the  intent  of  the  grant,  a limited 
review  of  the  rural  health  care  literature  is 
provided  to  establish  some  of  the  unique 
features  rural  health  care  presents.  Next,  the 
results  of  the  planning  phase  of  the  grant  are 
reviewed.  Finally,  the  C.A.T.C.H.  model  and 
initial  results  of  its  implementation  are  dis- 
cussed. 

The  Reach  Out  program  is  designed  to 
encourage  physicians  to  find  innovative  ways, 
working  in  partnership  with  other  providers 
and  community  organizations,  to  meet  the 
needs  of  people  who  have  difficulty  obtain- 
ing proper  health  care.  The  program  targets 
people  who  are  without  health  insurance  or 
who  are  on  Medicaid,  people  with  physical 
disabilities  or  chronic  mental  illnesses,  chil- 
dren in  foster  care,  high-risk  adolescents  and 
homeless  people.  In  39  communities  through- 
out the  United  States,  the  Foundation  is 
granting  $12  million  for  the  Reach  Out  pro- 
gram. 


LITERATURE  REVIEW 

Because  the  fifteen-county  area  targeted 
in  the  grant  is  rural,  a literature  review  of 
rural  health  issues  was  conducted  during  the 
planning  phase  since  it  was  known  that  rural 
populations  and  rural  health  care  practices 
differed  significantly  from  urban  ones.  Four 
major  areas  emerged  as  the  literature  review 
proceeded  and  will  serve  as  the  structure  for 
the  presentation  of  the  review.  They  are  (1) 
the  uniqueness  of  the  rural  environment;  (2) 
unique  features  of  the  rural  populations;  (3) 
project  specific  rural  health  care  issues;  and 
(4)  rural  access  to  care  issues. 

UNIQUENESS  OF  THE  RURAL 
ENVIRONMENT 

One  of  the  first  things  that  becomes  ap- 
parent in  studying  the  topic  of  the  rural 
environment  is  the  lack  of  consensus  on 
how  best  to  define  rural.  Many  definitions  of 
rural  and  many  taxonomic  classification  strat- 
egies are  addressed  both  explicitly  and  im- 
plicitly in  the  literature.  This  reflects  both  the 
true  diversity  in  the  rural  environment  and 
the  persistence  of  traditional,  experientially 
based  notions  of  rurality.1-2  The  U.S.  Bureau 
of  the  Census  has  two  distinct  categorical 
schema  for  distinguishing  between  urban 
and  rural.  One  categorizes  individuals,  the 
other  categorizes  counties.  People  are  con- 
sidered rural  if  they  live  in  towns  with  fewer 
than  2500  people  or  if  they  live  in  the  open 
country.  Counties  are  considered  metropoli- 
tan (metro),  or  urban,  if  they  encompass  as 
least  one  city  of  at  least  50,000  population 
or  an  urbanized  area  of  at  least  50,000  with 
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a total  metropolitan  population  of  at  least 
100,000.  Counties  not  classified  as  metro- 
politan are  classified  as  non-metropolitan 
(nonmetro),  or  rural,  by  default.3,4  Popper 
(cited  in  Cordes,  1989)  sought  to  improve 
and  further  refine  the  taxonomy  used  to 
define  rurality  by  demonstrating  that  the 
extremely  low  population  density  found  in 
the  Great  Plains  and  lands  westward  is  a 
characteristic  not  held  in  common  with  other 
rural  areas.  He  designated  these  areas  with 
population  densities  of  fewer  than  six  per- 
sons per  square  mile  as  frontier  areas.  Popu- 
lation density  is  the  one  underlying  charac- 
teristic that  consistently  distinguishes  rural 
from  urban  environments.4,5 

Although  there  is  great  diversity  in 
nonmetro  counties  across  America,  a highly 
specialized  local  economy  is  still  a key  char- 
acteristic of  any  particular  nonmetro 
county.3,5  This  extreme  specialization  in  a 
single  type  of  economic  activity  can  make 
individual  counties  highly  vulnerable  to  ex- 
ternal forces.  Many  enterprises,  such  as  ag- 
riculture and  manufacturing,  are  closely  tied 
to  national  and  international  forces.  Extrac- 
tive industries  such  as  farming,  or  mining, 
are  especially  vulnerable  to  boom  and  bust 
cycles.5  When  the  predominant  economic 
activity  is  beleaguered,  there  are  no  other 
industries  to  provide  jobs.  Therefore,  isola- 
tion and  insularity  are  not  characteristic  of 
most  nonmetro  communities  today.3,5  They 
are  actually  quite  interdependent.  Cordes 
maintains  that  most  of  the  problems  faced 
by  rural  America  are  not  due  to  isolation,  but 
instead  to  the  fact  that  the  rural  economy  is 
"inextricably  interwoven  with  the  national 
and  international  scene  (p.  53). "5 

The  fifteen-county  area  of  the  RWJ  grant  is 
located  in  the  southeastern  sector  of  the 
state  of  Nebraska.  All  the  targeted  counties 
are  nonmetro  counties  and  can  be  further 
characterized  as  mostly  agriculture-depen- 
dent economies.  Some  of  the  targeted  coun- 
ties also  have  manufacturing  industry,  but 
the  predominant  economic  activity  in  each 
of  these  counties  is  agriculture.  None  quali- 
fies as  a frontier  county,  though  west  of  the 
98th  meridian  many  Nebraska  counties  are 
frontier  areas.3 

UNIQUE  FEATURES  OF  THE 
RURAL  POPULATION 

Despite  the  decline  of  the  farm  popula- 


tion— fewer  than  one  in  ten  rural  persons 
lives  on  a farm — overall  nonmetro  popula- 
tion across  the  country  has  increased.5  Bushy 
stated  that  rural  areas  frequently  have  a bi- 
polar age/population  distribution  with  a pro- 
portionately higher  than  average  number  of 
residents  under  17  years  old  and  over  65 
years  old.  Rural  residents  are  more  likely  to 
be  economically  disadvantaged.6,7  Rowland 
and  Lyons  reported  that  nonmetro  areas 
have  higher  poverty  rates  than  metro  areas, 
but  not  significantly  higher  unemployment 
rates.  About  40%  of  all  rural  families  live 
below  the  poverty  level,  yet  the  proportion 
of  poor  rural  families  who  have  two  or  more 
workers  is  nearly  twice  as  high.  This  suggests 
that  more  nonmetro  people  are  under-em- 
ployed.1,6,8 

Perhaps  reflecting  the  growing  diversity 
that  characterizes  modern  nonmetro  areas, 
the  literature  is  inconsistent  regarding  the 
existence  of  a unique  rural  culture.  How- 
ever, since  the  counties  of  concern  in  this 
grant  are  all  predominantly  agricultural,  and 
in  that  sense  more  traditional,  some  of  the 
literature  that  attempts  to  explain  rural  cul- 
ture was  reviewed.  Bushy  identified  a frame- 
work of  concepts  that  represent  commonly 
held  beliefs  of  rural  dwellers.  These  were  (a) 
work  beliefs,  (b)  health  beliefs,  (c)  self-reli- 
ance, (d)  isolation  and  distance,  (e)  lack  of 
anonymity,  and  (f)  outsider/insider  designa- 
tions.1 

Rural  populations  tend  to  place  high  value 
on  work  and  to  integrate  work  into  the  whole 
life  pattern.  Health,  therefore,  is  tied  to  the 
idea  of  work  among  rural  populations.  Re- 
search supports  the  notion  that  rural  people 
most  frequently  defined  health  as  the  ability 
to  work,  or  to  do  what  needs  to  be  done.1,2 
This  has  obvious  implications  for  designing 
and  implementing  preventive  and  wellness 
type  interventions  with  this  population.  The 
concept  of  self-reliance  has  been  attributed 
to  the  rural  population  frequently  and  im- 
plies that  rural  people  first  try  to  use  self-care 
and  informal  social  support  networking  strat- 
egies to  manage  health  care  problems.  Low 
population  density  means  a certain  amount 
of  actual  isolation  and  distance  from  other 
people.  This  would  tend  to  reinforce  the 
quality  of  self-reliance.  When  rural  commu- 
nities are  long-standing,  social  connections 
are  deep  and  long-held.  Privacy  is  difficult  to 
attain  and  relationships  to  and  with  others 
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often  form  the  basis  of  characterizing  indi- 
viduals. The  insider/outsider  phenomenon  is 
an  outgrowth  of  this.  Anyone  who  does  not 
share  in  that  common  web  of  connections  is 
classified  as  an  outsider.  This  dynamic  can 
work  for  and  against  health  care  providers 
depending  on  the  services  they  seek  to  offer. 

PROJECT  SPECIFIC  RURAL  HEALTH 
CARE  ISSUES 

Health  Status  and  Health-Seeking  Behaviors 

A commonly  held  assumption  is  that  rural 
people  are  healthier  than  urban  people,  but 
this  does  not  appear  to  be  true.5  Rural  dwell- 
ers report  fewer  disability  days  due  to  acute 
illnesses,  instead  they  are  more  likely  to 
suffer  from  chronic  conditions.7  This  may  be 
related  to  the  aging  of  rural  populations. 
Furthermore,  poverty  increases  and/or  exac- 
erbates health  problems.  Rural  people  tend 
not  to  report  significant  mental  health  prob- 
lems, yet  there  is  a high  rate  of  suicide  and 
alcoholism  in  rural  areas.5 

Health-seeking  behaviors  among  rural 
people  are  related  to  the  common  under- 
standing of  health  as  the  ability  to  work,  and 
reflect  an  inclination  towards  self-care  and 
self-reliance.  When  rural  dwellers  perceive 
the  need  to  seek  help,  they  first  work  through 
informal  systems,  so  social  support  and  so- 
cial networks  figure  prominently  in  health 
problem  solving  behaviors. 

Medicaid 

Among  the  rural  poor,  38%  of  nonfarm 
residents  receive  Medicaid,  but  only  6%  of 
farm  dwellers  do.7  This  may  occur  because 
Medicaid  is  a means  tested  system  that  re- 
quires individuals  to  meet  an  assets  test  as 
well  as  an  income  test  for  program  eligibility 
— this  may  limit  coverage  in  farm  areas  be- 
cause of  property  and  equipment  assets. 
Also,  Medicaid  excludes  coverage  for  two- 
parent  families.  Seeking  Medicaid  assistance 
among  rural  people  may  also  be  influenced 
by  the  rural  cultural  values  of  self-reliance  as 
well  as  lack  of  anonymity. 

RURAL  ACCESS  TO  CARE  ISSUES 
Physician  Shortages 

It  is  worth  noting  that  all  but  four  of  the 
fifteen  counties  targeted  in  the  grant  are 
designated  either  partially  or  fully  Medically 
Underserved  Area  (MUA).  Four  counties  are 
additionally  identified  as  Health  Professional 


Shortage  Areas  (HPSA).  The  MUA  designa- 
tion is  based  on  four  criteria:  the  popula- 
tion/physician ratio,  the  percent  below  pov- 
erty, the  percent  elderly,  and  the  infant 
mortality  rate.  The  HPSA  designation  means 
the  physician/population  ratio  in  a given 
county  is  greater  than  or  equal  to  3500:1. 9 
Residents  of  HPSAs  had  greater  problems 
finding  access  to  physician  care  than  rural 
people  in  non-shortage  areas.7  It  is  a fact  that 
the  rural  population  tends  to  seek  care  from 
community  physicians  when  they  are  avail- 
able.7 Problems  with  access  to  physicians 
can  result  in  people  using  emergency  de- 
partment for  primary  care  type  problems. 

Uninsurance  and  Under-insurance 

Uninsurance  and  under-insurance  are  typi- 
cally associated  with  those  who  are  poor  or 
with  those  who  are  employed  in  low  paying 
jobs,  or  under-employed.  In  HPSAs  residents 
were  more  likely  to  have  no  insurance  and 
less  likely  to  have  private  insurance  than 
rural  residents  in  non-shortage  areas.7 

Blankenau,  Holder,  and  Mueller  provided 
a profile  of  the  uninsured  in  Nebraska.8  The 
data  from  1990  differed  significantly  from 
that  of  1985  reflecting  an  increase  in 
uninsurance  despite  generally  improved  eco- 
nomic conditions  statewide— even  for  full- 
time employees.  Along  with  Rowland  and 
Lyons  they  found  that  uninsurance  has  con- 
tinued to  climb  despite  a falling  unemploy- 
ment rate— which  suggests  under-employ- 
ment. However,  there  is  a higher  rate  of 
uninsurance  in  metro  counties  than  in 
nonmetro  counties  in  Nebraska.8 

This  brief  review  of  the  literature  high- 
lights some  of  the  unique  features  of  rural 
health  care.  It  pointed  the  grant  staff  in  the 
direction  of  crafting  a delivery  system  that 
began  with  the  rural  physicians  and  net- 
worked existing,  known  and  trusted  commu- 
nity health  care  organizations.  Furthermore, 
understanding  these  uniquenesses  enabled 
the  staff  to  design  an  access  system  that 
provides  a needed  blend  of  both  anonymity 
and  familiarity  to  enable  rural  clientele  to 
overcome  access  to  care  barriers. 

RESULTS  OF  PLANNING 
PHASE  OBJECTIVES 

Four  major  accomplishments  of  the  plan- 
ning phase  included  (1)  compiling  county- 
specific  information  that  assisted  in  verifying 
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and  supporting  the  need  for  a medical  ac- 
cess coordination  project  in  the  fifteen- 
county  area,  (2)  developing  a physician  net- 
work, (3)  securing  the  commitment  of  key 
public  agencies  to  the  project  and  (4)  intro- 
ducing a prototype  model  for  centralized 
access  and  enrollment  of  Medicaid  and 
underserved  clients  in  a 5-county  area. 

Extensive  baseline  data  about  the  fifteen 
counties  was  compiled  and  analyzed.  A grand 
table  that  organized  county-level  health  and 
health-related  indicator  data  was  constructed 
from  data  obtained  from  multiple  sources. 
Some  of  the  county-level  indicators  selected 
were  population,  percentages  of  population 
change,  percentages  of  population  change 
due  to  births  and  deaths,  percentages  of 
poverty,  percentages  of  Medicaid  eligibles, 
percentages  of  change  in  Medicaid  eligibles, 
infant  mortality  rates  and  low  birth  weight 
rates.  Presenting  the  data  this  way  facilitated 
comparing  individual  and  multi-county  data 
and  enabled  easier  trending  of  data.  A Key 
Informant  Interview  Tool  was  created  in  or- 
der to  gather  baseline  information  about 
provider  perspectives,  community  standards 
and  local  traditions  from  hospital  administra- 
tors, physicians,  elected  officials  and  com- 
munity leaders.  A survey  of  physicians  and 
their  office  staffs  was  conducted.  The  results 
indicated  that  no  physicians  had  closed  their 
practices  to  Medicaid  or  to  indigent  patients. 
Continuing  concerns  from  the  physician 
community  and  others  about  the  fragmented 
system  of  human  services  and  health  care 
delivery  along  with  inappropriate  use  of 
emergency  rooms  and  lack  of  rural  transpor- 
tation added  to  the  need  to  respond  to 
access  to  care  for  the  underserved. 

A high  level  of  interest  among  physicians 
to  develop  a physician  network,  catalyzed 
both  by  the  imminence  of  NMCCP  and  the 
activities  of  the  grant  staff,  resulted  in  the 
formation  and  incorporation  of  the  South 
East  Rural  Physicians  Alliance  (SERPA).  One 
of  SERPA's  goals  is  to  cooperate  with  pro- 
grams already  existing  and  those  being  de- 
veloped in  the  network  geographical  arez  to 
assure  access  to  care  of  Medicaid  and  other 
underserved  populations. 

Research  indicated  a significant  number 
of  medically  underserved  people  who  expe- 
rience discouraging  barriers  to  care,  limited 
health-related  services  and  fragmentation  of 
existing  service  delivery  systems.  To  address 


these  concerns  the  grantees  have  been  able 
to  bring  together  several  divergent  entities 
(local  health  departments,  Social  Services 
personnel,  hospitals  and  the  Blue  Valley 
Community  Action  Program  leadership)  into 
a cohesive,  committed  working  group.  Fo- 
cus groups  conducted  by  grant  staff  identi- 
fied common  ground  among  the  agencies. 
Subsequent  discussion  forums  improved  the 
level  of  trust  and  provided  renewed  vigor  to 
address  the  problems  of  the  underserved 
collectively. 

All  of  this  groundwork  resulted  in  the  de- 
sign of  a prototype  access  and  enrollment 
model  that  retains  simplicity  from  the  origi- 
nal MAC  model,  but  is  responsive  to  the 
unique  features  of  the  rural  health  care  envi- 
ronment. Called  C.A.T.C.H.  (Community 
Access  to  Coordinated  Healthcare),  it  in- 
cludes three  components:  a rural  physician 
network,  a health  and  human  services  net- 
work and  "single  contact"  public  health  nurs- 
ing consultation. 

C.A.T.C.H.  IMPLEMENTATION 

C.A.T.C.H.  was  conceived  and  developed 
as  a rural  model  that  could  meet  the  unique 
needs  of  the  rural  underserved  population 
and  existing  rural  health  care  delivery  sys- 
tems. Its  primary  components  included  de- 
velopment of  a rural  physician  network;  de- 
velopment of  a health  and  human  services 
network;  and  "single  contact"  public  health 
nursing  consultation  for  both  clients  and 
providers.  In  the  implementation  phase,  grant 
staff  was  quite  successful  in  marketing  their 
services  and  in  establishing  a positive  track 
record  with  both  clients  and  providers. 

The  fifteen-county  area  was  divided  into 
three  networks  (figure  1).  The  "single  con- 
tact" public  health  nursing  component  is  at 
the  core  of  the  C.A.T.C.H.  project.  Public 
health  nurses  (PHN)  answer  an  800  phone 
line  Monday  through  Friday  at  each  opera- 
tive network  site.  A client  who  calls  after 
hours  can  leave  a message  and  will  be  called 
back  by  the  PHN  in  a timely  fashion.  The 
PHN  provides  assessment,  teaching  and  re- 
ferral to  quality  medical  services  for  the  most 
reasonable  cost.  The  PHN  schedules  appoint- 
ments with  the  appropriate  physician  estab- 
lishing a medical  home  for  the  client,  ini- 
tiates patient  education  regarding  local,  state 
and  federal  programs  for  the  target  popula- 
tion, and  will  follow-up  on  client  compliance 
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Figure  1 
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including  appropriate  use  of  the  emergency 
room.  Furthermore,  should  a physician  need 
to  connect  a client  with  further  health  and 
human  services  resources,  he  or  she  can  also 
place  a call  to  the  PHN  to  mobilize  support 
and  assistance.  A Telephone  Triage  Manual 
is  utilized  to  ensure  continuity  of  informa- 
tion and  teaching  for  each  client. 

The  original  pilot-test  site  was  at  the  Polk 
County  Health  Department  located  in  the 
Annie  Jeffrey  Memorial  Healthcare  Center 
in  Osceola,  Nebraska.  This  site  is  now  the 
command  center  for  Network  I,  which  con- 
sists of  5 counties:  Saunders,  Butler,  Polk, 
York  and  Seward.  These  two  organizations 
provided  both  material  and  personnel  re- 
sources to  the  C.A.T.C.H.  program,  enabling 
it  to  get  off  the  ground  most  successfully. 
Network  I became  operative  in  November, 
1 995.  Also,  the  grant  staff  secured  a contract 
from  the  Nebraska  Department  of  Social 
Services  for  the  Polk  County  Health  Depart- 
ment that  reimburses  the  allowable  federal 
portion  of  equipment,  telephone,  personnel 


training  and  overhead  costs.  Further  support 
is  provided  by  the  Blue  River  Valley  Hospital 
Network  (BRVHN)*a  consortium  of  hospi- 
tals in  Network  I that  aligned  to  prepare  for 
Medicaid  managed  care  and  other  changes 
in  the  health  care  market. 

Network  II,  which  is  located  at  the  Blue 
Valley  Community  Action  Agency  in  Fairbury, 
Nebraska,  consists  of  5 counties:  Fillmore, 
Saline,  Thayer,  Jefferson  and  Gage.  It  be- 
came operational  with  material  resources 
from  the  Blue  Valley  Community  Action 
Agency  in  October,  1996. 

Network  III,  which  will  be  located  at  the 
Nemaha  County  Health  Department  in 
Nemaha,  Nebraska  will  consist  of  5 coun- 
ties: Otoe,  Johnson,  Pawnee,  Nemaha,  and 
Richardson.  It  is  due  to  become  operational 
in  early  1 997. 

C.A.T.C.H.  has  demonstrated  the  ability  to 
provide  a topnotch  access  and  enrollment 
function  enriched  by  the  unique  feature  of 
consultation  with  a public  health  nurse  at 
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the  outset.  The  PHN  provides  the  pivotal 
linkage  between  clients  (Medicaid  and  other 
eligibles),  providers  (physicians,  hospitals, 
health  plans),  and  other  enabling  services. 
Furthermore,  it  is  working  well  in  the  rural 
environment. 

Network  I is  impacting  access  to  care  for 
clients  in  growing  numbers  serving  276  fami- 
lies since  November,  1 995.  Each  month  the 
PHN  sends  at  least  200  notices  to  clients 
reminding  them  to  schedule  their  childrens' 
preventive  (EPSDT)  health  checks  with  their 
physician.  These  notices  are  followed  up 
with  a phone  call  by  the  PHN.  The  goal  is  to 
track  and  increase  the  number  of  health 
checks  each  child  receives. 

Network  I is  also  the  pilot  site  for  a joint 
monitoring  program.  The  PHN  follows-up 
each  emergency  room  visit  made  by  Medic- 
aid patients  in  the  BRVHN  network  of  hos- 
pitals. Using  criteria  developed  by  SERPA, 
she  assesses  whether  the  emergency  room 
was  the  appropriate  entry-into-care  point 
for  that  patient.  Should  a visit  be  deemed 
"inappropriate,"  she  works  with  the  patient 
on  how  best  to  access  the  medical  care 
system. 

VISION  FOR  THE  FUTURE 

Medicaid  Managed  Care  in  Nebraska 
(NMCCP)  was  implemented  in  two  large 
urban  areas,  Omaha  and  Lincoln,  on  July  1, 
1995.  The  plan  was  for  NMCCP  to  roll  out 
to  greater  Nebraska  in  July,  1997.  One  of 
the  main  visions  for  the  C.A.T.C.H.  project 
was  that  it  serve  as  a "laboratory"  where 
regional  systems  and  partnerships  could  be 
created  and  a new  look  to  rural  health  care 
designed.  ThisReacb  Out  grant  implemented 


a prototype  model  of  centralized  access  to 
a regional  physician  network,  in  partnership 
with  regional  health  and  human  service  agen- 
cies. The  strong  partnerships  among  local, 
regional  and  state  entities  forged  during  the 
planning  and  implementation  phases  of  the 
grant  is  now  resulting  in  the  emergence  of 
functional  networks  with  regional  identities 
and  a united  political  voice.  This  alliance 
will  be  prepared  to  respond  jointly  to  any 
requests  for  proposals  for  Medicaid  Man- 
aged Care  in  greater  Nebraska  led  by  the 
Nebraska  Department  of  Social  Services. 
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INTRODUCTION 

The  concept  of  Guillian-Barre  syndrome  (GBS) 
has  evolved  dramatically  within  the  last  10 
years.1  Although  the  clinical  picture  has  not 
changed  significantly,  GBS,  which  has  classi- 
cally been  associated  with  acute  inflammatory 
demyelinating  polyneuropathy  (AIDP),  is  now 
thought  to  represent  additional  pathological 
subtypes.  Although  still  vigorously  debated, 
electrophysiological  and  histological  evidence 
has  lead  to  the  conclusion  that  there  is  a distinct 
form  of  GBS  where  the  pattern  is  predomi- 
nantly that  of  axonal  degeneration.2  In  this 
discussion,  the  most  recent  concepts  of  GBS 
will  be  reviewed  with  emphasis  on  the  axonal 
patterns  and  their  relationship  to  Campylobacter 
jejuni  as  a causal  factor. 

BACKGROUND 

GBS  is  a leading  cause  of  acute  poly- 
neuropathy worldwide  and  more  significantly 
the  most  fatal.  The  incidence  is  estimated  to  be 
.6-2.4  per  100,000  population  per  year.3  Tradi- 
tionally, GBS  has  been  described  as  a poorly 
understood  demyelinating  type  of  neuropathy 
resulting  from  an  immune  attack  against  a 
component  of  myelin  on  the  peripheral  nerve.4'5,6 
It  is  a sporadic  nonseasonal  illness  that  affects 
all  ages,  both  male  and  female  and  up  to  60% 
may  experience  a brief  antecedent  gastrointes- 
tinal or  upper  respiratory  tract  illness.7 

Clinically,  GBS  is  characterized  by  an  "as- 
cending" weakness  which  typically  evolves  over 
1 to  3 weeks  but  some  may  have  a rapid 
progression  requiring  respiratory  assistance  in 
as  few  as  2 to  3 days.3,6  The  severity  of  weakness 
ranges  from  a mild  ataxia  to  complete  paralysis 
of  all  motor  and  cranial  nerves  and  death  may 
ensue  from  respiratory  failure.  It  begins  most 
commonly  in  both  the  distal  and  proximal 
muscles  of  the  lower  extremities  but  may  also 
start  in  the  upper  limbs  and  rarely  as  a facial 
diplegia.  Weakness  is  generally  symmetric  and 
deep  tendon  reflexes  are  absent  in  affected 
areas.  Additional  features  which  can  also  be 


seen  in  severe  cases  include  pharyngeal  muscle 
weakness,  urinary  retention,  tachycardia  and 
orthostatic  hypotension.  Sensory  loss  is  mild 
and  manifest  by  parasthesias  which  consist  of 
numbness  and  tingling  in  a stocking-glove  distri- 
bution or  burning  usually  most  intense  on  the 
palms  and  soles  of  the  feet.3 

Electrophysiological  studies  reveal  decreased 
conduction  velocity  consistent  with  a demyeli- 
nating neuropathy.  Other  electrophysiological 
features  include  conduction  block,  absent  F 
waves  and  prolonged  distal  latencies.8  Interest- 
ingly, 5-14%  of  patients  may  have  normal  con- 
duction studies  during  their  illness.  Cerebrospi- 
nal fluid  (CSF)  analysis  reveals  elevated  protein 
after  the  first  week  with  10  or  fewer  mono- 
nuclear leukocytes.9  Approximately  30%  re- 
quire treatment  in  intensive  care  units  often 
necessitating  the  use  of  significant  resources. 
However,  mortality  has  been  reduced  from 
30%  without  treatment  to  3%  in  recent  series.10 
Recovery  usually  begins  2 to  4 weeks  after 
progression  of  the  disease  stops.3  Overall,  75% 
recover  completely  in  6 to  12  months,4  15% 
suffer  some  permanent  residua  and  only  5% 
have  severe  disability.11 

AIDP 

AIDP  has  previously  been  thought  to  be 
synonymous  with  GBS  and  is  consistent  with 
the  clinical  picture  described  above.12  It  is  the 
most  common  presentation  in  the  United  States, 
Europe  and  Australia.  Pathologically,  AIDP  is 
the  picture  that  has  been  the  most  extensively 
studied.13  AIDP  is  thought  to  be  the  result  of  an 
immune  attack  on  the  peripheral  nerve  that  is 
characterized  by  macrophage  mediated  demy- 
elination  and  associated  with  a variable  degree 
of  lymphocytic  infiltration.14  Macrophages  have 
been  shown  to  attack  the  outer  myelin  lamellae 
often  preserving  the  axon,14  although  it  is  also 
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widely  held  that  intense  inflammation  and  de- 
myelination  can  result  in  secondary  axonal  de- 
generation.15-16'17 The  pathogenesis  of  AIDP  is 
unknown  but  up  to  two-thirds  of  CBS  cases 
have  been  found  to  be  related  to  antecedent 
infections  with  Campylobacter  lejuni,  myco- 
plasma pneumoniae,  herpes,  EBV,  and  HIV.3 

The  notion  that  an  immune  attack  is  respon- 
sible for  the  peripheral  nerve  damage  seen  in 
CBS  is  supported  by  a number  of  findings. 
Clinically,  the  efficacy  of  plasmapheresis  and 
immunoglobulin  used  in  the  treatment  of  CBS 
suggests  the  presence  of  a circulating  immune 
factor.18-19  There  is  also  cumulative  evidence 
that  both  antibody  and  complement  are  in- 
volved in  initiating  the  immune  attack  by  bind- 
ing to  components  of  the  myelin  sheath.  Sev- 
eral studies  have  localized  IgG  and  IgM  to 
myelin  or  the  peripheral  nerve.  The  role  of 
complement  has  also  been  studied  extensively. 
Complement  activation  products  or  terminal 
attack  complexes  have  been  found  in  serum, 
CSF  and  localized  to  peripheral  nerve  myelin.14 
Additionally,  Macko  et  al.  have  detected  comple- 
ment on  the  Schwann  cell  plasmalemma  in  the 
early  stages  of  the  disease  (Table  1).  They 
propose  that  antibody  may  first  bind  to  the 
Schwann  cell  surface  and  then  trigger  the 
complement  cascade  via  the  classical  pathway. 
Compliment  activation  products  would  then 
initiate  vesicular  myelin  damage  which  would 
precede  invasion  by  macrophages.  Although 
promising,  this  proposal  remains  largely  specu- 
lative and  needs  to  be  substantiated  with  addi- 
tional investigation.14 


Table  I.  Localization  of  Immune  Products  in  AIDP 


Tissue 

Immune  Product 

Reference 

Serum 

C5b-9 

Koski  CL,  et  al.  198739 

CSF 

C3a,  C5a 

Hartung  HP,  et  al.  198?° 
Tonnessen  TI,  et  al.  1982" 

C5b-9 

Koski  CL,  et  al.  198  739 
Sanders  ME,  et  al.  198642 
Amarenco  P,  et  al.  198  743 

Myelin 

IgM 

Luijten  JAFM,  et  al.  1972" 
Koski  CL,  et  al.  198945 
Hays  AP,  et  al.  198846 
Koski  CL,  et  al.  1986" 

IgG 

Van  Doom  PA,  et  al  1988" 
Vedeler  CA,  et  al.  198649 
Nyland  H,  et  al.  197850 

Cl 

Koski  CL,  et  al.  1990s' 
Koski  CL,  et  al.  1985s2 

C3b 

Nyland  H,  et  al.  1981s3 

C3d 

Hays  AP,  et  al.  1988" 

C5b-9 

Koski  CL,  et  al.  198739 

Schwann  cell 

C5b-9,  C3d 

Macko  C,  et  al.  199615 

A long  recognized  variant  of  GBS  is  the  Miller 
Fisher  syndrome  which  constitutes  approxi- 
mately 5%  of  all  cases  of  AIDP.  Classically,  it  is 
characterized  by  ophthalmoplegia,  ataxia  and 
areflexia.20  This  clinical  triad  occurs  with  or 
without  associated  extremity,  trunk,  pharyn- 
geal or  facial  weakness.  Despite  these  differ- 
ences, the  Miller  Fisher  syndrome  is  generally 
felt  to  be  closely  related  to  AIDP.  There  should 
be  evidence  of  sensory  nerve  slowing  although 
this  may  not  be  apparent  clinically.  Histologi- 
cally, it  is  characterized  by  inflammatory  infil- 
trates and  demyelination  and  it  has  also  been 
shown  to  follow  infectious  illness  as  will  be 
discussed  later.3 

Axonal  Patterns  of  Guillain-Barre  Syndrome 

Recently,  investigators  have  suggested  that 
certain  cases  of  CBS  exhibit  primary  axonal 
degeneration  as  the  predominant  feature.2  In 
1986,  Feasby,  et  al.  described  an  unusually 
severe  form  of  GBS  in  which  "electrically 
inexcitable  nerves"  suggested  axonal  degenera- 
tion rather  than  demyelination  which  typically 
characterizes  GBS.2  Much  of  this  was  based  on 
electrophysiological  findings  and  only  limited 
pathological  evidence  which  has  been  lacking 
because  of  the  paucity  of  suitable  autopsy 
specimens  representing  early  stages  of  the  dis- 
ease. A vigorous  debate  has  ensued  and  contin- 
ues up  to  the  present  time.13 

Beginning  in  1990,  there  has  been  an  ex- 
traordinary collaboration  between  investiga- 
tors at  Johns  Hopkins  University,  the  University 
of  Pennsylvania  and  researchers  from  the  Sec- 
ond Teaching  Hospital  in  northern  China  where 
the  incidence  of  GBS  is  much  higher  and  the 
opportunity  of  detailed  autopsy  is  greater.  Ad- 
ditionally, the  nature  of  these  cases  have  dem- 
onstrated many  characteristic  differences.  For 
example,  the  incidence  appears  to  be  seasonal, 
peaking  dramatically  in  the  summer  months.  It 
also  appears  to  affect  predominantly  children 
and  young  adults  and  the  vast  majority  of  these 
patients  live  in  rural  settings.  Electrophysiologi- 
cal studies  reveal  a selective  degeneration  of 
axons  without  evidence  of  demyelination.  These 
axonal  patterns  have  outnumbered  the  cases  of 
AIDP  by  at  least  2:1  in  areas  of  China  and 
Mexico.  Furthermore,  some  patients  have  had 
normal  sensation  throughout  the  course  of  the 
illness  which  suggests  a pure  motor  form  of 
GBS.13  This  has  lead  to  the  definition  of  two 
subtypes  of  axonal  GBS:  (1 ) acute  motor  axonal 
neuropathy  (AMAN)21  and  (2)  acute  motor- 
sensory  axonal  neuropathy  (AMSAN).2-15 
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AMAN 

The  first  subtype,  AMAN,  is  axonal  in  nature 
and  presents  as  an  acute  motor  paralysis  with- 
out sensory  involvement.  It  is  characterized  by 
symmetric  areflexia  and  paralysis  with  an  acute 
onset  peaking  in  an  average  of  6 days.  Patients 
present  with  weakness  of  the  lower  extremities 
followed  by  progression  to  facial  weakness, 
dysphagia  and  in  severe  cases  to  quadriplegia 
and  respiratory  insufficiency.  Sensory  functions 
including  pain,  light  touch,  proprioception  and 
vibratory  sense  are  not  affected.  On 
electrophysiologic  testing,  patients  are  noted 
to  have  rapid  falls  in  combined  motor  action 
potentials  (CMAP)  but  not  sensory  nerve  action 
potentials  (SNAP).  Conduction  velocity  is  also 
normal  without  any  additional  evidence  of  de- 
myelination.21  Although  some  cases  are  fatal, 
surprisingly,  recovery  is  usually  considered  to 
be  good  with  either  full  recovery  or  mild  re- 
sidual weakness.  Virtually  all  are  ambulatory  at 
one  year.15 
AMSAN 

In  AMSAN,  axonal  degeneration  is  found  in 
both  motor  and  sensory  nerve  fibers  even  early 
in  the  course  of  the  disease.  This  picture  was 
first  described  by  Feasby  in  1 9862  but  has  since 
been  noted  in  China.13  Patients  with  AMSAN 
have  a rapid  onset  similar  to  AMAN,  but  clini- 
cally tend  to  have  more  severe  disease  usually 
progressing  to  tetraparesis  and  respiratory  fail- 
ure.17 These  patients  present  with  sensory  as 
well  as  motor  deficits.  Electrophysiological  stud- 
ies show  reductions  in  CMAP  and  SNAP,  but  as 
in  AMAN,  conduction  velocities  are  preserved 
indicating  the  absence  of  demyelination.  Nota- 
bly, the  prognosis  in  these  patients  is  poor 
reflecting  axonal  damage.  Recovery  is  prolonged 
extending  over  1 to  2 years  and  most  patients 
are  left  with  severe  residual  disability.1115 

Pathology 

Pathologically,  the  hallmark  of  axonal  GBS 
on  biopsy  is  severe  axonal  degeneration  with- 
out evidence  of  lymphocytic  inflammation  or 
demyelination.15  In  both  AMSAN  and  AMAN, 
the  histological  findings  are  strikingly  similar 
with  macrophages  present  at  the  nodes  of 
Ranvier,  within  the  periaxonal  space  and  occa- 
sionally within  the  axon  itself.  Only  rarely  are 
lymphocytes  seen  in  the  vicinity  of  these  fibers 
suggesting  only  minimal  inflammation.  In  the 
majority  of  these  fibers,  the  myelin  sheath  is 
normal.  In  later  stages  of  the  disease,  typical 
Wallerian-like  degeneration  is  found  to  be  wide- 
spread with  clearance  of  myelin  debris  from 


degenerating  fibers.17  Moreover,  most  of  the 
initial  lesions  as  well  as  the  more  advanced 
disease  is  seen  in  the  spinal  roots  rather  than  in 
the  peripheral  nerves.  Because  Wallerian  de- 
generation proceeds  centrifugally  from  the  site 
of  axon  interruption,  this  would  exclude  the 
possibility  that  preterminal  axonal  degenera- 
tion was  occurring  "downstream"  secondary  to 
severe  demyelinating  changes.13 

The  AMAN  pattern  is  characterized  by  de- 
generation of  motor  nerve  fibers  and  ventral 
roots  while  dorsal  roots  and  predominantly 
sensory  nerves  were  spared.  In  contrast,  pa- 
tients with  AMSAN  have  both  motor  and  sen- 
sory fibers  that  are  extensively  involved  periph- 
erally as  well  as  at  the  level  of  the  spinal  roots.13 
As  compared  to  patients  with  AMSAN,  most 
patients  with  AMAN  recover  completely  de- 
spite evidence  of  axonal  damage  during  the 
acute  stage  of  the  illness.22  Of  note  is  that  some 
cases  of  AMAN  demonstrate  severe  paralysis 
clinically  yet  have  only  minimal  pathology  histo- 
logically. In  these  patients,  the  basis  for  paraly- 
sis and  the  rapid  rate  of  recovery  is  uncertain.  It 
should  also  be  emphasized  that  these  "axonal" 
cases  have  shown  some  degree  of  lymphocytic 
infiltration  and  demyelination  in  a minority  of 
nerve  fibers  such  that  they  should  be  referred  to 
as  predominantly  axonal  and  minimally  inflam- 
matory.13 

Campylobacter  Jejuni 

The  immunopathogenetic  role  of  Campy- 
lobacter Jejuni  and  other  infectious  agents  in 
GBS  has  been  an  intriguing  question  that  has 
attracted  intense  investigation.  C.  jejuni  has 
evolved  as  the  organism  most  frequently  impli- 
cated in  the  etiology  of  GBS.  This  gram  negative 
rod  is  found  in  poultry,  pets,  raw  milk,  and 
contaminated  water  and  constitutes  the  most 
common  cause  of  diarrheal  illness  in  the  world.23 
A pathogenetic  theory  of  molecular  mimicry 
has  been  proposed  in  which  an  antigen  on  the 
peripheral  nerve  may  become  a target  of  the 
immune  system  because  it  shares  a molecular 
configuration  similar  to  a glycolipid  on  the 
lipopolysaccharide  membrane  ofC.  /e/un/.10-23'24 

Investigators  have  had  to  rely  on  serologic 
methods  for  detection  ofC.  Jejuni  because  stool 
cultures  are  often  negative  by  the  time  patients 
become  symptomatic  with  GBS.  Studies  have 
shown  that  anywhere  from  1 2%-60%  of  pa- 
tients with  GBS  have  evidence  of  previous 
infection  with  C.  jejuni.  This  reflects  varying 
methods  of  serologic  detection  as  well  as  re- 
gional variations  in  the  incidence  of  the  disease 
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which  is  thought  to  be  higher  in  nonindustrial- 
ized  nations.25  Recent  studies  in  the  United 
States  and  Europe  have  found  the  prevalence  of 
C.  jejuni  in  CBS  patients  to  be  15%-40%  while 
investigators  in  northern  China  estimate  the 
figure  to  be  as  high  as  66%.22  Previously,  re- 
searchers have  linked  C.  jejuni  infection  to 
more  severe  disease,  28-29-30  axonal  degenera- 
tion, 17,21 -24-30-31-32  poorer  prognosis.29  At  the 
same  time,  none  of  these  correlations  has  been 
clearly  defined  and  there  are  also  studies  that 
have  shown  no  relationship.22'28-33 

Nonetheless,  studies  published  within  the 
last  year  have  been  able  to  shed  additional  light 
on  the  matter.  Ho  et  al.  have  investigated  the 
relationship  between  C.  jejuni  and  the  pattern 
of  GBS  in  China,  where  the  incidence  of  the 
AMAN  form  of  GBS  is  much  higher.  In  their 
population,  66%  of  GBS  patients  have  evi- 
dence of  C.  jejuni  infection  versus  16%  of 
village  controls.  Remarkably,  76%  of  patients 
with  AMAN  were  seropositive  for  C.  jejuni 
versus  42%  of  those  with  AIDP.  Although  the 
relationship  to  AMAN  failed  to  reach  statistical 
significance,  it  still  would  seem  to  support  the 
hypothesis  that  GBS  patients  with  antecedent 
C.  jejuni  infection  tend  to  have  a predominantly 
axonal  pattern  of  disease.22  Moreover,  a recent 
report  by  Rees  et  al.  studied  a population  of 
GBS  patients  in  England  in  which  26%  were 
positive  for  C.  jejuni.26  They  found  a significant 
correlation  between  C.  jejuni  and  the  axonal 
forms  of  GBS,  such  that,  of  those  patients  who 
were  C.  jejuni  positive,  24%  had  a pure  axonal 
form  versus  2%  of  those  who  were  negative  for 
C.  jejuni . 26,27  They  also  concluded  that  C.  jejuni 
correlated  with  slow  recovery  and  residual  dis- 
ability.26 

Attempts  to  characterize  the  specific  anti- 
body that  binds  to  both  C.  jejuni  and  the 
peripheral  nerve  have  been  numerous.  Investi- 
gation has  focused  primarily  on  anti-glycolipid 
antibodies  the  most  promising  of  which  include 
anti-GM1  as  well  as  anti-GM  , anti-GDla,  and 
anti-GD1k,  and  LK,  and  3'LM,.22  Correlations  of 
C.  jejuni  and  these  glycoconjugates  in  GBS 
patients  have  shown  potential  but  as  yet  there 
has  been  no  consistent  relationship  with  any 
particular  antibody.25  Both  Ho,  et  al.  and  Rees, 
et  al.  have  made  concerted  attempts  to  investi- 
gate any  associations  to  anti-GM,  that  may  be 
present  in  their  recent  studies.  Although  present 
in  a high  proportion  of  GBS  patients  as  com- 
pared to  controls,  no  significant  correlations 


were  found  between  anti-GM,,  the  pattern  of 
disease,  AMAN  or  AMSAN,  or  positive C.  jejuni 
serology22-27  (Table  2). 


Table  2.  Precent  of  GBS  patients  with 
positive  serology  for  anti-GM  antibodies 


GM, 

+ (Ho,  et  al.  1995) 22 

Gml  + (Rees,  et  al  1995)27 

All  patients 

16/38  (42%) 

24/96  (25%) 

C.  jejuni + 

11/25  (44%) 

13/25  (52%) 

C.  jejuni ■ 

5/13(38%) 

11/71(15%) 

AMAN 

10/21  (48%) 

— 

AMAN/AMSAN 

— 

4/7  (57%) 

AIDP 

4/12(33%) 

11/57(19%) 

Controls 

1/17(6%) 

1/71(1.4%) 

The  Miller  Fisher  syndrome  has  also  been 
shown  to  be  associated  with  antecedent  infec- 
tion with  C.  jejuni  and  may  share  a similar 
pathogenetic  process  with  other  forms  of  GBS.3 
Studies  have  shown  that  the  Miller  Fisher  syn- 
drome is  characterized  by  anti-GQ,b  antibod- 
ies. Although  further  investigation  is  needed,  it 
is  attractive  to  hypothesize  that  this  could  rep- 
resent a separate  antigen  on  the  lipopolysac- 
charide  membrane  of  C.  jejuni , similar  to  other 
forms  of  GBS,  yet  affecting  a peripheral  nerve 
•distribution  resulting  in  ophthalmoplegia,  ataxia 
and  areflexia  characteristic  of  the  Miller  Fisher 
syndrome.17 

Proposed  Pathogenetic  Mechanism 
and  Classification 

Although  it  remains  a matter  for  speculation, 
a pathogenetic  sequence  for  axonal  GBS  has 
been  proposed  by  Griffen  et  al.17  They  suggest 
that  an  immune  response  may  be  directed 
toward  a glycoconjugate  of  C.  jejuni  which  is 
shared  by  peripheral  moto,r  nerve  fibers.  Anti- 
body and  subsequently  complement  may  bind 
to  these  epitopes  which  are  likely  to  be  local- 
ized to  the  axolemma  or  the  periaxonal  space 
(C.  Macko  et  al.,  unpublished  data,  1995). 
Macrophages  are  then  thought  to  enter  at  the 
nodes  of  Ranvier  and  dissect  into  the  middle  of 
the  internode  eventually  culminating  in 
Wallerian  degeneration  of  the  never  fiber.34 
The  milder  forms  of  axonal  GBS  may  represent 
binding  of  antibody  only  to  motor  fibers  result- 
ing in  transient  impairment  in  conduction  which 
then  is  rapidly  reversed.17 

The  relationship  of  the  various  subtypes  of 
GBS  remains  to  be  defined.  However,  based  on 
current  findings,  GBS  may  be  classified  into  two 
major  categories:  (1)  AIDP,  which  has  the  po- 
tential for  secondary  axonal  degeneration,  and 
(2)  primary  axonal  GBS  represented  by  AMAN 
and  AMSAN.  The  remarkable  similarities  be- 
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tween  AMAN  and  AMSAN  may  reflect  varying 
degrees  of  the  same  disease  process.  AMAN,  in 
which  predominantly  ventral  roots  are  involved, 
may  be  a less  severe  form  of  the  same  pathoge- 
netic process  as  AMSAN,  where  both  dorsal 
and  ventral  roots  are  affected.  Although  some 
believe  it  to  be  related  to  the  demyelinating 
patterns  of  GBS,  the  Miller  Fisher  syndrome 
may  represent  a variant  into  itself17  (Figure  1). 

Figure  1:  Proposed  relationships  between  the 
various  forms  of  Guillain-Barre  syndrome  (GBS) 

GBS 


AMAN  AIDP  Miller  Fisher 

syndrome 


T t 

AMSAN  secondary  axonal 

degeneration 

‘Adapted  from  Griffin  et  al.  Pathology  of  motor-sensory 
axonal  Guillain-Barre  syndrome.  Ann  Neurol  1996;39:26 

Conclusion 

GBS  is  now  thought  to  encompass  several 
variants  rather  than  one  disease  as  originally 
described.1  These  include  AIDP,  AIDP  with 
secondary  axonal  degeneration,  AMAN  and 
AMSAN.  Arguments  from  opponents  of  the 
designation  of  a primary  axonal  GBS  center  on 
the  contention  that  electrophysiological  con- 
duction block  may  be  due  to  extensive 
preterminal  demyelination  rather  than  axonal 
degeneration35-36  or  that  the  axon  may  be  a 
"bystander"  damaged  secondarily  as  a result  of 
severe  inflammation  and  demyelination. 15'37-38 
Although  evidence  supports  a case  for  second- 
ary axonal  damage,  a primary  axonal  form  of 
GBS  also  exists  based  on  the  data  presented 
above;  namely  that  axons  have  been  found  to 
degenerate  while  the  myelin  sheathes  remain 
normal.  This  occurs  early  in  the  course  of  the 
disease  and  even  at  the  most  proximal  spinal 
roots.  The  high  incidence  of  C.  Jejuni  infection 
in  GBS  patients  suggests  some  role  in  the 
pathogenesis  of  the  disease,  but  the  exact 
extent  is  unknown.  Past  studies  have  correlated 
C.  Jejuni  to  severity  and  prognosis  but  the  most 
prominent  relationships  appears  to  be  to  ax- 
onal forms  of  GBS  and  the  AMAN  pattern  in 


particular.  While  there-  are  many  promising 
hypotheses,  the  inciting  events  and  the  true 
relationship  between  the  various  patterns  of 
GBS  are  still  far  from  being  elucidated. 
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AT  one  time  the  most  common 
viral  infection  of  the  nervous 
system,  poliomyelitis  has 
been  almost  completely  eradicated  in  the 
United  States,  due  primarily  to  the  introduc- 
tion of  the  Salk  and  Sabin  vaccines,  in  1956 
and  1961,  respectively.  Prior  to  vaccination 
against  the  polio  virus,  approximately  25,000 
to  50,000'  new  cases  of  polio  occurred  yearly 
in  the  United  States.  Epidemics  occurred  in 
the  summer  and  autumn  months.  In  most, 
infection  was  subclinical,  or  at  most  mani- 
fested by  flu  like  symptoms.  In  a small  minor- 
ity, less  than  1 percent'  of  infected  individu- 
als, varying  degrees  of  paralysis  developed 
shortly  after  ones  febrile  illness.  The  extent 
of  paralysis,  which  involved  the  limbs,  the 
trunk,  and/or  the  bulbar  innervated  muscu- 
lature, ranged  from  mild  weakness  to  plegia. 
Provided  the  patient  did  not  die  during  acute 
polio,  then  after  the  extent  of  paralysis 
peaked,  the  patient  often  began  a long  reha- 
bilitation that  in  many  took  years.  Eventually, 
neurologic  and  functional  recovery  would 
plateau.  Paralytic  polio  had  always  been 
considered  to  be  a self  limiting  disease, 
manifested  by  acute  paralysis  followed  by 
variable  recovery.  Over  the  past  two  de- 
cades, greater  numbers  of  polio  survivors 
have  presented  with  new  symptoms  such  as 
weakness,  fatigue,  muscle  pains,  joint  pains, 
difficulties  in  swallowing  and/or  breathing. 
Often,  these  symptoms  were  not  attribut- 
able to  other  medical  conditions.  These  symp- 
toms often  began  30-40  years  after  their 
acute  paralytic  polio,  and  they  more  com- 
monly occurred  in  those  who  were  older 
(greater  than  age  10)  and  more  severely 
afflicted  by  the  virus.  In  the  medical  litera- 
ture, as  well  as  in  the  lay  press,  these  new 
symptoms  have  become  known  as  the  post 
polio  syndrome  (PPS).  It  is  now  generally 
accepted  that  polio  is  not  a monophasic 
disease,  but  rather  its  effect  may  in  fact  be 
biphasic,  causing  new  symptoms  and  prob- 
lems years  since  the  acute  illness. 


The  epidemiology  of  PPS  has  been  care- 
fully documented  in  several  studies,2-7  and 
epidemiologic  trends  tend  to  be  similar  across 
most  of  them.  No  study  has  been  under- 
taken to  explore  the  epidemiology  of  PPS  as 
it  pertains  to  polio  survivors  currently  living 
in  the  state  of  Nebraska.  Issues  concerning 
the  prevalence  of  PPS,  the  prevalence  of 
many  symptoms  of  PPS,  and  the  functional 
status  of  polio  survivors  is  unknown  for  the 
state  of  Nebraska.  Because  of  the  large  num- 
ber of  polio  survivors  who  currently  live  in 
our  state,  we  piloted  a study  of  this  popula- 
tion, beginning  in  September  1995. 

METHOD 

A 77  item  questionnaire  was  distributed 
to  2500  polio  survivors  in  the  autumn  of 
1995.  The  vast  majority  of  questionnaires 
were  mailed  to  members  of  the  Nebraska 
Polio  Survivors  Association  (NPSA),  while 
several  others  were  dispensed  to  non-NPSA 
members.  NPSA  is  a not  for  profit  group 
whose  vision  consists  of  education  and  sup- 
port for  survivors  of  polio.  The  focus  of  the 
questionnaire  was  in  four  main  areas:  1) 
biographical  issues  of  polio  survivors,  2)  acute 
polio  issues,  3)  post  polio  sequelae,  and  4) 
current  function  of  polio  survivors. 

Table  1 : 

Effects  of  Acute  Polio  in  407  Survey  Respondents 


Average  age  at  onset  (years) 1 1 .6 

Quadriparesis 1 7 

Paraparesis 46 

Right  arm  only 1 9 

Left  arm  only 1 4 

Right  leg  only 29 

Left  leg  only 23 

Bulbar  weakness 26 

Trunk  weakness 38 

Hospitalization 78 

Rehabilitation 76 

Time  to  plateau  (months) 26 


'Reprints  request  and  correspondence  to:  David  S.  Diamant, 
M.D.,  Madonna  Rehabilitation  Hospital,  5401  South  Street,  Lin- 
coln, NE  68506. 
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Table  2: 


New  Symptoms  Noted  bv  407  Survey  Respondents 


Symptom 

Number 

Percent 

Weakness  (muscle/limb) 

338.. 

83 

Joint  pain 

Progressive  weakness/fatigue 

273.. 

67 

during  the  day 

272.. 

67 

Cold  sensitivity 

263.. 

64 

Unrefreshing  sleep 

242.. 

59 

Muscle  pain 

242.. 

59 

Exhaustion 

212., 

52 

Decrease  in  walking  ability  .. 

201  ., 

49 

Numbness 

170.. 

42 

Change  in  swallowing 

137. 

34 

Radiating  pains 

121  . 

30 

Change  in  voice  quality 

71  . 

17 

Difficulty  with  memory 

65. 

16 

Difficulty  concentrating 

28. 

7 

Table  .3: 

Functional  Status  of  407  Survey  Respondents 


Functional  Characteristic 

Number 

Percent 

Currently  employed 

184.. 

45 

Change  in  job  type  (due 
to  PPS) 

61  .. 

15 

Change  in  home  activities 
(due  to  PPS) 

267.. 

65 

Change  in  leisure  pursuits 
(due  to  PPS) 

193.. 

47 

Wearing  of  an  orthotic 

102.. 

25 

Use  of  assistive  device 

182.. 

45 

Use  of  wheelchair/scooter  ., 

140.. 

34 

RESULTS 

Of  the  2500  surveys  that  were  distributed, 
returned  were  700,  407  being  completed  by 
polio  survivors  currently  living  in  Nebraska. 
Of  these,  nearly  two  thirds  of  the  respon- 
dents were  female.  The  average  age  of  a 
polio  survivor  at  the  time  of  the  survey  was 
58.3  years.  A large  majority  had  been  or 
were  currently  married,  had  borne  children, 
and  had  had  at  least  12  or  more  years  of 
education. 

Table  1 reflects  the  experience  that  the 
sample  had  during  acute  poliomyelitis.  Just 
under  half  were  ten  years  old  or  younger 
when  they  contracted  acute  polio,  although 
the  average  age  of  the  respondents  was  1 1 .6 
years.  1 7%  had  paresis  in  all  four  of  their 
limbs,  38%  indicated  that  their  trunk  was 
affected,  with  another  26%  indicating  that 
they  had  bulbar  involvement,  manifested  by 
difficulties  in  their  breathing  and/or  swallow- 
ing. Just  over  three  quarters  of  the 
respondents  were  hospitalized  during  acute 
polio,  with  76%  having  received  some  type 
of  rehabilitation  service.  About  one  third  of 


the  respondents  underwent  one  or  more 
surgeries,  as  a result  of  their  acute  polio.  The 
average  respondent  indicated  that  the  dura- 
tion from  onset  of  acute  polio  to  time  of 
maximum  recovery  was  just  over  two  years, 
although  such  took  1 .5  times  longer  in  those 
who  were  younger  than  ten  years  of  age  at 
the  time  of  disease  onset. 

Nearly  three  out  of  every  four  respon- 
dents believed  that  they  had  postpolio 
syndrome.  Table  2 summarizes  the  most 
common  new  symptoms,  in  rank  order,  of 
the  survey  respondents.  The  most  commonly 
acknowledged  new  symptom  was  muscle/ 
limb  weakness,  followed  by  arthralgias,  and 
then  progressive  weakness  (fatigue)  as  the 
day  evolved.  64%  complained  of  cold  intol- 
erance, 42%  complained  of  paresthesias, 
34%  noted  changes  in  their  swallow,  59% 
noted  an  unrefreshing  nights  sleep.  67% 
noted  arthralgias,  and  59%  noted  myalgias. 
16%  noted  new  changes  in  their  memory, 
manifested  by  problems  in  name  and  thought 
retrieval,  concentration,  arithmetic,  and  re- 
calling both  recent  and  remote  memories.  In 
addition,  nearly  half  noted  a change  in  their 
walking  ability,  with  30%  noting  lower  ex- 
tremity biomechanical  deficits  such  as  foot 
drop  (37%),  and  knee  instability  (26%)  [al- 
though many  respondents  did  not  indicate  if 
such  biomechanical  changes  were  new  or 
old].  Of  those  who  believed  that  they  had 
post  polio  syndrome,  the  average  latency 
between  recovery  from  acute  polio  and  the 
onset  of  new  symptoms  was  34  years. 

The  functional  status  of  the  survey  respon- 
dents is  summarized  in  Table  3.  45%  of  our 
respondents  continue  to  work,  while  15% 
needed  to  change  their  job  functions  due  to 
postpolio  symptoms.  65%  note  that  their 
occupational  or  homemaking  tasks  have  been 
affected  by  their  postpolio  syndrome,  and 
avocationally,  47%  have  had  to  change  their 
hobbies  due  to  the  effects  of  postpolio  syn- 
drome. 45%  utilize  an  assistive  device  such 
as  a cane,  crutches  or  a walker,  while  34% 
use  a wheelchair,  scooter  or  other  motor- 
ized vehicle  to  ambulate.  One  quarter  of  the 
respondents  utilized  an  orthotic. 

DISCUSSION 

New  muscle  weakness  presenting  later  on 
in  life  in  a polio  survivor  was  first  described 
by  Charcot  and  others  in  1875.8  Over  the 
past  generation,  thousands  of  cases  have 
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been  cited  regarding  new  symptoms  in  polio 
survivors,  several  decades  after  their  initial 
paralysis. 2'3,7,9  Multiple  etiologic  theories  have 
been  postulated,  although  verification  of 
these  has  been  difficult.’0  One  of  the  more 
plausible  theories  is  that  the  increased  meta- 
bolic demand  of  an  enlarged  motor  unit 
(large  due  to  reinnervation  of  previously 
denervated  motor  units  from  acute  polio) 
will  result  in  premature  exhaustion  and  sub- 
sequent death  of  that  motor  neuron.  Such 
has  been  supported,  although  not  proven, 
by  several  histologic  and  electromyographic 
studies.”  ’3  Several  epidemiological  stud- 
ies2-7 have  been  undertaken  to  present  the 
prevalence,  the  signs,  symptoms,  and  other 
characteristics  of  PPS.  The  NPSA  survey  was 
undertaken  to  capture  the  impressions  and 
experiences  of  polio  survivors  living  in  Ne- 
braska, and  to  see  how  they  correlate  with 
previous  such  studies. 

The  effect  of  acute  polio  on  the  survey 
respondents  was  quite  profound,  as  evi- 
denced by  the  extent  of  limb,  trunk,  and/or 
bulbar  muscle  paralysis,  the  number  who 
required  hospitalization,  and  the  prolonged 
period  of  time  for  their  neurologic  and  func- 
tional levels  to  plateau.  The  history  of  these 
polio  survivors  parallels  that  presented  in 
other  studies.2,3  As  in  these  studies,  many 
had  acute  polio  at  a mean  age  of  about  ten 
years,  required  several  years  to  maximally 
recover,  and  experienced  30-40  years  of 
stable  function  prior  to  presenting  with  new 
symptoms.  Once  new  symptoms  occurred, 
they  varied  between  few  and  many,  depend- 
ing on  the  individual. 

Symptoms  of  PPS  can  often  be  catego- 
rized into  three  groups— systemic,  neurologic, 
and  orthopedic.  By  and  large,  the  most  promi- 
nent systemic  symptom  is  fatigue,  often 
described  as  progressive  feelings  of  limb/ 
body  tiredness  over  the  course  of  the  day, 
heaviness  in  the  limbs,  exhaustion,  and/or  a 
sudden  onset  of  profound  lassitude  that,  as 
a result,  curtails  ones  ability  to  physically 
function.  As  seen  in  the  survey  respondents, 
the  third  most  commonly  presented  new 
symptom  is  that  of  progressive  weakness 
over  the  course  of  the  day,  a reflection  of 
generalized  fatigue.  A large  number  (67%) 
note  feelings  of  exhaustion,  as  well  as  a 
decrement  in  their  ability  to  ambulate,  due 
to  fatigue.  Such  correlates  fairly  well  with 
other  studies.2-3  Other  systemic  manifesta- 
tions include  cold  intolerance,  and  vasomotor 


instability,  which  can  present  with  limb 
edema  and  color  changes  to  the  affected 
limb.  Such  was  noted  in  31%  and  20%, 
respectively,  of  the  survey  respondents. 

Neurologic  manifestations  may  include 
new  muscle  atrophy,  new  muscle  weakness 
in  previously  overtly  affected  areas,  and  new 
muscle  weakness  in  previously  assumed 
unaffected  areas.  The  most  frequently  noted 
new  symptom  was  that  of  muscle  or  limb 
weakness,  affecting  over  3/4  of  the  respon- 
dents. New  weakness  can  present  not  only 
in  the  limbs  and  trunk,  but  can  also  cause 
dysphagia.  34%  of  our  respondents  noted 
changes  in  their  swallowing,  such  as  food  or 
pills  sticking  in  their  throat,  or  reported  in- 
creased coughing  during  their  swallow. 
Several  publications  have  presented 
dysphagia  in  PPS,  with  the  subjective  inci- 
dence varying  between  18-43%, 14-16  the 
objective  incidence  being  as  high  as  81- 
96%. 15'16  Pulmonary  dysfunction  is  a 
neurologic  manifestation  that  most  com- 
monly occurs  in  patients  with  respiratory 
insufficiency  and  decreased  respiratory  re- 
serve. Sleep  apnea  may  occur  in  polio 
survivors  who  have  bulbar  muscle  weakness 
and/or  respiratory  weakness.  A high  per- 
centage of  respondents  noted  an 
unrefreshing  nights  sleep,  some  undoubt- 
edly secondary  to  sleep  apnea.  Frequently 
cited  cognitive  deficits  included  difficulties 
in  concentration  and  memory,  which  also 
has  been  previously  noted  to  occur  in  indi- 
viduals with  PPS.’7  Lastly,  paresthesias  and 
dysesthesias  can  occur  (41%  and  30%  re- 
spectively in  our  study)  in  PPS,  often 
secondary  to  compression  mononeuro- 
pathies and  radiculopathies  that  arise  from 
orthopedic  complications. 

Orthopedic  manifestations  frequently 
present  as  pain— arthragias  and  myalgias. 
These  may  be  due  abnormal  biomechanics 
about  a joint  that  arise  due  to  muscle  weak- 
ness, thus  causing  asymmetric  loading  of  a 
joint  and/or  overuse  of  a particular  muscle 
group.  Arthralgias  (67%)  and  myalgias  (59%) 
were  frequently  noted  by  our  respondents, 
closely  correlating  to  that  noted  by  Halstead 
(58%-59%)  and  Chetwynd  (42-59%). 

Functionally,  nearly  half  of  our  respon- 
dents continue  to  work,  despite  many 
symptoms  of  severe  pain  and  fatigue.  Some 
have  changed  their  job  functions,  in  order  to 
continue  working.  Such  has  been  done  ei- 
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ther  by  adapting  their  work  environment, 
pacing  themselves  over  the  work  day,  work- 
ing fewer  hours,  or  by  changing  job  types 
altogether.  65%  have  found  their  usual  ac- 
tivities at  home  have  been  affected  due  to 
their  symptoms,  while  avocationally,  many 
have  curtailed  or  changed  their  leisure  pur- 
suits due  to  the  effects  of  postpolio  syndrome. 

A review  of  our  survey  results  does  show 
some  discrepancies  compared  to  other  epi- 
demiological studies.2"4'6'7  The  most  glaring  is 
the  percentage  of  respondents  who  believe 
that  they  have  postpolio  syndrome.  Review 
of  other  studies  shows  that  the  prevalence 
likely  is  21-28%6,7  although  Munsat  has  sug- 
gested that  "most  patients  who  have  had 
poliomyelitis  are  candidates  for  the  post  polio 
syndrome".18  In  addition,  Windebanks5  study 
in  Olmstead  county  noted  that  60%  of  pa- 
tients in  their  population  based  study 
reported  new  symptoms  of  pain,  weakness, 
and  fatigue.  A limitation  of  this  survey  was 
the  lack  of  screening  of  the  respondents  to 
determine  if  in  fact  they  may  meet  the  crite- 
ria for  PPS.  Criteria  for  the  establishment  of 
PPS  must  include  a credible  history  of  acute 
polio  followed  by  partial  to  complete  recov- 
ery, a period  of  stability,  with  a subsequent 
development  of  new  symptoms.  PPS  is  a 
diagnosis  of  exclusion,  with  many  other  dis- 
eases (endocrine,  cardiac,  rheumatological, 
pulmonary,  and  psychiatric)  needing  to  be 
excluded  through  a detailed  history,  physical 
exam,  and/or  lab,  radiographic,  and/or 
electrodiagnostic  workup.  Perhaps  the  high 
self  reported  incidence  in  this  survey  was 
due  to  lack  of  such  a workup,  with  individu- 
als perceiving  other  medical  maladies  as 
PPS.  As  a result,  perhaps  the  prevalence  of 
the  reported  systemic,  neurologic,  and  or- 
thopedic sequelae  of  postpolio  syndrome  is 
inflated,  with  the  true  prevalence  only  being 
verified  had  we  been  able  to  more  carefully 
screen  our  respondents. 

Despite  possible  discrepancies,  this  study 
does  illustrate,  epidemiologically,  the  wide- 
spread nature  of  physical  and  cognitive 
symptoms  that  arise  in  previous  sufferers  of 
poliomyelitis.  Salient  to  the  medical  commu- 
nity and  to  the  patient  is  that  the  systemic, 
neurologic  and/or  orthopedic  symptoms  may 
be  due  to  other  diseases  that  must  be  ruled 
out.  However,  if  the  work  up  proves  nega- 
tive, and  a diagnosis  of  postpolio  syndrome 
is  made,  than  we  are  presented  with  a con- 


stellation of  symptoms  that  may  be  quite 
manageable,  usually  through  rehabilitation. 
Rehabilitation  principles,  such  as  exercise, 
orthotics,  adaptive  equipment,  assistive  de- 
vices, environmental  and  lifestyle 
modification  can  allow  those  with  postpolio 
syndrome  to  maintain  maximum  functional 
independence,  despite  their  sympto- 
matology. 
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INTRODUCTION 

THE  recent  discoveries  of  sev- 
eral cancer  susceptibility 
genes  (Table  1)  has  gener- 
ated a great  deal  of  excitement  and  hope. 
There  are,  however,  concerns  about  how 
this  testing  will  be  done,  who  will  be  tested, 
and  who  will  have  access  to  results  of  test- 
ing. Currently,  genetic  testing  for  most  can- 
cers is  confined  to  research  settings.  As  more 
genes  are  discovered  and  as  our  information 
increases  about  how  these  gehes  work  in 
the  body,  testing  will  become  increasingly 
more  available.  A small  number  of  commer- 
cial laboratories  are  already  offering  gene 
testing  on  a clinical  basis;  more  are  expected 
to  do  the  same  within  the  next  year.  Physi- 
cians and  their  patients  will  need  to  be 
aware  of  the  issues  surrounding  testing  for 
cancer  predisposing  genes,  as  well  as  the 
limitations,  benefits  and  risks  involved  in 
undertaking  such  testing. 


TABLE  1 

Cancer  Susceptibility  Genes 

Cancer 

Gene 

Cancer 

Syndrome 

Predisposition 

Breast  Cancer 

BRCA1 

Breast  and  Ovarian 

BRCA2 

Cancer 

Breast  (male  & female) 

Familial  Adenomatous 

APC 

Colorectal  Cancer 

Polyposis 

Hereditary  Non-polyposis 

MSH2 

Colerectal  Cancer 

Colorectal  Cancer 

MLH1 

Li-Fraumeni 

PMS1 

PMS2 

p53 

Sarcoma,  Breast  Cancer, 

Multiple  Endocrine 

RET 

Brain  Tumor,  Leukemia, 
Adrenocortical  Carcinoma 
Thyroid  and  Adrenal 

Neoplasia 

Cancer 

Neurofibromatosis  1 

NF1 

Nerve  Tumors 

Neurofibromatosis  2 

NF2 

Acoustic  Nerve  and 

Retinoblastoma 

RBI 

Brain  Tumors 
Childhood  Eye  Tumors 

Von  Hippel  Lindau 

VHL 

CNS,  Renal,  Retinal, 

Wilm  s Tumor 

WT1 

Adrenal  and  Pancreatic 
Tumors 

Childhood  KidneyTumors 

Hereditary  cancer 

Cancer  is  a common  disorder  which  af- 
fects 1 out  of  every  3 Americans.  The  major- 
ity of  these  cancers  are  not  due  to  heredi- 
tary factors.  Some  cancers,  however,  are 
found  to  cluster  in  families.  The  familial  oc- 
currence of  cancer  may  be  due  to  chance, 
shared  environmental  exposures,  or  genetic 
factors.  It  is  estimated  that  only  10-15%  of 
all  cancer  cases  are  the  result  of  inherited 
cancer  susceptibility  genes.  Certain  charac- 
teristics are  clues  that  there  may  be  a strong 
hereditary  component  to  cancer  in  a par- 
ticular family  (Table  2).  Gene  testing  may  be 
available  for  many  of  these  families. 

TABLE  2 

Features  of  Hereditary  Cancer 

• Cancer  in  2 or  more  close  relatives 

• Bilateral  cancer  in  paired  organs  (breast,  ovary) 

• Earlier  age  of  onset  than  is  typical 

• Multiple  primary  tumors 

• Characteristic  findings  of  cancer  and  other  symptoms 
suggestive  of  a hereditary  syndrome 

Current  Limitations 

Although  our  knowledge  about  inherited 
cancer  has  increased  tremendously  in  the 
past  few  years,  several  limitations  in  testing 
for  cancer  susceptibility  genes  must  be  noted: 

1.  Few  families  with  cancer  are  presently 
eligible  for  testing.  Some  families  do 
not  fit  the  criteria  for  hereditary  cancer. 
Others  may  fit  the  criteria  but  have 
unavailable  or  unwilling  family  mem- 
bers that  are  key  to  testing. 

2.  Cancer  genes  are  heterogeneous.  He- 
reditary breast  cancer,  for  example,  may 
be  caused  by  several  predisposing 
genes.  About  half  of  all  hereditary  breast 
cancer  families  are  due  to  mutations  in 
the  BRCA1  gene  - a tumor  suppressor 
gene.  Other  genes  responsible  for  he- 
reditary cancer  include  BRCA2,  p53 
tumor  suppressor  gene,  ataxia 
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telangiectasia  (ATM),  Cowden  disease 
(CD),  and  possibly  other  as  of  yet  un- 
discovered genes  (BRCA3,  BRCA4,  etc.). 
Thus  it  is  important  to  evaluate  an  af- 
fected family  member  before  offering 
presymptomatic  testing  to  other  family 
members.  It  is  important  to  remember 
that  absence  of  the  gene  in  a family 
does  not  preclude  an  inherited  predis- 
position. It  may  be  that  that  family's 
gene  simply  has  not  yet  been  identi- 
fied. 

3.  Identifying  mutations  within  the  gene 
can  be  a lengthy  and  expensive  chal- 
lenge. Many  cancer  genes  are  enor- 
mous, containing  thousands  of  bases. 
Mutations  can  occur  anywhere  along 
these  stretches  of  DNA  and  are  family 
specific.  In  BRCA1,  for  example,  over 
100  mutations  have  already  been  re- 
ported. Once  the  mutation  is  identified 
in  a family,  testing  is  faster  and  less 
expensive  for  other  family  members. 
However,  if  no  mutation  is  found  in  the 
BRCA1  gene  for  a family  with  heredi- 
tary breast  cancer,  the  search  for  a 
mutation  starts  all  over  again  with  the 
next  gene  (BRCA2,  etc.).  Adding  to  the 
complexity  of  this,  some  of  these  muta- 
tions may  be  found  to  actually  be  poly- 
morphisms and  not  disease-causing.  This 
adds  to  the  difficulty  in  interpreting 
gene  changes  for  families. 

4.  It  is  important  to  recognize  that  cancer 
gene  testing  provides  incomplete  infor- 
mation. Predictive  testing  provides  the 
probability  of  developing  cancer,  not 
certainty  of  disease.  Women  who  are 
carriers  of  the  BRCA1  gene  have  a life- 
time risk  of  85%  to  develop  breast  can- 
cer. That  leaves  15%  of  gene  carriers 
who  never  develop  cancer.  Gene  test- 
ing does  not  predict  when,  or  even  if, 
cancer  will  develop  nor  can  it  diagnose 
or  test  for  symptoms  of  cancer.  Regard- 
less, this  is  the  information  that  indi- 
viduals in  high  risk  families  usually  re- 
ally want  to  know. 

5.  Our  ability  to  test  for  cancer  suscepti- 
bility genes  is  not  always  matched  by 
current  diagnostic  and  therapeutic 
methods.  For  some  cancer  syndromes 
(Familial  Adenomatous  Polyposis,  for 
example)  screening  and  surgical  man- 
agement is  available  for  cancer  preven- 
tion. For  others,  screening  measures 


often  cannot  discover  cancer  in  time 
and  high  risk  family  members  (e.g.  ova- 
rian cancer).  Likewise,  close  surveillance 
and  screening  is  not  proven  to  be  pro- 
tective in  families  with  hereditary  breast 
cancer.  Frequent  screening  and 
mammography  offers  the  best  chance 
of  early  detection,  but  may  not  be  ef- 
fective in  screening  younger  women 
who  are  at  greatest  risk  in  hereditary 
breast  cancer  families.  Even  drastic 
measures  such  as  prophylactic 
mastectomy  can  leave  behind  breast 
tissues  with  the  potential  of  malignant 
transformation. 

Finally,  a negative  cancer  gene  test  result 
does  not  guarantee  that  cancer  will  never 
develop.  Patients  need  to  follow-age  appro- 
priate screening  guidelines  for  the  general 
population,  as  their  baseline  risk  does  not 
"go  away". 

Benefits 

Given  the  limitations  of  cancer  gene  test- 
ing, important  potential  benefits  still  exist. 
With  testing,  there  is  a 50%  chance  that 
family  members  will  learn  they  do  not  carry 
a cancer  susceptibility  gene.  For  those  shown 
not  to  be  at  an  increased  risk,  the  psycho- 
logical relief  can  be  tremendous.  Extra  ordi- 
nary cancer  surveillance  would  not  be 
needed  for  these  individuals.  Family  mem- 
bers identified  as  carrying  an  altered  gene 
may  derive  benefit  from  participating  in  can- 
cer prevention  and  early  detection  programs. 
This  knowledge  may  help  them  to  plan  for 
the  future.  Another  benefit  that  is  perceived 
by  many  family  members  is  the  resolution  of 
uncertainty.  For  some,  knowing  they  carry 
the  altered  gene  is  better  than  not  knowing 
at  all. 

Risks 

Cancer  gene  testing  is  relatively  new  and 
some  of  the  potential  risks  of  testing  are 
unknown.  One  of  the  most  concerning  is- 
sues surrounding  testing  for  adult-onset  con- 
ditions is  who  will  have  access  to  results  and 
how  this  information  might  be  used  in  the 
future.  If  an  insurance  company  learns  that  a 
person  carries  a cancer  gene  they  may  raise 
the  premium  or  cancel  their  coverage.  If  that 
individual  changes  insurance  companies,  the 
information  may  be  considered  a pre-exist- 
ing condition  and  coverage  may  be  denied 
altogether.  Additionally,  patients  may  expe- 
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rience  discrimination  from  employers, 
schools,  and  adoption  agencies  based  on 
positive  test  results.  Several  legislators  have 
introduced  bills  that  would  prohibit  insur- 
ance companies  and  others  from  discrimi- 
nating on  the  basis  of  hereditary  or  genetic 
information.  For  now,  however,  few  solid 
safeguards  are  in  place  for  families. 

Other  potential  risks  of  testing  include 
the  psychological  impact  and  the  possible 
disruption  of  family  relationships.  An  indi- 
vidual identified  as  carrying  the  gene  may 
feel  anger,  depression  or  hopelessness,  while 
one  who  has  escaped  may  be  overwhelmed 
by  a feeling  of  guilt  for  avoiding  a disease 
that  afflicts  a close  relative.  Some  patients 
may  experience  a sense  of  responsibility  or 
guilt  about  passing  a cancer  gene  on  to  a 
loved  one.  These  emotions  often  affect  fam- 
ily relationships.  While  predictive  testing  can 
bring  some  families  closer  to  provide  neces- 
sary emotional  support,  other  families  may 
be  ripped  apart. 

Conclusion 

The  decision  to  pursue  cancer  susceptibil- 
ity gene  testing  is  a very  personal  one.  Some 
patients  may  perceive  the  benefits  of  testing 
as  outweighing  the  risks;  others  may  want  to 
wait  until  some  of  the  risks  are  reduced.  In 
a recent  poll,  people  were  asked  whether 
they  would  want  to  take  a genetic  test  if  it 
could  tell  them  what  diseases  they  were 


likely  to  suffer  later  in  life.  Nearly  half  pre- 
ferred to  remain  uninformed.  Patients  have 
a right  to  know  if  they  carry  a potentially 
dangerous  mutation,  but  only  if  they  are 
fully  informed  prior  to  testing  about  the 
limitations,  benefits,  and  risks  of  the  test.  At 
present,  cancer  gene  testing  is  being  offered 
for  high-risk  patients  only  through  approved 
Institutional  Review  Board  protocols  which 
include  mandatory  pre-  and  post-test  coun- 
seling, an  informed  consent  process,  and 
specific  inclusion  criteria.  As  testing  moves 
to  the  standard  clinical  setting,  the  hope  is 
that  these  same  high  standards  for  respon- 
sible genetic  testing  will  be  maintained. 
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ABSTRACT 

The  purpose  of  this  study  was  to  determine  if  the  renal  sympathetic  nerve  discharge  (RSND),  mediated  by 
the  paraventricular  nucleus  of  the  hypothalamus  (PVN),  is  altered  in  streptozotocin  (STZ)  induced  diabetic  rats. 
Two  to  three  weeks  prior  to  the  start  of  the  experiment  the  diabetic  group  was  treated  with  a single  injection 
of  STZ  (65  mg/kg  ip)  in  a 2%  solution  of  cold  0.1  M citrate  buffer  (pH=4.5).  The  control  group  was  injected 
with  the  vehicle  alone.  Bicuculline  ( BIC)  was  injected  into  the  PVN  in  three  different  doses  (0.5,  1 .0  & 2.0  nmol) 
while  the  RSND  was  being  monitored.  BIC  is  an  antagonist  of  gamma-aminobutyric  acid  (GABA)  which  is  an 
inhibitory  neurotransmitter  that  is  thought  to  exert  a tonic  inhibitory  effect  on  the  PVN.  Microinjection  of  BIC 
produced  a significantly  lower  response  of  RSND  in  the  diabetic  group  compared  to  the  control  group. 
Microinjection  of  BIC  produced  a 13,  35  and  33%  change  in  RSND  in  diabetic  rats  compared  to  control  group 
in  response  to  0.5,  1.0,  and  2.0  nmol  doses,  respectively.  Mean  blood  pressure  and  heart  rate  were  statistically 
not  different  between  the  control  and  the  diabetic  groups.  However  there  were  tendencies  of  the  blood 
pressure  and  heart  rate  to  be  blunted  upon  injection  of  BIC  into  PVN  in  diabetic  rats.  This  study  demonstrates 
that  RSND  in  response  to  microinjection  of  BIC  in  PVN  is  decreased  significantly  in  anesthetized  diabetic  rats, 
indicating  that  STZ  induced  diabetic  rats  have  a blunted  RSND  response  to  microinjection  of  BIC.  There  is  also 
some  evidence,  although  not  statistically  significant,  for  a blunted  blood  pressure  and  heart  rate  were  diabetics. 
These  findings  suggest  that  there  is  a reduced  endogenous  inhibitory  influence  of  GABAergic  mechanisms 
within  the  PVN  involved  in  regulating  renal  sympathetic  outflow  in  the  diabetic  state. 


INTRODUCTION 

DIABETES  mellitus  is  character- 
ized with  altered  fluid  bal- 
ance and  blood  volume 
hemeostasis.  Sodium  retention  appears  to 
be  an  early  characteristic  of  diabetes.1214  It 
has  been  reported  that  there  is  a diminished 
natriuretic  response  to  volume  expansion 
induced  by  water  immersion  in  diabetic 
patients  which  could  not  be  explained  by 
hemodynamic  or  hormonal  changes.10-11 

Steptozotocin  (STZ)  induced  diabetic  rats 
also  show  a decreased  diuretic  and 
natriuretic  response  to  acute  volume  expan- 
sion.16-17-21 Renal  denervation  has  been  shown 
to  normalize  the  diuretic  and  natriuretic  re- 
sponse to  acute  volume  expansion  in  the 
STZ  treated  diabetic  rats.16-21  Diabetic  rats 
are  known  to  have  increased  renal  nerve 
activity  and  it  has  been  observed  that  renal 
nerve  activity  in  STZ  treated  rats  shows  a 
blunted  decline  in  response  to  acute  volume 
expansion,  when  compared  to  that  of  nor- 
mal rats.17 

The  paraventricular  nucleus  of  the  hypo- 
thalamus (PVN)  is  a possible  site  in  the  brain 
that  could,  in  part,  lead  to  the  blunted  vol- 
ume reflex  seen  in  STZ  induced  diabetic 


rats.  Hexokinase  activity  in  PVN  was  found 
to  be  increased  in  STZ  induced  diabetic 
rats.6  We  have  also  demonstrated  that  mi- 
croinjection of  bicuculline  methiodide  (BIC) 
into  PVN  elicits  an  increase  in  renal  nerve 
activity  (unpublished  data)  which  has  been 
found  to  be  a key  component  in  diuresis  and 
natriuresis.15  BIC  is  an  antagonist  of  gamma- 
aminobutyric  acid  (GABA).  GABA  is  a neu- 
rotransmitter that  is  believed  to  exert  a tonic 
inhibitory  influence  within  PVN.8  So  PVN 
can  be  shown  to  functionally  alter  the  activ- 
ity of  the  renal  nerve.  This  combined  with 
increased  neural  activity  in  PVN  of  diabetic 
rats  indicates  that  decreased  inhibition  by 
GABA  in  PVN  of  diabetric  rats  may  be  re- 
sponsible for  increased  renal  sympathetic 
nerve  activity. 

This  study  was  performed  to  determine  if 
there  is  an  abnormal  regulation  of 
sympathoinhibition  mediated  within  the  PVN 
in  STZ  induced  diabetic  rats.  We  examined 
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the  question  by  looking  at  RSND,  heart  rate 
and  blood  pressure  changes  in  response  to 
BIC  microinjection  into  the  PVN  in  control 
and  diabetic  animals. 

METHODS 

Surgical  Procedures 

Male  Sprague-Dawley  rats  from  Sasco 
were  maintained  in  vivarium  with  1 2-h  light 
1 2-h  dark  cycle.  Temperature  was  maintained 
at  20-22  degrees  centigrade  and  humidity 
was  maintained  at  30-40%.  Standard  labora- 
tory chow  (Purina)  and  tap  water  were  avail- 
able ad  libitum. 

Twelve  of  the  animals  were  randomly  se- 
lected to  be  treated  with  STZ  to  induce 
diabetes.  These  animals  were  weighed  and 
given  a single  intraperitoneal  injection  (65 
mg/kg)  of  STZ  (SIGMA)  in  a 2%  solution  of 
cold  0.1  M citrate  buffer  (pH=4.5).  The  rats 
not  receiving  STZ  were  injected  with  the 
vehicle  only.  Onset  of  diabetes  was  identi- 
fied by  polydipsia,  polyuria,  and  blood  glu- 
cose levels  >250  mg/dl  (Accu-chek, 
Beohringer  Mannheim,  Indianapolis,  IN). 
Experiments  were  performed  after  a mini- 
mum waiting  period  of  two  to  three  weeks 
after  the  injection  of  STZ  or  the  vehicle. 

On  the  day  of  surgery  rats  were  brought 
to  the  laboratory,  weighed,  and  their  blood 
glucose  level  was  measured.  The  rats  were 
then  anesthetized  with  alpha-chloralose  (600 
mg/kg  ip)  and  urethan  (60  mg/kg  ip).  Body 
temperature  was  maintained  between  36 
and  38  degrees  centigrade  by  a heated  stage. 
After  tracheal  intubation  the  animals  were 
allowed  to  breath  independently.  Blood  pres- 
sure was  monitored  by  either  a right  femoral 
artery  cannula  or  a right  carotid  artery 
cannula  connected  to  a transducer  (Statham 
P23A)  which  was  amplified  (Coulbourn  In- 
struments, Lehigh  Valley,  PA)  and  in  turn 
connected  to  a MACLAB  system.  The  ani- 
mals were  then  placed  in  a stereotaxic  de- 
vice. An  incision  was  made  on  the  midline  of 
the  scalp  and  the  skull  was  exposed  and 
cleaned.  Coordinates  for  bregma  were  taken. 
A circular  hole  was  then  drilled  (Dremel 
Moto-Tool  model  395)  through  the  skull 
posterior  to  bregma  and  the  dura  was  care- 
fully removed  from  this  area. 

To  isolate  a branch  of  the  renal  nerve  an 
incision  was  made  in  the  left  lateral  abdomi- 
nal area  and  the  left  kidney  was  exposed 
and  retracted.  A branch  of  the  renal  nerve 


was  then  isolated,  tied  off,  and  the  proximal 
end  of  the  nerve  was  placed  on  a silver 
recording  electrode.  Mineral  oil  was  poured 
around  the  isolated  branch  of  the  renal  nerve 
to  preserve  the  nerve  and  reduce  background 
noise.  The  electrode  was  connected  to  an 
amplifier  (Coulbourn  Instruments,  Lehigh  Val- 
ley, PA)  which  was  in  turn  connected  to  a 
MACLAB  system. 

Experimental  protocol 

A 0.5  pL  microsyringe  (Hamilton,  Reno, 
Nevada)  was  back-filled  with  a 10  nM  solu- 
tion of  BIC.  The  microsyringe  was  lowered 
into  PVN  from  a perpendicular  angle  at  -1 .3 
mm  posterior,  0.4  mm  lateral  to  bregma, 
and  7.8  mm  dorsal  to  the  surface  of  the  brain 
according  to  The  rat  brain  atlas  of  Paxinos 
and  Watson.  A period  of  fifteen  minutes  was 
allowed  for  stabilization  of  the  preparation. 
Five  minutes  of  baseline  renal  sympathetic 
nerve  discharge  (RSND)  was  recorded.  Three 
different  doses  of  BIC  (0.5,  1 .0  and  2.0  nmol) 
where  given,  starting  with  the  smallest  does 
and  proceeding  to  the  largest  dose.  RSND 
was  recorded  for  20  minutes  after  each  dose 
and  then  the  next  dose  was  given.  This 
protocol  was  conducted  on  both  the  control 
animals  (n=7)  and  the  diabetic  animals  (n=9). 
Upon  completion  of  the  experiment  the 
microsyringe  was  back-filled  with  monastral 
blue  dye  (Sigma)  and  0.25  to  0.5  pL  was 
injected  at  the  site  of  injection  of  BIC.  The 
animals  were  sacrificed  via  KC1  iv  and  RSND 
was  monitored  for  a period  of  10  to  15 
minutes  to  determine  the  baseline  noise 
level  of  the  recording. 

Histology 

Immediately  after  obtaining  a baseline 
noise  level  for  RSND  the  brain  of  each  ani- 
mal was  removed  and  stored  in  a 4%  forma- 
lin solution.  At  a later  date  30  pm  frozen 
coronal  sections  using  a cryostat  (Interna- 
tional Harris  Cryostat,  Boston,  Mass.)  were 
cut.  The  sections  were  placed  on  subbed 
slides,  stained  with  neutral  red,  cover  slipped, 
and  examined  under  a light  microscope 
(Leica,  Leitz  DMRB)  for  verification  of  the 
injection  site.  If  the  dye  was  within  0.6  mm 
of  PVN  it  was  considered  a hit  on  PVN.7 

Data  analysis 

Data  is  expressed  as  the  ± standard  error 
of  the  mean  (S.E.M.).  Analysis  of  variance 
followed  by  post  hoc  comparisons  were 
made  using  Fisher's  PLSD  method.20  Student's 
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unpaired  t -test  was  used  to  compare  the 
control  values  to  the  diabetic  values.  Differ- 
ences were  considered  to  be  significant  at 
P<0.05. 

RESULTS 

Baseline  mean  systemic  blood  pressure,  heart 
rate,  blood  glucose,  and  body  weight. 

Mean  arterial  blood  pressure,  heart  rate, 
and  body  weight  were  significantly  lower  in 
the  diabetic  group  (Table  1),  this  data  is 
consistent  with  what  we  have  found  in  past 
experiments  and  also  with  findings  of  other 
investigators.  As  one  would  expect  blood 
glucose  was  significantly  elevated  in  the 
diabetic  group  compared  to  the  control 
group. 

TABLE  1 

Body  weight,  mean  arterial  pressure,  heart  rate  and 
blood  glucose  in  diabeticrats  and  control  rats. 


Arterial 

Heart 

Blood 

Body 

Group 

Pressure 

Rate 

Glucose 

Weight 

mmHg 

beats/min 

mg/dl 

g 

Control 

n=7 

95+4.0 

375±1 4.0 

92*4+4.5 

363.4+24.7 

Diabetics 

77+4.1* 

292±9.7* 

347.1+1 4.6* 

233.4+11.3* 

n=9 

Values  represent  means+  S.E.M. 

'represents  P<0.05  vs.  control  group. 

RSND  in  response  to  BIC  injection  into  the 
PVN. 

Microinjection  of  BIC  into  the  PVN  caused 
an  increase  in  RSND  in  both  the  control 
group  and  the  diabetic  group  (Figure  1).  The 
percent  change  of  RSND  was  found  to  be 
greater  in  the  control  group  compared  to 
the  diabetic  group.  The  increased  RSND 
typically  occurred  within  five  minutes  after 
BIC  was  administered.  The  response  normal- 
ized, although  not  completely,  within  20  min- 
utes after  injection  of  BIC.  The  initial  baseline 
RSND  was  used  to  calculate  the  percent 
change  for  all  three  doses. 

Mean  arterial  blood  pressure  in  response  to 
BIC  injection  into  PVN. 

Administration  of  BIC  into  the  PVN  in  the 
control  group  produced  a dose  related  re- 
sponse in  blood  pressure.  There  as  an  in- 
crease in  blood  pressure  with  all  three  doses, 
although  the  increase  was  not  statistically 
significant  between  groups.  The  0.5  nmol 
dose  did  not  change  the  average  blood  pres- 
sure of  the  diabetic  animals,  but  the  1 .0  and 


Dose  of  Bicuculline  (nmol) 

FIGURE  1 

Percent  change  of  renal  sympathetic  nerve  discharge 
(RSND)  from  "baseline  RSND"  after  microinjection  of 
bicuculline  into  PVN.  Values  represent  the  mean  for 
each  group  + S.E.M.  'indicates  P<0.05  compared  to 
the  control  group. 

2.0  nmol  doses  produced  an  increase  in 
mean  blood  pressure  in  the  diabetic  group, 
this  increase  was  also  dose  related  (Figure 
2).  The  blood  pressure  typically  increased  to 
the  maximum  level  along  with  RSND  and 
also  returned  to  baseline  level  within  twenty 
minutes  after  administration  of  BIC. 

Heart  Kate  (HR)  response  to 
BIC  injection  into  PVN. 

All  three  doses  of  BIC  produced  an  in- 
crease in  HR  in  the  control  group.  Increases 
were  also  seen  in  the  diabetic  group  for  the 
0.5  and  1 .0  nmol  doses  of  BIC,  however  the 


Dose  of  Bicuculline  (nmol) 

FIGURE  2 

Percent  change  in  mean  arterial  blood  pressure  (BP) 
from  baseline  "mean  BP"  after  microinjection  of 
bicuculline  into  PVN.  Values  represent  the  mean  for 
each  group  + S.E.M. 


December  1996  Nebraska  Medical  Journal  421 


2.0  nmol  dose  caused  a decrease  in  HR  in 
the  diabetic  group  (Figure  3).  The  responses 
were  not  dose  related  and  were  not  statisti- 
cally significant.  Heart  rate  tended  to  in- 
crease along  with  RSND  and  blood  pressure 
and  return  to  baseline  levels  within  twenty 
minutes  after  each  dose  of  BIC  was  given. 

DISCUSSION 

This  study  demonstrates  that  RSND  in 
response  to  microinjection  of  BIC  into  the 
PVN  is  blunted  in  STZ  induced  diabetic  rats 
compared  to  that  of  control  rats.  Our  results 
-a-lso  showed  a tendency  for  an  increase  in 
mean  blood  pressure  and  heart  rate  in  re- 
sponse to  microinjection  of  BIC  into  the 
PVN  although  the  increase  was  not  statisti- 
cally different  in  diabetic  group  when  com- 
pared to  that  of  the  control  group.  This  data 
indicates  there  is  reduced  sympatho-inhibition 
to  BIC  in  PVN  of  STZ  induced  diabetic  rats. 


Dose  of  Bicuculline  (nmol) 

FIGURE  3 

Percent  change  in  heart  rate  (HR)  from  "baseline  HR" 
after  mocroinjection  of  bicuculline  into  PVN.  Values 
represent  the  mean  for  each  group  + S.E.M. 

It  has  been  observed  for  quite  some  time 
that  there  are  autonomic  abnormalities  in 
patients  with  diabetes  and  STZ  induced  dia- 
betic rats.  Diabetic  patients  have  been  shown 
to  have  an  abnormal  R-R  interval  variation9, 
an  absence  of  circulatory  reflexes,18  and  a 
diminished  blood  pressure  and  heart  rate 
response  to  sustained  handgrip.2  Diabetic 
rats  have  been  shown  to  have  a decreased 
diuretic  and  natriuretic  response  to  acute 
volume  expansion.16-17-21  This  abnormality  is 
normalized  by  treatment  with  insulin  and 
also  renal  denervation.1621  When  diabetic 
rats  are  challenged  with  acute  volume  ex- 


pansion the  RSND  shows  a blunted  decline 
when  compared  to  that  of  control  rats.17 
This  blunted  decline  in  RSND  was  corrected 
upon  chronic  administration  of  insulin  but 
not  reversed  upon  acute  administration  of 
insulin.  This  data  points  towards  RSND  as 
being  a contributing  factor  in  the  decreased 
diuretic  and  natriuretic  response  to  volume 
expansion  observed  in  STZ  induced  diabetic 
rats. 

The  PVN  has  been  shown  to  be  involved 
in  sympathetic  outflow.  Anatomical  studies 
have  indicated  that  there  are  direct  projec- 
tions from  the  PVN  to  the  intermediolateral 
cell  column  in  the  spinal  cord  at  levels  where 
cardiac  and  renal  postganglionic  sympathetic 
nerves  originate.19  It  is  known  that  the  renal 
nerves  have  a dramatic  effect  on  diuresis 
and  natriuresis1  and  excitation  of  the  PVN 
produces  an  increase  in  renal  nerve  activity 
which  decreases  diuresis  and  natriuresis.  In 
the  diabetic  rat  it  has  been  discovered  that 
the  PVN  has  increased  hexokinase  activity6 
thus  indicating  that  the  malfunction  that  is 
causing  the  abnormalities  of  the  sympathetic 
nervous  system  may  be  localized  to  the 
PVN.  It  may  be  that  the  PVN  in  the  STZ 
induced  diabetic  rat  receives  less  inhibitory 
input  (GABA)  or  that  there  are  decreased 
GABA  receptors  in  the  PVN. 

The  PVN  is  believed  to  be  under  tonic 
inhibition  by  the  neurotransmitter  GABA. 
BIC  is  a GABA  antagonist,  thus  upon  admin- 
istration of  BIC  the  PVN  becomes 
disinhibited.  This  disinhibition  produces  an 
increase  in  RSND,  which  leads  to  decreased 
diuresis  and  natriuresis.  Results  of  our  study 
suggest  that  the  PVN  in  the  diabetic  state  is 
under  less  tonic  inhibition  by  GABA.  This 
decreased  inhibition  would  produce  in- 
creased RSND  in  the  diabetic  condition 
which  would  lead  to  increased  diuresis  and 
natriuresis,  ultimately  producing  an  abnor- 
mality in  body  fluid  regulation. 

The  evidence  we  found  for  blunted  blood 
pressure  and  hart  rate  responses  after  micro- 
injection of  BIC  also  supports  the  idea  of 
decreased  sympatho-inhibition  in  diabetic 
rats.  Although  our  results  were  not  statisti- 
cally significant  the  data  shows  a tendency 
of  a blunted  blood  pressure  and  heart  rate 
response  in  the  diabetic.  As  discussed  previ- 
ously the  anesthetic  could  be  decreasing  the 
cardiovascular  responses  and  thus  making 
them  insignificant,  it  is  also  possible  that 
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PVN  may  not  exert  all  that  large  of  an  effect 
on  blood  pressure  and  heart  rate. 

In  summary  our  study  indicates  there  is  a 
blunted  RSND  response  in  STZ  induced  dia- 
betic rats  in  response  to  microinjection  of 
BIC  into  the  PVN.  This  finding  indicates  that 
the  PVN  of  diabetic  rats  may  be  under  less 
tonic  inhibition  and  responsible,  in  part,  for 
the  blunted  RSND  in  response  to  previously 
observed  volume  expansion  in  STZ  induced 
diabetic  rats. 
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Guglielmi  Detachable  Coil  Treatment  of  a Saccular  Anterior 
Communicating  Artery  Aneurysm:  Case  Study 
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A 41  year  old  male  patient  pre- 
sented with  a saccular 
anterior  communicating  an- 
eurysm which  was  found  during  an  evaluation 
of  vertigo,  dizziness,  and  diplopia.  Endovascular 
treatment  with  Guglielmi  Detachable  Coil  pro- 
cedure was  the  chosen  treatment.  Post- 
embolization arteriography  showed  complete 
occlusion  of  the  aneurysm.  The  patient  had  no 
immediate  post-embolization  complications  and 
was  neurologically  intact  at  three  weeks. 

In  recent  years,  the  treatment  of  intracranial 
aneurysm  has  grown  to  include  the  Guglielmi 
Detachable  Coil  (GDC)  procedure.  The  GDC 
combines  the  use  of  coil  embolization  along 
with  electrothrombosis  and  electrolysis  to  oc- 
clude the  intracranial  aneurysm.1'2,3  This  proce- 
dure uses  a soft,  detachable  platinum  coil  sol- 
dered to  a stainless  steel  delivery  wire  and 
allows  for  positioning  of  the  coil  in  a controlled 
manner. 1,2/9,5 

The  GDC  coil  embolization  procedure  has 
been  reserved  for  patients  considered  at  high 
risk  (i.e.,  poor  medical  condition,  difficult  mor- 
phology of  the  aneurysm,  failed  intracranial  pro- 
cedure, or  for  patients  who  refuse  surgical  inter- 
vention).2,14,6 

However,  the  best  endovascular  results  have 
been  noted  in  patients  having  small  aneurysms 
with  small  necks.3,5,6  The  following  case  study 
involves  a small  saccular  aneurysm  having  a 
small  neck  in  an  otherwise  asymptomatic  pa- 
tient, found  during  an  evaluation  of  vertigo.  The 
decision  to  intervene  in  an  unruptured  aneu- 
rysm of  this  size  is  supported  by  the  literature. 
Solomon,  1 994  states  that  "an  unruptured  aneu- 
rysm of  any  size  is  a potentially  dangerous 
lesion,  especially  when  symptomatic  ...  All 
symptomatic  aneurysms  should  be  considered 
for  definitive  treatment."6 

A multidisciplinary  team  consisting  of  neurol- 
ogy, neurosurgery  and  neurointerventional  ra- 
diology is  of  great  benefit  in  the  decision  to  treat 
an  intracranial  aneurysm.  This  reduces  the  pres- 
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sure  for  one  physician  to  be  skilled  in  all  areas 
and  optimizes  the  decision-making  process  for 
which  treatment  modality  to  be  used.6,7  This 
patient  opted  for  coil  embolization  using  the 
GDC  procedure  after  review  by  neurology, 
neurosurgery  and  neurointerventional  radiology. 

CASE  STUDY 

A 41  year  old  male  presented  with  a recent 
history  of  vertigo,  dizziness,  and  transient  mild 
diplopia.  He  has  smoked  cigarettes  for  22  years 
at  2 packs/day  and  presently  consumes  8-10 
cups  of  coffee  per  day.  He  had  no  family  history 
of  aneurysm  or  polycystic  kidney  disease.  Neu- 
rological examination  revealed  intact  intracra- 
nial nerves  and  no  focal  neurological  deficits. 
MR  imaging  showed  a 5 mm  anterior  communi- 
cating artery  aneurysm  (Figure  1 a and  1 b).  Sub- 
sequent arteriographic  examination  shows  a 
mild  atheromatous  narrowing  of  the  proximal 
left  vertebral  artery  with  no  significant  ulcer- 
ative lesion  noted.  A supraselective  study  of  the 
right  anteroposterior,  and  lateral  views  of  the 
carotid  arteriogram  showed  a 5mm,  sacular 
aneurysm  at  the  anterior  communicating  artery. 
(Figures  2a  and  2b).  Neurosurgeons  were  con- 
sulted and  the  option  of  proceeding  with 
endovascular  occlusion  using  the  Guglielmi 
detachable  coils  was  presented  to  the  patient. 
Transfemoral  approach  and  digital  subtraction 
angiography  with  road-mapping  were  used  in 
this  procedure  under  general  anesthesia  with 
systemic  heparinization.  The  right  internal  ca- 
rotid artery  was  catheterized  using  a 6 French 
non-tapered  polyethylene  guiding  catheter.  A 
tracker  1 8 microcatheter  was  advanced  into  the 
aneurysm  sac  with  the  aid  of  a microguidewire, 
(Target  therapeutics,  Fremont,  CA).  The 
guidewire  was  then  removed  while  continuous 
flushing  of  a co-axial  system  was  utilized  to 
eliminate  distal  embolization.  A road-map  was 
obtained  prior  to  the  coil  embolization.  Initially, 
a 5mm  x 15cm  length  of  GDC  18  wire  was 
placed.  However,  pushing  the  entire  length  of 
wire  inside  the  sac  of  the  aneurysm  proved  to 
be  difficult.  Therefore,  this  coil  was  removed 
under  fluoroscopic  control  without  any  diffi- 


Figure  1A 

Proton  density  fast  spin-echo  MR  image  (TR  3100  msec.  TE  28  msec),  axial 
view  demonstrating  a signal  void  mass  at  the  anterior  communicating  artery. 


Figure  IB 

Phase  contrast  MRA  image  demonstrating  a 5 mm  aneurysm 
at  the  anterior  communicating  artery. 
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Figure  2A 

Pre-embolization  right  internal  carotid  angiogram. 


Figure  2B 

Lateral  view  demonstrating  the  5 mm  aneurysm  arising  from  the 
anterior  communicating  artery. 


culty.  Next,  a 4mm  x 10cm  length  of  coil  was 
placed.  Post-coil  embolization  angiogram 
showed  excellent  placement  in  the  sac  of  the 
aneurysm.  A second  coil  of  the  3 mm  x 8 cm 
length  was  placed  to  occlude  a residual  rem- 
nantaneurysm.  Following  the  coil  embolization, 
there  was  opacification  of  the  A-l  and  A-2 
segments  of  the  anterior  cerebral  artery  bilater- 


ally with  no  filling  defects.  All  the  cortical  vessels 
were  patent  and  the  middle  cerebral  artery  was 
preserved.  AP  and  lateral  views  of  the  aneurysm 
showed  complete  obliteration  of  the  sac  of  the 
aneurysm  (Figures  3a  and  3b). 

After  the  procedure,  the  patient  was  trans- 
ferred to  intensive  care  for  overnight  observa- 
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Figure  3A 
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Figure  3B 


Left  anterior  oblique  (a)  and  Lateral  (b)  views  of  the  angiogram  of 
the  right  carotid  artery  obtained  immediately  after  GBC 
embolization  shows  complete  obliteration  of  the  aneurysm  with 
preservation  of  the  parent  artery. 

tion.  The  patient  received  no  immediate  negative  procedure.  He  had  an  unremarkable  post- 
side effects  from  the  anesthesia  or  the  GDC  embolization  stay  of  one  day  in  the  hospi- 
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tal  and  was  dismissed  under  the  care  of  his 
primary  physician.  Follow-up  cerebral 
angiograms  will  be  scheduled  to  be  done  at  3 
months,  6 months,  and  12  months. 

DISCUSSION 

The  mainstay  of  treatment  for  aneurysm  is 
surgical  clipping  of  the  neck  of  the  aneurysm. 
The  treatment  of  small  (<7mm)  aneurysms  is 
very  controversial.  In  this  case,  the  aneurysm 
was  small  (5mm)  and  unruptured.  However,  the 
patient  elected  treatment  to  avoid  ruptured 
aneurysm  with  subarachnoid  hemorrhage.  After 
weighing  the  risks  and  benefits  of  the  various 
treatment  modalities  available,  prophylactic  coil 
embolization  was  the  chosen  procedure. 

The  advantages  of  the  endovascular  coil 
embolization  procedure  are:  the  avoidance  of 
craniotomy,  absence  of  tissue  damage  from 
surgical  retraction  and  manipulation  of  the  brain, 
early  ambulation  and  minimal  recovery  time. 
This  allowed  the  patient  to  return  to  his  normal 
activities  as  quickly  as  possible. 

The  GDC  coil  procedure  provided  an  imme- 
diate technical  success  in  the  treatment  of  the 
asymptomatic,  5mm  anterior  communicating 
artery  aneurysm.  The  ease  of  placement  and  the 
opportunity  to  remove  a lengthy  coil  were  key 
factors  in  the  successful  completion  of  the  GDC 
procedure.  This  is  due  to  the  special  character- 
istics of  the  GDC  and  tracker  catheters  used  for 
the  embolizaiton.  These  characteristics  include: 
1 .)  the  softness  of  the  coil  allowed  for  complete 
filling  of  the  neck  and  prevented  perforation  of 
the  sac,  2.)  detaching  the  coil  with  the  use  of 
electrolysis  increased  the  accuracy  of  place- 
ment, and  3.)  the  coils  and  catheters  and  excel- 
lent visibility  due  to  the  proximal  and  distal 
markers.1'2'3,4'7'8'9  Proper  visualization  through 
the  use  of  road-mapping  and  careful  fluoro- 
scopic control  were  additional  factors  that  led 
to  the  positive  outcome  of  this  procedure. 

The  literature  reveals  that  post-coil 
embolization  complications  occur  in  a variety 
of  aneurysm  types.  A discussion  of  post- 
embolization complications  includes:  small  rem- 
nants of  aneurysm,  regrowth  of  the  aneurysm, 
compaction  of  the  coils  over  time  due  to  the 
"water  hammer  effect",  and  the  migration  of 
coils  into  the  parent  artery. 3'4'5'6'7'8-9'10  These  re- 
sulted mainly  from  large,  wide-necked  aneu- 
rysm or  difficult  aneurysms  located  in  areas 
where  surgery  was  not  an  option.  No  complica- 
tions were  noted  immediately  following  this 
case.  Long-term  studies  on  complications  and 
clinical  outcomes  are  not  available  due  to  the 


recent  development  of  the  GDC.  This  patient 
will  have  long-term  angiographic  follow-up  to 
examine  the  clinical  outcome  of  the  GDC  pro- 
cedure. 

CONCLUSION 

In  selective  cases,  the  endovascular  proce- 
dure should  be  effective  in  preventing  sub- 
arachnoid hemorrhage.  The  literature  states  that 
"anecodotal  cases  of  small  incidental  aneurysms 
left  untreated  that  subsequently  ruptured  are 
well  known.  The  solution  then  would  be  to  treat 
aneurysm  prior  to  rupture".6 

Thfs  case  study  is  an  example  of  the  individu- 
alized treatment  of  a small,  unruptured, 
asymptomatic  aneurysm  treated  with  the  GDC 
procedure. 
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INTRODUCTION 

Every  year  in  the  United  States  an  estimated 
160,000  fractures  of  the  spine  are  diagnosed.' 
The  most  common  site  is  in  the  thoracolumbar 
spine.  Thoracolumbar  spine  fractures  are  asso- 
ciated with  a 40%-50%  incidence  of  neurologic 
deficit,  which  is  similar  to  that  associated  with 
cervical  spine  fractures.'  4'5  A case  involving  a 
fracture  dislocation  of  the  thoracolumbar  spine 
with  neurologic  involvement  is  presented. 

CASE  REPORT 

A thirty  year  old  male  presented  to  the  St. 
Joseph  Hospital  Emergency  Department  after 
having  his  truck  roll  back  over  him  while  at- 
tempting to  push  it  out  of  a ditch.  Upon  presen- 
tation he  was  immobilized  on  a long  spine 


FIGURE  1 A 

Anteroposterior  and  lateral  radiograph  of  T1 1 on  T 12 
fracture  dislocation. 


board  and  with  a rigid  cervical  collar.  His  initial 
complaint  was  mid  to  low  back  pain  and  weak- 
ness in  his  lower  extremities.  His  initial  exami- 
nation revealed  intact  sensation  in  his  bilateral 
lower  extremities  with  weakness  in  his  left  hip 
flexors  and  knee  extensors.  During  resuscita- 
tion his  left  leg  became  flaccid  with  no  motor 
activity  in  his  hip  flexors  or  knee  extensors. 
Deep  tendon  reflexes  were  also  absent  in  the 
left  lower  extremity.  Radiographs  of  the 
thoracolumbar  spine  in  Figures  1 A and  1 B show 


FIGURE  TB 

Lateral  radiographs  of  Til  on  T12  fracture  disloca- 
tion. 
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a fracture  dislocation  at  Tn  on  T12.  A methyl 
prednisolone  drip  protocol  (30  mg.  per  kilo- 
gram bolus  and  5.4  mg.  per  kilogram  per  hour 
for  23  hours)  was  initiated. 

The  patient  was  taken  emergently  to  the 
operating  room  because  of  deteriorating  neu- 
rological function.  Prior  to  induction  of  anes- 
thesia, two  hours  after  arrival  in  the  emergency 
department,  a final  examination  revealed  only 
slight  motion  of  his  right  toes  and  no  active 
motor  function  in  his  left  lower  extremity.  After 
he  was  anesthetized,  he  was  carefully  placed 
in  the  prone  kneeling  position  on  the  Andrews 
spine  table  by  the  operating  physician  (JWB). 
A lonitudinal  incision  was  made  at  the 
thoracolumbar  junction.  Disruption  of  the 
interspinous  ligament  and  of  the  facet  joints  at 
Til  and  T12  were  identified.  Pedicle  screws 
were  placed  at  T1 0,  T1 1 , T1  2 and  LI . Figure  2 
is  an  intraoperative  radiograph  after  pedicle 
screw  placement.  Temporary  Isola  rods  were 
placed.  The  dislocated  facets  were  reduced 
using  gentle  distraction,  and  the  fracture  was 
reduced.  An  AcroMed  Variable  Screw  Place- 
ment (VSP)  plate  was  used  in  conjunction  with 


FIGURE  2 

Prereduction  intraoperative  radiograph  showing  place- 
ment of  pedicle  screws. 


a permanent  Isola  rod  for  final  fixation.  Isola 
rods  and  VSP  plates  are  interchangeable  with 
the  difference  in  strength  negligible.  Here  one 
rod  and  one  plate  were  selected  to  obtain 
optimal  fit.  Posterior  elements  were  then  deco- 
rticated and  left  posterior  iliac  crest  graft  was 
harvested  for  posterolateral  fusion.  Finally  the 
floor  of  the  spinal  canal  was  explored  and 
found  to  be  free  of  obstruction.  Figures  3A  and 
3B  show  post  operative  radiographs. 

Post-operatively  the  patient  had  immediate 
improvement  in  both  sensation  and  motorfunc- 
tion  in  his  lower  extremities.  By  24  hours  after 
surgery,  his  only  residual  motor  weakness  was 
in  left  ankle  dorsiflexion.  He  was  fitted  with  a 
thoracolumbosacral  orthosis  (TLSO).  He  was 
transferred  on  post-operative  day  ten  to 
Immanuel  Medical/Rehab  Center.  Four  months 
following  surgery  he  was  pain  free  and  had  no 
residual  weakness  or  sensory  loss  in  either 
lower  extremity.  He  had  returned  to  work  on  a 
limited  basis  and  was  instructed  to  continue 
wearing  his  TLSO  brace  for  an  additional  two 
months. 


FIGURE  3A 

Post-operative  AP  radiograph  showing  final  fixation 
and  anatomic  reduction. 
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FIGURE  3B 

Post-operative  lateral  radiograph  showing  final  fixa- 
tion and  anatomic  reduction. 


DISCUSSION 

Denis  in  1983  classified  spine  fractures  on 
the  basis  of  three  anatomic  column  divisions: 
anterior,  middle  and  posterior.2  The  anterior 
column  is  comprised  of  the  anterior  one  half  of 
the  vertebral  body  and  disc.  The  middle  column 
includes  the  posterior  one-half  of  the  vertebral 
body,  disc  and  the  posterior  longitudinal  liga- 
ment. The  posterior  column  includes  all  the 
bony  and  ligamentous  structures  dorsal  to  the 
posterior  longitudinal  ligament.  The  columns 
can  fail  individually  or  in  combination  by  one  or 
a combination  of  four  forces:  compression, 
distraction,  rotation  and  shear.  The  resulting 
injuries  are  then  classified  as  one  of  four  basic 
types:  compression,  burst,  flexion-distraction 
(seat  belt  type),  and  fracture-dislocation.12  Our 
case  report  was  a fracture  dislocation  involving 
all  three  columns  with  translation.  This  repre- 
sents an  unstable  fracture.  Fracture  dislocations 
have  been  treated  in  a variety  of  ways  as  have 


all  spine  fractures,  including  operative  and 
nonoperative  means.  Early  surgical  methods 
included  rod  and  hook  combinations  to  pro- 
vide distraction,  reduction  and  fixation.6  Such 
constructs  offered  little  control  or  support  to 
the  anterior  and  middle  columns.  This  often  led 
to  inadequate  reduction  and  loss  of  stabiliza- 
tion.1'3,6 Pedicle  screw  instrumentation  was  de- 
veloped to  address  these  problems.  Traditional 
fixation  usually  required  long  fusion  constructs 
sacrificing  many  motion  segments.1  Pedicle 
screw  fixation  is  most  commonly  used  in  con- 
temporary practice  because  it  provides  stability 
to  all  three  columns,  preserves  motion  seg- 
ments, and  allows  shorter  fusions.6,7  Pedicle 
screws  also  offer  control  of  unstable  fracture 
segments  intraoperatively  for  precise  and  safer 
reductions.  The  increased  stability  offered  by 
segmental  fixation  with  pedicle  screws  also  al- 
lows quicker  ambulation  and  hospital  discharge.6 

In  conclusion,  this  patient  presented  with  an 
unstable  thoracolumbar  fracture  dislocation  with 
rapidly  progressing  paraplegia.  Neurologic  re- 
covery was  due  to  resolving  spinal  shock,  ad- 
herence to  steroid  protocol,  and  prompt  relief 
of  neural  compression.  Pedicle  screw  fixation 
allowed  the  surgeon  to  gain  mechanical  control 
of  unstable  vertebral  segments,  achieve  gentle 
and  precise  fracture  reduction  and  to  achieve 
rigid  fixation  in  anatomic  position.  This  treat- 
ment has  decompressed  and  protected  the  spi- 
nal cord  and  has  allowed  the  patient  to  achieve 
a pain  free,  neurologically  normal  result. 
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INTRODUCTION 

Femur  fractures  in  the  pediatric  popula- 
tion are  common  injuries  which  may  be 
either  isolated  or  associated  with  poly- 
trauma.87 The  orthopaedist  is  faced  with 
treatment  options  ranging  from  skin  traction 
to  more  aggressive  methods,  including  inter- 
nal or  external  fixation,  all  of  which  gener- 
ally provide  good  results.1'47,9  These  frac- 
tures are  characterized  by  the  fact  that  union 
will  occur  if  there  is  any  bone  contact,  and 
it  will  occur  relatively  rapidly.5  Traditionally, 
treatment  of  pediatric  femur  fractures  has 
consisted  of  traction  with  early  or  delayed 
spica  cast  placement.  Some  methods  of  treat- 
ment expose  the  child  to  increased  risk  of 
complication,  have  great  negative  psycho- 
logical impact  on  the  child  and  cost  the 
family  unnecessary  time  and  money.  More 
recently,  treatment  has  become  more  indi- 
vidualized to  meet  specific  indications  of 
the  individual  patient.  A case  of  a pediatric 
femur  fracture  treated  with  external  fixation 
is  presented. 

CASE  REPORT 

This  patient  is  an  eight  year  old  white 
male  who  was  struck  on  the  left  side  by  a car 
while  he  was  crossing  the  street.  When  para- 
medics arrived,  the  patient  was  reported  to 
have  equal  and  reactive  pupils  with  flexor 
posturing,  as  well  as  gross  deformity  of  his 
left  thigh.  His  vital  signs  were  stable.  The 
patient  was  placed  in  a cervical  collar  and 
on  a backboard,  the  left  lower  extremity  was 
stabilized  with  a splint,  and  he  was  trans- 
ported to  the  St.  Joseph's  Hospital  via  Life 
Flight.  The  patient  was  evaluated  by  the 
trauma  surgery,  neurosurgery  and 
orthopaedic  surgery  services  per  ATLS  pro- 
tocol. The  patient  was  unresponsive  with  an 
initial  Glasgow  Coma  Scale  score  of  9,  his 
vital  signs  were  stable.  The  pupils  were  found 
to  be  fixed  and  the  patient  only  moved  the 
right  side  of  his  body.  The  patient  was  sub- 
sequently paralyzed  and  intubated  with  hy- 


perventilation initiated.  Physical  examina- 
tion revealed  multiple  abrasions  and  contu- 
sions about  his  forehead,  with  no  apparent 
skull  fractures.  Examination  of  his  left  lower 
extremity  revealed  shortening  and  gross 
deformity  about  the  thigh  with  the  skin  in- 
tact. The  rest  of  the  physical  exam  was 
unremarkable.  The  patient  underwent  ra- 
diographic evaluation  of  his  cervical,  tho- 
racic, and  lumber  spine  as  well  as  his  chest, 
pelvis  and  left  lower  extremity.  The  radio- 
graphs of  his  pelvis,  cervical,  thoracic  and 
lumbar  spine  were  within  normal  limits.  The 
AP  and  lateral  radiographs  of  the  patients 
left  thigh  revealed  a non-comminuted 
midshaft  fracture  of  the  femur  that  was  1 00% 
displaced  (Fig.  1 A & IB).  The  radiographs  of 
the  chest  revealed  a left  pulmonary  contu- 
sion. The  patient  was  taken  to  the  CT  scan- 
ner where  he  underwent  scans  of  his  head 
and  abdomen.  CT  Scan  of  the  head  was 
within  normal  limits  and  CT  of  the  abdomen 
revealed  a splenic  laceration. 

The  patient  was  started  on  sedation,  per 
neurosurgery,  along  with  continued  hyper- 
ventilation for  treatment  of  his  closed  head 
injury.  Serial  hemoglobin  and  hematocrit 
tests  were  performed  to  monitor  the  splenic 
injury  and  plastic  surgery  provided  care  for 
his  forehead  lacerations  and  abrasions.  Ini- 
tially the  patients  left  lower  extremity  was 
placed  in  traction.  After  discussion  with  the 
patient's  parents  regarding  definitive  treat- 
ment options  for  the  left  femur  fracture,  the 
parents  elected  to  proceed  with  external 
fixation  treatment  of  the  femur  fracture.  On 
hospital  day  number  four,  after  clearance  by 
the  neurosurgery  and  trauma  surgery  ser- 
vice, the  patient  underwent  closed  reduc- 
tion and  external  fixation  of  his  left  femur 
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Figures  1A  and  IB:  AP  and  lateral  radiographs  of  left  thigh  at  evaluation  in  trauma  room  after  splint  placement. 


Figure  2:  AP  radiograph  after  external  fixator  placement. 


(Figure  2).  The  patient  tolerated  this  proce- 
dure well,  without  apparent  complications, 
and  returned  to  the  intensive  care  unit  for 
continued  care  and  observation. 

The  patient  gradually  became  more  re- 
sponsive with  increasing  motor  activity.  Pin 
site  care  was  initiated  on  postoperative  day 
number  two  with  half  strength  hydrogen 
peroxide  solution  and  cotton  swabs,  per- 
formed twice  daily.  The  patients  motor  func- 
tion imporved  as  well  as  his  ability  to  verbal- 
ize and  respond  to  questions.  He  was  al- 
lowed to  weight  bear  as  tolerated  on  his  left 
extremity  (Figure  3A  & 3B).  The  patient  was 
transferred  to  a rehabilitation  facility  on 
hospital  day  number  fifteen. 

The  patient  followed-up  in  the  orthopaedic 
surgery  clinic  approximately  one  month  af- 
ter the  external  fixator  was  applied.  He  was 
full  weight  bearing  and  walking  without  dif- 
ficulty, with  his  mental  status  near  baseline. 
Radiographs  of  the  left  thigh  revealed  excel- 
lent position  and  good  callus  formation  (Fig- 
ure 4).  Arrangements  were  made,  and  the 
external  fixator  was  removed  in  the  operat- 
ing room  one  month  status  post  initial  place- 
ment. At  last  follow-up,  the  patient  was  do- 
ing well  with  no  complaints. 
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Figure  3A  and  3B:  Patient  full  weight  bearing,  15  days  post  op. 


Figure  4:  One  month  foilow-up  with  good  callus  formation. 


DISCUSSION 

Various  forms  of  treatment  for  femoral 
shaft  fractures  in  children  have  been  re- 
ported with  good  results.  The  treatment  of 
choice  for  closed  femoral  shaft  fractures  in 
children  remains  non-operative.  In  children 
with  multiple  injuries,  however,  especially 
in  those  with  a serious  head  injury,  consid- 
erable ease  in  intensive  management  and 
nursing  care  is  produced  by  operative  stabi- 
lization. Furthermore,  traction  may  be  contra- 
indicated because  the  head  down  position 
must  be  avoided,  and  skeletal  traction  and 
spica  casting  may  fail  due  to  spasticity  and 
restlessness.7-10  Previously,  rigid  fixation  was 
with  an  internal  plate,  but  this  required  a 
significant  open  surgical  procedure  with  its 
associated  risks  of  infection  and  late  re- 
moval of  the  plate.10 

With  the  use  of  external  fixation  the  ma- 
nipulation is  performed  closed.6  External  fixa- 
tion allows  for  early  mobilization  and  possi- 
bly full  weight  bearing  if  the  fracture  pattern 
and  patient's  body  weight  allow,  thus  pro- 
moting rehabilitation.6'8  The  external  fixator 
can  often  be  removed  without  general  anes- 
thesia and  its  associated  cost  and  morbid- 
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ity.2  6 The  cosmetic  results  after  external  fixa- 
tion are  considerably  better  than  with  inter- 
nal fixation  and  the  rigid  fixation  provided 
reduces  the  effect  of  overgrowth  seen  in 
femoral  shaft  fractures  treated  with  other 
methods.3,68  Disadvantages  to  the  use  of 
external  fixation  include  pin  site  infection 
and  the  need  for  family  cooperation  in  per- 
forming daily  pin  site  care.7  Although  the 
rate  of  surrounding  superficial  soft  tissue 
infection  with  external  fixator  use  is  rela- 
tively high,  the  incidence  of  osteomyelitis 
and  serious  infection  remains  low. 

Variance  in  opinion  remains  regarding 
the  treatment  of  femoral  shaft  fractures  in 
the  pediatric  population.  The  patients  type 
of  femoral  shaft  fracture,  associated  injuries 
and  family  situation  must  be  carefully  evalu- 
ated prior  to  selecting  treatment  options.  In 
a child  with  an  associated  head  injury,  we 
believe  that  closed  reduction  and  external 
fixation  is  a valuable  option  in  the  treatment 
of  femoral  shaft  fractures.  Time  to  healing 
has  been  shown  to  be  equal  to  or  less  than 
that  of  other  methods  of  treatment.  External 
fixation  requires  minimal  surgical  interven- 
tion, allows  for  earlier  ambulation  and  reha- 
bilitation through  rigid  fixation,  shortens 
hospital  stay,  increases  patient  comfort  and 
facilitates  nursing  care. 
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1.  What  is  the  corporate  practice  of  medi- 
cine doctrine? 

In  interpreting  medical  licensing  laws, 
courts  in  some  states  have  ruled  that  when 
a hospital  or  other  corporation  employs 
physicians  directly,  the  corporation  engages 
in  an  illegal  practice  of  medicine.  Courts 
reach  this  conclusion  through  a two  step 
analysis.  First,  they  interpret  the  licensure 
laws  as  requiring  medical  licensees  to  be 
natural  persons,  not  corporations.  Second, 
they  take  the  position  that  the  employment 
of  physicians  is,  in  itself,  an  act  of  practicing 
medicine.  Thus,  the  employment  of  physi- 
cians by  a corporation  becomes  a practice 
of  medicine  by  an  entity  that  cannot  be 
licensed  in  some  states.  Other  states  have 
outlawed  the  practice  by  direct  statute. 


2.  What  is  the  status  of  the  corporate  prac- 
tice of  medicine  doctrine  in  Nebraska? 

In  1905,  the  Nebraska  Supreme  Court 
rejected  the  claim  that  a corporation  em- 
ploying physicians  practiced  medicine  ille- 
gally. The  Court  refused  to  accept  the  sec- 
ond step  of  the  analysis  underlying  the  cor- 
porate practice  of  medicine  doctrine.  The 
Court  rejected  the  idea  that  corporate  hos- 
pitals practiced  medicine  within  the  mean- 
ing of  applicable  statutes  stating:  "Making 
contracts  is  not  practicing  medicine.  Col- 
lecting the  compensation  therefor  is  not 
practicing  medicine  . . . No  professional 
qualifications  are  requisite  for  doing  these 
things."  State  Electro-Medical  Institute  v. 
State.  74  Neb.  40,  43  (1905). 

The  corporate  practice  of  medicine  is- 
sue has  not  been  revisited  by  Nebraska  courts 
since  1905.  The  State  Electro-Medical  deci- 
sion remains  the  only  determinative  state- 
ment. This  does  not  entirely  preclude  the 
possibility  that  the  issue  could  be  revisited 
again  in  the  future,  however. 


3.  What  control  can  such  a corporation 

have  over  a physician? 

To  the  extent  that  a corporation  exerts 
influence  and  control  over  the  decisions 
made  by  employed  physicians  to  serve  its 
own  corporate  ends,  public  policy  may  be 
served,  at  least  in  a court's  eyes,  by  resur- 
recting the  corporate  practice  doctrine.  As 
one  Illinois  court  noted  recently,  it  is  "the 
concern  about  lay  control  over  medical  pro- 
fessionals [that  underlies]  the  prohibition  on 
the  corporate  practice  of  medicine."  Berlin 
v.  Sarah  Bush  Lincoln  Health  Center.  664  N. 
E.  2d  337,  343  (III.  App.  4 Dist.  1996). 

The  physician,  not  the  corporate  em- 
ployer, is  the  licensee.  Accordingly,  the  cor- 
porate employer  cannot  "practice  medicine" 
as  such  and  cannot  tell  the  physician  what 
medical  decisions  to  make,  preserving  the 
physician's  independent  judgment.  There  is 
ample  case  law  and  other  authority  in  other 
states  holding  that  unlicensed  entities  can- 
not have  direct  or  indirect  authoritative  con- 
trol of  licensees  in  performing  professional 
tasks.  The  corporate  employer  could,  how- 
ever, set  expectations  and  if  not  achieved  by 
the  employee  physician,  the  employer  could 
terminate  the  employment  unless  prohib- 
ited by  an  employment  agreement. 

★ ★ ★ 


To  inquire  about  estate  planning  issues,  contact  your  estate 
planning  advisor,  or  to  receive  our  planning  manual  entitled, 
"Multigenerational,  Charitable  and  Retirement  Planning  (Using 
Wealth  to  Make  a Difference)",  please  call  our  estate  planning 
hotline  1-800-822-2117,  or  write  to:  Cline,  Williams,  Wright, 
Johnson  & Oldfather,  Attention  Daniel  R.  Stogsdill,  J.D.,  1 900  First 
Bank  Building,  Lincoln,  Nebraska  68508. 

'Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  First  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Charles  M.  Pallesen  Jr.,  and  David  J.  Routh,  a law  clerk,  both 
of  the  Cline  Williams  Law  Firm.  Questions  relating  to  specific 
detailed  factual  situations  should  continue  to  be  referred  to  your 
own  counsel. 
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NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  1 8-20, 1 997—  Fall  Session,  Cornhusker 
Hotel,  Lincoln  (tentative  date). 


CREIGHTON  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

FEBRUARY  7-8,  1997  — Basic  Values  in  Medical 
Practice- Will  Physicians  Still  Be  Needed?  Omaha 
Country  Club,  Omaha,  NE. 

MARCH  1,  1997  — The  Management  of  Colon  & 
Rectal  Diseases  by  Primary  Care  Physicians  and 
Their  Support  Staff,  Marriott  Hotel,  Omaha,  NE. 

MARCH  1 3-1 5,  1997  — Sixth  Annual  Winter  Meet- 
ing: Midwest  Society  of  Colon  & Rectal  Sur- 
geons, Treasure  Mountain  Inn,  Park  City,  Utah. 

APRIL  14-19,  1997  — "Creighton  Model  Natural 
Family  Planning  Education  Program"  Part  II,  Pope 
Paul  Institute. 

APRIL  26-27,  1997  — Anesthesiology  Program, 
Marriott  Hotel,  Omaha,  NE. 

MAY  10,  1997  — Antithrombotic  Update  for  Pri- 
mary Care  Physicians,  Marriott  Hotel,  Omaha, 
NE. 

MAY  23-25,  1997  — Primary  Care  Update,  Village 
East  Resort,  Okoboji,  Iowa. 

MAY  29  - JUNE  1,  1 997 — A Review  of  Orthopedics 
& Orthopedics  Pathology,  Creighton  University 
School  of  Medicine,  Omaha,  NE. 

JULY  9-11,  1 997  — 1 4th  Annual  Scientific  Session 
of  the  American  Association  of  Clinical  Anato- 
mists, Hawaiian  Regent  Hotel,  Honolulu,  HI. 

JULY  12,  1997  — Clinical  Anatomy  of  the  Basic 
Physical  Examination,  University  of  Hawaii  School 
of  Medicine,  Honolulu,  HI. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 

For  further  information  on  pre-registration:  Sherry  Huffman, 

M.Ed.,  (308)389-5318. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL  EDUCATION 

THURSDAY,  FEBRUARY  14,  1 997  — Cardiovascu- 
lar Research  Symposium,  Outpatient  Care  Clinic 
and  Eppley  Science  Hall,  University  of  Nebraska 
Medical  Center  Campus.  Target  Audience:  Basic 
Scientists  and  clinicians  involved  in  cardiovascu- 
lar research.  Fee:  No  Charge. 

SUNDAY-FRIDAY,  MARCH  2-7,  1997  — 17th  An- 
nual Keystone  Conference,  Review  of  Head  and 
Neck  Medicine  for  the  Primary  Care  Physician, 
Keystone  Lodge,  Keystone,  Colorado.  Target 
Audience:  Otolaryngologist,  Primary  Care  Physi- 
cians. Fee:  $400  before  2/10/97,  $450  after 
2/10/97. 

11  DAYS,  MARCH  10-21,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

THURSDAY-SATURDAY,  MARCH  20-22,  1997  — 
National  Association  of  Medical  Direction  of 
Respiratory  Care,  Location:  TBA,  Audience:  Phy- 
sicians and  non-physicians  interested  in  medical 
director  and  related  issues.  Fee:  $190. 

11  DAYS,  APRIL  7-18,  1997  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Family  Physicians,  Phy- 
sician Assistants,  Nurse  Practitioners,  Fee:  $1,275 

- two  week  session,  $925  - one  week  session, 
$1,425  - split  session. 

THURSDAY,  APRIL  24,  1997 — 17th  Annual  Infec- 
tious Diseases  Symposium,  Eppley  Science  Hall 
Amphitheater,  UNMC  Campus.  Target  Audience: 
Primary  Care  Physicians.  Fee:  $20. 

SATURDAY,  APRIL  26,  1997  — Atrial  Fibrillation 
Flutter  Conference,  Holiday  Inn  Crowne  Plaza, 
Kansas  City,  MO.  Target  Audience:  Cardiologists 
and  Internists.  Fee:  $150. 

FRIDAY-  SATURDAY,  JUNE  6-7,  1 997—  5th  Annual 
Diagnostic  Dilemmas  in  Women's  Health  Care, 
Location:  Embassy  Suites,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Obstetricians 
and  Gynecologists,  Physician  Assistants.  Fee: 
$100. 
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MONDAY-THURSDAY,  JULY  15-18,  1997  — Pan 
Pacific  Lymphoma  Conference,  Manele  Bay 
Hotel,  Lanai,  Hawaii.  Target  Audience: 
Oncologists,  Hematologists,  Pathologists,  and 
Clinical  Scientists.  Fee:  $450. 

FRIDAY,  SEPTEMBER  1 2,  1 997  — UNMC  Fall  Can- 
cer Conference,  Epply  Science  Hall,  University  of 
Nebraska  Medical  Center  campus.  Target  Audi- 
ence: Primary  Care  Physicians.  Fee:  $30. 

MONDAY  - SATURDAY,  SEPTEMBER  22-27,  1997 
— Emergency  Medicine  1997:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

MONDAY- WEDNESDAY,  OCTOBER  6-8,  1997  — 
5th  International  Symposium  "Blood  Cell  Trans- 
plantation", Omaha  Civic  Auditorium,  Omaha, 
Nebraska.  Target  Audience:  Oncologists,  Hema- 
tologists, Pathologists,  Basic  Scientists.  Fee:  $350. 


MAYO  FOUNDATION 

FEBRUARY  1 5-1 9,  1 997  — Selected  Topics  in  Inter- 
nal Medicine,  Rancho  Bernardo  Inn  & Resort,  San 
Diego,  California.  25  Category  1 Credit  AMA, 
Registration  fee:  $625. 

MARCH  14-15,  1997  — Current  Issues  in  Cancer 
Prevention,  Detection  and  Treatment,  Siebens 
Medical  Education  Building,  Mayo  Clinic,  Roch- 
ester, Minnesota.  Credit:  9.5  Category  1 Hours 
AMA,  9.5  Prescribed  Hours  AAFP,  Registration 
Fee:  $195,  Phone:  1-800-323-2688,  FAX:  507- 
284-0532. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Continu- 
ing Medical  Education,  200  First  St.  S.W.,  Rochester,  MN  55905, 
Phone:  1-800-323-2688,  FAX:  507-284-0532. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT—  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Provider, 
Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

SELF  STUDY:  There  are  several  self-study  packages 
available  through  the  CenterforContinuing  Educa- 
tion. Packages  are  offered  in  videotape,  audiotape, 
CD-ROM,  monograph  and  journal  test  formats. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South  42  nd 
Street,  Box  985651,  Omaha,  NE  68198-5651.  Call  (402)  559-41 52 
or  use  our  toll  free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642-1095  Nationwide,  FAX  Number  (402)  559- 
5915,  or  e-mail  CONTEDUC  @ UNMC.EDU. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

FALL  SESSION 
SEPTEMBER  26-28,  1996 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Christopher  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Allen  D.  Dvorak, 
M.D.,  Omaha;  Krynn  K.  Buckley,  M.D.,  Lincoln;  James  A.  Fosnaugh,  M.D., 
Lincoln;  David  R.  Little,  M.D.,  Hastings;  David  L.  Bacon,  M.D.,  Kearney; 
Patrick  E.  Brookhouser,  M.D.,  Omaha;  William  R.  Palmer,  M.D.,  Omaha; 
Cordon  D.  Bainbridge,  M.D.,  Grand  Island;  Ronald  W.  Klutman,  M.D., 
Columbus;  Daniel  Tomes,  Omaha. 

The  following  report  is  submitted  to  the  House  of 
Delegates  by  the  Board  of  Directors  and  its  Executive 
Committee  for  approval  by  the  House. 


1.  RESOLUTION  #1  (A96)  MANAGED  CARE 

REPORT  CARD 

The  House  referred  this  resolution  to  the  Board  for 
action.  The  resolution  directed  that  the  Association 
develop  a report  card  on  managed  care  companies 
and  other  insurance  companies  operating  in  Ne- 
braska, and  instructed  the  Association  publish  the 
result  of  the  report  card  annually.  The  Board  referred 
this  matter  to  the  Committee  on  Patient  Advocacy 
which  has  been  considering  this  matter  and  will  be 
reporting  its  findings  to  the  Board. 

2.  RESOLUTION  #2  (A96)  EVALUATION  AND 

MANAGEMENT  CODES 

This  resolution  directed  that  a resolution  be  sub- 
mitted to  the  AMA  which  instructed  that  it  work  with 
HCFA  to  continue  to  refine  evaluation  and  manage- 
ment coding,  and  to  publish  the  specialty  specific 
physical  exam  criteria  in  a timely  fashion.  Further 
information  on  this  matter  is  included  in  the  report  of 
the  Delegate  to  the  American  Medical  Association. 

3.  RESOLUTION  #3  (A96)  TELEMEDICINE 

This  resolution  proposed  that  the  Association  de- 
velop legislation  to  be  introduced  in  the  Nebraska 
Legislature  in  1997  to  require  Nebraska  licensure  of 
non-resident  physicians  who  provide  certain  medical 
service  to  residents  of  Nebraska  through  electronic 
means.  The  House  referred  this  resolution  to  the 
Board  of  Directors  and  the  Commission  on  Legisla- 
tion and  Governmental  Affairs  requesting  a report 
back  at  this  Fall  Session.  This  matter  was  considered 
by  the  Commission  on  Legislation  and  Governmental 
Affairs  and  will  be  covered  in  its  report  to  the  House 
of  Delegates. 

4.  RESOLUTION  #4  (A96)  STANDARD  FORM  FOR 

CONSULTATION  REQUEST 

This  resolution  directed  that  the  Association  foster 
the  development  of  a simple  form  for  consultation 
requests  which  includes  both  the  issues  of  diagnosis 
and  treatment  and  the  managed  care  plan  require- 
ments relating  to  the  type  of  service  requested  and 


the  number  of  visits  authorized,  and  that  the  form  be 
acceptable  to  all  managed  care  providers  so  that 
practicing  physicians  can  communicate  medical  prob- 
lems and  the  type  of  consultant  response  desired  in  a 
standard  and  widely  understood  manner.  This  resolu- 
tion was  referred  to  the  NMA  Ad-Hoc  Committee  on 
Health  Care  Insurance  and  Medical  Delivery  Systems 
and  is  currently  under  study  by  that  group. 

5.  RESOLUTION  #5  (A96)  USE  OF 
800-888  NUMBERS 

The  House  adopted  this  resolution  which  directs 
that  the  Association  work  with  all  communication 
networks  developed  in  the  state  (including  the  UNMC 
Synapse  system  and  the  LMCA  CHIN  organization)  to 
encourage  the  use  of  800  or  888  numbers  as  local 
access  numbers  to  lessen  the  economic  burden  for 
physicians  using  the  Nebraska  Information  Superhigh- 
way. This  resolution  was  considered  by  the  Board  and 
an  appropriate  letter  has  been  sent  to  the  named 
organizations. 

6.  RESOLUTION  #6  (A96)  IMMUNITY  FROM 
CIVIL  LIABILITY  FOR  PROVIDERS  OF 
UNCOMPENSATED  HEALTH  CARE 

This  resolution  was  referred  to  the  Board.  It  pro- 
posed that  the  Association  proceed  to  develop  legis- 
lation to  provide  civil  immunity  to  physicians  and 
allied  health  care  providers  for  uncompensated  care, 
and  directed  the  Association  enlist  the  support  of 
allied  health  organizations  in  this  effort.  This  resolu- 
tion was  referred  to  the  Commission  on  Legislation 
and  Governmental  Affairs  which,  in  turn,  asked  that 
the  Ad-Hoc  Committee  on  Professional  Liability  re- 
view this  matter  in  light  of  the  passage  of  HR  3103 
(Kennedy-Kassebaum)  to  determine  if  satisfactory 
coverage  was  achieved  with  the  passage  of  that 
legislation  to  satisfy  this  resolution. 

7.  RESOLUTION  #7  (A96)  PATIENT/PHYSICIAN 
DIALOGUE  RE:  MANAGED  CARE  PLANS 

The  House  referred  this  resolution  to- the  Board 
which  directs  that  the  Association  explore  a mecha- 
nism whereby  patients  can  register  their  concerns 
and  problems  regarding  managed  care  plans.  The 
Board  referred  this  resolution  to  the  NMA  Committee 
on  Patient  Advocacy  for  its  recommendations  and  a 
report  back. 

8.  RESOLUTION  #8  (A96)  ’GAG'  RULE  IN 
MANAGED  CARE  CONTRACTS 

The  House  adopted  this  resolution  which  directed 
that  the  Association  investigate  the  "gag  rule"  and 
determine  if  legislation  should  be  introduced  in  order 
to  assure  NMA  members  that  they  will  not  be  faced 
with  the  "gag  rule"  in  their  managed  care  contracts. 
This  resolution  was  referred  to  the  NMA  Commission 
on  Legislation  and  Governmental  Affairs  for  its  con- 
sideration and  a report  back  to  the  Board. 

9.  RESOLUTION  #9  (A96)  DATA  COLLECTION 
PILOT  PROJECT 

This  resolution  directed  that  the  NMA,  with  the 
assistance  of  Blue  Cross/Blue  Shield,  implement  a 
pilot  program  to  assess  the  feasibility  of  a physician- 
owned  data  requisition  system  to  be  accessible  to 
NMA  members  as  a benefit,  or  to  be  marketed  to 
other  entities  as  a source  of  non-dues  income  to  the 
Association.  This  resolution  was  forwarded  to  the 
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NMA  Electronic  Data  Committee  for  its  consideration 
and  the  development  of  the  pilot  project. 

10. AMA  REPORT  OF  THE  STUDY 

OF  THE  FEDERATION 

The  Board  spent  time  reviewing  the  results  of  the 
study  which  addresses  a proposed  future  structure  for 
the  Federation  of  Medicine.  The  Board  provided  in- 
put to  our  AMA  delegation  and  this  matter  was 
considered  and  approved  at  the  June  1996  meeting 
of  the  AMA  House  of  Delegates. 

11.  MEDICARE 

When  considering  the  report  of  the  Delegate  to 
the  AMA  at  the  1996  Annual  Session,  the  House  of 
Delegates  recommended  that  the  Board  consider 
assigning  a staff  member  to  be  conversant  with  issues 
involving  Medicare  conversion  factors  and  the  cur- 
rent status  of  E&M  coding,  and  to  work  with  the  Ad- 
Hoc  Committee  Re:  Medicare  on  this  matter.  Under 
the  staff  restructuring  and  revision  of  assignments, 
this  responsibility  was  given  to  Eric  Carstenson  who 
serves  as  the  Assistant  Executive  Director  for  Pro- 
grams and  Policy  and  he  is  continuing  to  become 
more  conversant  with  the  Medicare  program  and  its 
numerous  features. 

12.  NMA  BLUE  CROSS/BLUE  SHIELD  CROUP 

HEALTH  INSURANCE  PLAN 

The  Board  monitors  the  NMA  Blue  Cross/Blue 
Shield  group  health  insurance  plan.  The  Board  is 
pleased  to  report  that  there  was  a premium  holiday 
month  awarded  for  March  1996  for  physicians  in- 
sured under  the  group  health  insurance  plan  as  of 
September  30,  1995. 

The  Association  has  a settlement/participation 
agreement  with  the  company  which  provides  for  this 
benefit  following  a highly  successful  financial  year 
such  as  that  experienced  in  1995.  This  was  the  sec- 
ond year  that  favorable  claims  experience  resulted  in 
a premium  holiday  month. 

The  Board  has  reviewed  the  statistics  for  the 
current  membership/coverage  year  and  finds  that  the 
exceptionally  successful  trend  has  not  continued  as 
of  this  time.  There  will  be  a premium  increase  for  the 
1997  coverage  year  which  will  begin  on  October  1, 
1996.  More  information  will  be  distributed  to  those 
covered  by  the  plan. 

We  encourage  members  to  participate  in  this  plan 
as  the  Association  does  receive  an  administrative  fee 
for  its  efforts  and  responsibilities. 

13.  MEMBERSHIP 

The  Board  maintains  data  on  member  and  non- 
member lists  and  continually  monitors  the  statistical 
reports  regarding  membership.  The  Association  had 
gained  89  new  members  as  of  August  30,  1996.  In 
addition,  7 former  members  have  re-established  mem- 
bership. There  are  currently  1,646  dues-paying  mem- 
bers of  the  Association  and  302  Life  & Associate 
members.  Our  total  membership  is  1,948  which  com- 
prises 62.7%  of  Nebraska's  3,108  physicians.  The 
Association  makes  a major  effort  to  continually  in- 
crease total  membership  and  it  would  appear  that  we 
will  achieve  that  goal  for  1996.  It  is  very  important 
that  members  of  the  House  of  Delegates,  and  all 
Association  members,  continue  to  encourage  non- 
member colleagues  to  join  the  federation  of  medicine 
to  enhance  our  strength  as  we  continue  to  face  major 
changes  in  the  health  care  system. 


14.  FINANCES 

The  Board  and  its  Executive  Committee  dedicate 
a substantial  amount  of  meeting  time  to  monitoring 
and/or  addressing  the  financial  situation  of  the  Asso- 
ciation. The  November  meeting  of  the  Board  is  the 
annual  budget  meeting  at  which  time  each  category 
of  income  is  reviewed  in  detail  and  each  budget  item 
is  reviewed,  and  figures  are  established  for  the  ensu- 
ing year.  At  its  August  meeting,  the  Board  reviews  the 
current  status  of  the  Association's  financial  situation 
in  considerable  detail  and  determines  whether  or  not 
it  will  be  necessary  to  recommend  a dues  increase  for 
the  upcoming  year  as  a recommendation  in  this 
regard  must  be  considered  by  the  House  of  Delegates 
at  its  Fall  Session  in  September. 

During  its  August  1996  meeting,  the  Board  re- 
viewed many  facets  of  the  Association's  activities  as 
it  developed  a strategic  plan  which  establishes  the 
future  direction  of  the  Association  by  establishing  a 
new  focus  in  various  areas,  adds  additional  responsi- 
bilities for  the  organization  and/or  eliminates  or  down- 
grades certain  of  the  Association's  current  activity 
areas.  The  strategic  plan  for  the  Association,  both 
short  and  long  term,  presents  various  strategies  for 
critical  issues  which  address  income  sources,  rela- 
tionships and  payers,  cooperation  and  alliances,  ser- 
vices for  members,  relevance  for  members,  and  NMA 
structure  and  governance.  The  document  developed 
by  the  Board  is  appended  to  this  report  for  approval 
by  the  House  of  Delegates. 

In  addition,  the  Board  approved  a restructuring  of 
the  Association's  staff  which  took  effect  in  April  of  this 
year.  In  order  to  better  serve  the  members  of  the 
Association,  staffing  responsibilities  were  expanded 
with  the  promotion  of  Kelly  Madcharo  as  Assistant 
Executive  Director  for  Operations  and  Corporate  Af- 
fairs, and  the  hiring  of  Eric  Carstenson  as  Assistant 
Executive  Director  for  Programs  and  Policy.  Also,  the 
Association  staff  was  expanded  to  eight  individuals 
with  the  hiring  of  Michelle  Krumland  as  an  additional 
secretary.  The  restructuring  allowed  the  Association 
to  greatly  expand  its  services  and  activities  in  the 
areas  of  the  data  project,  managed  care,  electronic 
communication,  and  in  the  near  future,  the  expansion 
of  continuing  education  programs  for  members  of  the 
Association.  While  continuing  to  focus  on  the  major 
emphasis  that  must  be  given  to  membership  recruit- 
ment, and  the  resulting  development  of  a recruitment 
strategy  for  the  Association,  the  Board  is  also  develop- 
ing a marketing  plan  for  non-dues  income,  and  is 
continuing  to  monitor  and/or  reduce  Association 
expenditures  through  a cost-reduction  program.  Ear- 
lier this  year,  the  Board  reduced  travel  expenditures 
by  eliminating  any  payment  of  spouse  meals  in  con- 
junction with  AMA  meetings,  by  eliminating  the  utili- 
zation of  a suite  during  AMA  meetings  for  caucus 
meetings  and  social  activities,  and  the  Board  has 
eliminated  utilization  of  a suite  at  the  1996  NMA  Fall 
Session.  The  Board  has  for  some  time  maintained  a 
strict  travel  reimbursement  policy  for  those  traveling 
in  behalf  of  the  Association. 

The  Board  has,  as  a result  of  its  review  of  bud- 
geted expenses,  determined  that  approximately 
$10,000  could  be  saved  by  eliminating  meals  follow- 
ing commission/committee  meetings  which  are  held 
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in  the  Association  office  and  is  therefore  recom- 
mending to  the  House  that  an  action  to  eliminate  the 
meals  be  approved. 

The  Board  requested  that  the  Editorial  Board  of 
the  Nebraska  Medical  Journal  develop  a readership 
survey  to  determine  the  desires  of  the  membership 
regarding  the  Journal.  A copy  of  the  results  of  the 
survey  are  appended  to  this  report.  Following  the 
review  of  the  results  of  the  survey,  the  Board  deter- 
mined that  consideration  should  be  given  to  elimina- 
tion of  the  Journal  and  at  the  same  time  enhance  the 
NMA  newsletter  ('pink  sheet').  The  elimination  of  the 
Nebraska  Medical  Journal  would  result  in  an  annual 
savings  of  approximately  $35,000  for  the  Association. 
The  Board  therefore  recommends  that  the  publica- 
tion of  the  Nebraska  Medical  Journal  be  terminated 
with  the  December  1996  issue. 

When  the  Board  reviewed  the  1996  Budget  and 
the  non-budgeted  expenses  that  were  approved  to 
institute  the  staff  restructuring  and  expansion,  and 
applied  the  1996  projected  income,  there  was  a 
resulting  anticipated  1996  deficit  of  approximately 
$90,000.  The  figure  was  anticipated  for  1996  inas- 
much as  the  dues  to  the  Association  were  last  in- 
creased for  membership  year  1995  and  remained  the 
same  for  1996.  Each  dues  .increase  proposed  to  the 
House  of  Delegates  by  the  Board  of  Directors  is 
based  on  an  actual  determined  need,  with  the  hope 
that  a remaining  balance  will  occur  at  the  end  of  a 
given  year  in  which  dues  are  increased  which  will 
allow  for  the  possibility  of  continuing  a second  year 
without  a required  increase.  When  the  anticipated 
$90,000  deficit  is  applied  against  the  January  1,  1996, 
fund  balance  of  $133,783,  we  anticipate  entering 
1997  with  an  anticipated  fund  balance  of  approxi- 
mately $43,000.  When  we  apply  a minimum  inflation- 
ary increase  of  3.1%  to  the  1996  budget  and  apply 
our  projected  income  as  calculated  for  1996,  we 
anticipate  a potential  shortfall  of  approximately 
$86,000  which  needs  to  be  addressed  at  this  time. 
Even  though  some  cost  cutting  actions  are  put  into 
place,  the  potential  shortfall  by  year  end  1997  is  a 
matter  of  concern.  This  situation  is  complicated  by 
the  additional  activity/responsibility  areas  undertaken 
by  the  Association  to  address  outside,  non  associa- 
tion, influences  affecting  NMA  members,  or  in  re- 
sponding to  directives  for  action  which  emanate  from 
the  House  of  Delegates. 

The  Board  considered  the  entire  financial  situa- 
tion in  detail  during  its  August  meeting  and  is  recom- 
mending that  Nebraska  Medical  Association  dues  be 
increased  by  $25  from  $390  to  $415  for  calendar 
year  1997.  The  increase  being  proposed  is  6.7%, 
which  over  a two-year  period  results  in  an  annual 
increase  of  3.35%  which  is  relatively  close  to  the  level 
of  inflation  faced  by  associations  such  as  the  NMA. 
The  Board  plans  to  continue  its  diligent  effort  to  seek 
additional  areas  in  which  budgetary  expenditures  can 
be  reduced  to  offset  the  need  for  increases  in  the 
level  of  dues.  In  addition,  the  Board  is  giving  tremen- 
dous emphasis  to  the  need  to  increase  non-dues 
revenues.  It  is  our  opinion  that  the  Association  is  very 
frugal  as  compared  to  many  state  organizations. 


15.  NOMINATIONS  AND  APPOINTMENTS 

BOARD  OF  EXAMINERS  IN  MEDICINE 

AND  SURGERY 

The  Board  recommended  that  Susanne  E.  Eilts, 
M.D.,  of  Omaha  be  appointed  to  the  Board  of  Exam- 
iners in  Medicine  and  Surgery. 

BOARD  OF  EXAMINERS  IN 

NURSING  HOME  ADMINISTRATION 

The  Board  recommended  that  Paul  E.  Plessman, 
M.D.,  of  Lincoln  be  appointed  to  the  Board  of  Exam- 
iners in  Nursing  Home  Administration. 

16.  INFORMATIONAL  ITEMS: 

A.  TELECONFERENCING 

Earlier  this  summer,  the  Board  implemented  a 
teleconferencing  mechanism  whereby  commission 
and  committee  members  who  are  unable  to  attend  a 
scheduled  meeting  are  able  to  phone  in  to  a central 
service  and  be  connected  to  the  meeting  in  the 
Association  office.  The  individual  physicians  are  ex- 
pected to  cover  the  cost  of  the  call  which  is  approxi- 
mately $12  per  hour.  The  teleconferencing  service 
has  been  quite  popular  and  has  served  to  increase  the 
number  of  commission/committee  members  able  to 
participate  in  scheduled  meetings.  We  plan  to  con- 
tinue this  service  and  possibly  enhance  the  quality  of 
the  equipment  that  we  are  currently  utilizing. 

B.  GEOGRAPHIC  COALITION 

The  Nebraska  Medical  Association  continues  to 
play  an  active  role  in  the  Geographic  Coalition,  a 
group  of  35  state  medical  associations  committed  to 
fair  Medicare  reimbursement  under  the  RBRVS.  One 
of  our  major  concerns  focuses  on  the  fact  that  the 
data  used  in  development  of  Geographic  Practice 
Costs  Indices  (GPCIs).  The  GPCI  values  in  the  210 
payment  areas  result  in  significant  variation  in  physi- 
cian reimbursement. 

The  Coalition  also  has  concern  with  Medicare's 
Adjusted  Average  Per  Capita  Cost  (AAPCC)  which 
represents  the  payment  rate  for  their  risk  contract 
program.  The  AAPCC  is  based  on  fee-for-service  costs 
gathered  under  the  Medicare  Program. 

The  Geographic  Coalition  is  interested  in  Medi- 
care fee-for-fee  service  and  managed  care  payment 
rates  that  reflect  legitimate  and  demonstrable  differ- 
ences in  practice  costs  and  utilization. 

Most  recently  the  coalition  has  formed  a Steering 
Committee  comprised  of  7 of  the  states  on  which  the 
Nebraska  Medical  Association  is  represented. 

The  Board  presents  this  report  for  the  acceptance 
and  approval  of  the  House  of  Delegates  and  stands 
ready  to  address  items  referred  to  it  during  this  ses- 
sion. 
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1996  Readership  Survey 


1 What  is  your  specialty9 


2 In  what  county  do  you  practice7 


3 Please  indicate  your  age 

□ 39  or  less  □ 40-55  □ 56-65  □ over  65 

4 How  long  have  you  been  a member  of 
NMA? 

□ 1-5  yrsO  6-10  yrsO  11-15  yrs  O 16-20  yrs 

□ >20  yrs 


It  has  been  said  that  publishing  a magazine  is 
like  communicating  in  a vacuum  This 
readership  survey  is  being  sent  to  2,195  NMA 
members  We  want  to  know  what  the 
membership  wants  from  NMA’s  official 
publication.  Changes  are  being  considered 
based  upon  the  direction  members  indicate  in 
this  survey 


5 How  often  do  you  read  the  Journal7  □ Monthly  □ Occasionally  ONcver 

6 Check  one  of  the  following  statements  that  best  describes  how  you  read  the  Nebraska  Medical 
Journal 7 

□ Read  it  cover  tp  cover  monthly 

□ Scan  each  issue,  but  primarily  read  a certain  section  or  two  each  month 

□ Read  table  of  contents  for  articles  of  interest,  then  read  and  toss 

□ Just  flip  through  it  briefly  for  something  that  catches  my  eye 

□ Put  it  in  my  “to  read'*  pile  and  hope  I get  to  it  sometime 

□ Never  read  it 

7 How  valuable  personally  is  the  information  that  you  derive  from  the  Journal0 

□ Very  valuable  □ Some  value  □ Neutral  □ Little  value  □ No  value 

8 Do  you  patronize  advertisers  in  the  Journal7  □ Frequently  □ Occasionally  □ Never 

(OVER) 


1996  Readership  Survey 


1.  What  is  your  specialty? 


1 Administrative  Medicine 

2 Allergy  and  Immunology 

12  Anesthesiology 

4 Cardiovascular  Medicine 

3 Dermatology 

9 Emergency  Medicine 

1 Endocrinology 

104  Family  Practice 

4 Gastroenterology 

7 General  Practice 

1 General  Preventive  Medicine 

2 Gynecology 

1 Hematology 

5 Infectious'Disease 

1 Immunology 

34  Internal  Medicine 

2 Nephrology 

3 Neurology 

1 Neonatal-Perinatal  Medicine 

16  Obstetrics  & Gynecology 

2 Occupational  Medicine 

9 Oncology 

10  Ophthalmology 

13  Otorhinolaryngology 

17  Pathology 

1 Pathology,  Forensic 


27  Pediatrics 

2 Pediatrics,  Allergy 

2 Pediatrics,  Cardiology 

1 Physical  Medicine  & Rehabilitation 

19  Psychiatry 

4 Psychiatry,  Child 

8 Pulmonary  Disease 

15  Radiology 

3 Radiology,  Diagnostic 

3 Rheumatology 

2 Surgery,  Cardiovascular 

1 Surgery,  Colon  & Rectal 

25  Surgery,  General 

1 Surgery,  Hand 

1 Maxillofacial  Surgery 

4 Surgery,  Neurological 

25  Surgery,  Orthopedic 

5 Surgery,  Plastic 

3 Surgery,  Thoracic 

6 Urology 

26  Retired,  Not  in  Practice 

1 Radiation  Oncology 

1 Medical  Oncology 

8 Students 

2 Vascular  Surgery 

1 Hematology/Oncology 


9 Nebraska  Medical  Journal  contains  regular  sections  Please  indicate  how  often  you  read  or  refer 
to  each  of  the  following 

ALWAYS  FREQUENTLY  OCCASIONALLY  RARELY  NEVER  1-  In  what  county  do  you  practice? 


Letters  to  the  Editor 

□ 

□ 

□ 

Guest  Editorial 

□ 

□ 

□ 

Original  Article 

□ 

□ 

□ 

President’s  Page 

□ 

□ 

□ 

Perinatal  Page 

□ 

□ 

□ 

Ask  a Lawyer 

□ 

□ 

□ 

Coming  Meetings 

□ 

□ 

G 

New  Members 

Q 

□ 

□ 

In  Memoriam 

□ 

□ 

□ 

Alliance 
Committee  and 

□ 

□ 

□ 

Commission  Listing 

□ 

□ 

□ 

Physicians  Directory 

□ 

Q 

□ 

Physicians  Classified 

□ 

□ 

Q 

State  Organization  Listing 

□ 

Q 

□ 

National  Organization  List 

□ 

□ 

□ 

Scientific  Articles 

□ 

□ 

□ 

Classified  Advertising 

□ 

□ 

□ 

Councilor  Districts/Counties 

□ 

U 

□ 

County  Medical  Societies 

□ 

□ 

a 

CME  activities  □ □ 

10  How  often  should  Nebraska  Medical  Journal  be  published7 

□ 

□ Monthly  □ 6 Monlhs/Yr  □ Quarterly 


□ □ * of  Responses 

□ □ 

□ Q Adams 11 

□ □ Antelope 1 

□ □ Box  Butte 2 

□ □ Buffalo  24 

□ □ Burt 1 

□ □ Butler  2 

□ □ Cass 1 

□ □ Chase  1 

Cheyenne  1 

□ □ Gay 1 

□ □ Cuming 1 

□ □ Custer 2 

□ □ Dawes  2 

□ □ Dawson 2 

□ □ Dixon 1 

□ □ Dodge  8 

□ □ Douglas 174 

□ □ Dundy 1 

□ □ Fillmore 2 

Furnas 1 

Gage 4 

Gosper I 

□Cease  entirely  Hall 5 

Hamilton 1 

Harlan I 

Hooker' 1 

Howard I 

Jefferson I 

Keith I 


g ef  PtiBcnsta 


Knox 2 

Lancaster  ....  109 

Lincoln  2 

Madison  8 

Merrick  . 1 

Morrill . . 2 

Nemaha 2 

Nuckolls  1 

Otoe 2 

Pawnee 2 

Phelps 3 

Pierce  1 

Platte 8 

Polk 1 

Red  Willow 2 

Richardson 1 

Saline  2 

Sarpy  . 8 

Saunders 1 

Scott s Bluff 9 

Seward  3 

Sheridan 1 

Sioux I 

Thayer 2 

Thurston I 

Washington 3 

Wayne 1 

York  5 


3.  Please  indicate  your  age. 


Thank  you  for  your  time 


NMA  - 9/96 
Board  Report 


No  Response 

7 

39  or  less 

85 

40-55 

*211 

56-65 

91 

Over  65 

79 
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4.  How  long  have  you  been  a member  of  NMA? 


No  Response 

13 

1-5  yean 

103 

6-10  yean 

61 

1 1-15  yean 

61 

16-20  yean 

61 

> 20  yean 

174 

5.  How  often  do  you  read  the  Journal? 

22  No  Response 
310  Monthly 
133  Occasionally 
8 Never 

6.  Check  one  of  the  following  statements  that  best  describes  how  you  read  the 
Nebraska  Medical  Journal. 

8 No  Response 

27  Read  it  cover  to  cover  monthly 

212  Scan  each  issue,  but  primarily  read  a certain  section  or  two  each  month 

1S1  Read  table  of  contents  for  articles  of  interest,  then  read  and  toss 

62  Just  flip  through  it  briefly  for  something  that  catches  my  eye 

9 Put  it  in  my  “to  read"  pile  and  hope  I get  to  it  sometime 
4 Never  read  it. 

7.  How  valuable  personally  is  the  information  that  you  derive  from  the 
Journal? 


No  Response 

10 

Very  valuable 

27 

Sonic  value 

271 

Neutral 

90 

Little  value 

68 

No  value 

7 

8.  Do  you  patronize  advertisers  in  the  Journal? 


No  Response 

33 

Frequently 

22 

Occasionally 

299 

Never 

119 

9.  Nebraska  Medical  Journal  contains  regular  sections.  Please  indicate  how  often 
your  read  or  refer  to  each  of  the  following: 


NO  RESPONSE 

ALWAYS 

FREQUENTLY 

OCCASIONALLY  RARELY 

NEVER 

Letters  to  the  Editor 

37 

53 

110 

160 

82 

31 

Cuesl  Editorial 

34 

61 

134 

167 

58 

19 

Original  Article 

41 

31 

132 

212 

50 

7 

President’s  Page 

39 

90 

129 

127 

64 

24 

Perinatal  Page 

76 

21 

61 

92 

107 

116 

Ask  a Lawyer 

43 

8 1 

109 

147 

67 

26 

Coming  Meetings 

59 

42 

87 

143 

101 

41 

New  Members 

53 

74 

92 

119 

85 

50 

In  Memoriam 

55 

82 

90 

118 

83 

45 

Alliance 

92 

14 

25 

101 

131 

110 

Committee  and 

Commission  Listing 

75 

10 

37 

116 

141 

94 

Physicians  Directory 

61 

9 

35 

133 

148 

87 

Physicians  Gassificd 

63 

17 

31 

131 

129 

102 

Slate  Organization  Listing 

64 

7 

31 

no 

149 

112 

National  Organization  List 

68 

7 

27 

95 

156 

120 

Scientific  Articles 

42 

32 

176 

163 

43 

17 

Gassificd  Advertising 

68 

10 

25 

115 

153 

102 

Councilor  Districts/Counties 

64 

10 

23 

83 

167 

126 

County  Medical  Societies 

65 

II 

31 

103 

158 

105 

CME  activities 

56 

27 

72 

136 

109 

73 

Nebraska  Medical  Association 
Strategic  Plan 

Introduction 

The  Board  ol  Directors  and  key  staff  members  of  the  Nebraska  Medical  Association 
conducted  a Strategic  Planning  Session  on  August  8 and  9,  1996.  The  session  facilitator 
was  Lester  A.  Dlgman,  Ph  D.,  First  Bank  Distinguished  Professor  of  Management  at  the 
University  of  Nebraska  - Lincoln.  NMA  Board  and  staff  members  In  attendance  were: 

Christopher  C.  Caudill,  M.D  , President 
Allen  D Dvorak,  M D , President-Elect 
David  L Bacon,  M.D  , Immediate  Past  President 
James  A Fosnaugh,  M D , Secretary- Treasurer 
William  R Palmer,  MD,  Member  at  Large 
Ronald  W Klutman,  M D . Member  at  Large 
Krynn  K Buckley,  M.D  . Member  at  Large 
David  R Little,  M D , Ex-Officio  Member 
Patnck  Brookhouser,  MJ)  , Ex-Oflficio  Member 
Blaine  Y Roffman,  M D , AMA  Delegation  Member 
Daniel  Tomes,  Student  Member 
William  L Schellpeper,  Executive  Director 

Kelly  M Madcharo,  Assistant  Executive  Director  for  Operations  and  Corporate  Affairs 
Enc  B Carstenson,  Assistant  Executive  Director  for  Programs  and  Policy 


The  agenda  for  the  sessions  was  as  follows 


I Business  Meeting 

I I Planning  Process  Objectives 
•Overview  of  the  Process 
•Planning  Session  Objectives 

- Long  term  perspective 

- External  and  internal  issues 

- Focus  on  critical  issues 

- Develop  actions  (strategies)  to  deal  with  each 

- Identify  implementation  priorities,  responsibilities,  and  schedules 

III  Develop  Vision  for  NMA 
•Review  Mission  Statement 
•Incorporate  Goals  and  Aspirations  for  NMA 
•Create  Focused  Vision  Statement 

IV  Identify  Current  and  Future  Issues  Facing  NMA 
•Issues  facing  profession  in  general 

•Issues  surfaced  in  previous  year’s  session 
•Internal  NMA  issues 
•New  and  additional  issues 

Fnday.  Ayigwsi 

V Categorize  Issues  by  Cnticality 
"Impact  on  Profession/Society/Members 
•Time  Relevance 

VI  Develop  Strategies  for  Critical  Issues 

•Brainstorm  actions  for  each 

•Select  and  reconcile  most  promising  strategies 

VII  Develop  Implementation  Plan 
•Set  priorities  for  actions/strategies 
•Assign  responsibilities  (committees,  etc  ) 

•Review/Evaluate  Committee  Structure 
•Determine  schedule  for  completion 


10.  How  often  should  Nebraska  Medical  Journal  be  published? 


No  Response 

25 

Monthly 

115 

6 MonthsA'ear 

76 

Quarterly 

244 

Cease  entirely 

13 
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Outcome 


Focusing  on  a future  time  horizon  of  3-5  years,  the  group  revised  the  NMA  mission,  developed  a vision  statement  for  NMA,  identified  six  critical  issues 
for  the  3-5  year  time-horizon,  developed  strategies  for  each  of  the  critical  issues,  and  developed  an  implementation  pl^n  The  implementation  plan  included 
setting  priorities  for  the  actions/strategies,  assigned  responsibilities  for  each,  and  developed  a completion  schedule 

Revised  Mission. 

The  mission  of  the  NMA  is  to  serve  our  physiciah  members  as  advocates  for  our  profession,  our  patients,  and  the  health  of  all  Nebraskans 
Vision  for  NMA. 

That  the  NMA  be  the  preeminent  physician  and  medical  organization  in  the  state  of  Nebraska 


1 Income  Sources  (dues/non-dues,  dues  structure,  cost/value  centers) 

2 Relationships  with  Payers  (Medicare,  Medicaid.  Managed  Care  Effects/Options) 

3 Cooperation  & Alliances  with  county,  AMA.  specialty  societies 

4 Communication,  information,  services,  education,  and  practice  management  for  members 

5 Relevance  for  members  (gender,  contract,  employee  physicians) 

6 Structure  and  governance  of  NMA 


Priority  Rankings 

1 "Critical  2*High  3=Routine 


Strategies  for  Critical  Issues 
Issue  ttj:  Income  Sources 


Priority 

Action 

1 

1 1 Develop  Marketina  Plan 

Possible  Components  include 

• Credit  Card,  phone  income 

• Credentialing  program 

• Educational  meetings 

• Brokering  managed  care 

• Advertising  in  Pink  Sheet 

• Coordination  with  other  societies 

• Fees  for  programs  (member,  non-member 
rates) 

1 

1 2 Institute  Cost  CuttlnB  Proaram 

• Cut  Number  of  Committees 

• Cut,  reduce  or  make  optional  meals  following 
meetings 

• Cut  the  Nebraska  Medical  Journal 

• Modify  Staff  usage/outreach 

• Develop  Contingency  Plan 

Issue  *2:  Relationships  -with  Pavers 


Priority 

Action 

1 

2.1  Medicare  Managed  Care 

i 

3 

2.1.1  Legal  Opinion  re  NMA  involvement 

2.1.2  Contact  other  states 

2 13  Educate  membership  re  coding,  practice  management,  office  standards,  etc 

*> 

1 

2.2  Medicaid  Managed  Care 

2.2. 1 Study  CATCH  Program 

2.2.2  Coalition  (MOMS/LCMS/GNC  or  NMA)  bid  to  provide  enrollment  and  education  services  currently 
being  provided  by  Maximus 

1 

2 2 3 Push  Greater  NE  Medical  Coalmen 

3 

2 2 4 Establish  relationship  with  Department  of  Social  Services 

2 

2.3  Qiher  Mwged  Care  Resources 

2 3 1.  Compile  referral  list  of  attorneys  and  consultants  for  member  use 
2 3 2 Compile  lending  library  of  managed  care 
resource  materials 

2 3 3.  Train  Kelly  re  managed  care 
2 3 .4  Prepare  problem  list  for  managed  care  contracts 

3 

2 ■»  Develop  Forum  of  Business  Leaders.  Maior  Emolovers  on  Managed  Care 

3 

2 5 Develoo  Purchasing  Coooerative 
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Issue  *3:  Cooperation  <j  Alliances 


Priority 

Action 

3 

3 1 Develop  Criteria  for  coODeratioiValliances 

3 

3 2 List  oossible  cooDeration/alliance  candidates,  e i . other  organized  medical  arouos  soecialtv 

societies  and  non-ohysician  societies 

3 

3 

3.3  Compare  missions 
3 4 Prioritize  re.  importance  to  NMA 

Suggested  List 
•County/local  societies 

• staff-staff  Sc  physician-physician  communication 

• sharing  of  control 

• reduction  of  duplication 

• statewide  coordination 
•AM  A 

•Student  chapters 

• Ask  what  can  we  do  for  you? 

• Meet  with  leadership 
•Resident  societies 
•Other  state  societies 

• North  Central  participation  useful 

Issue  8 4:  Services  for  Members 


Priority 

Action 

2 

4 1 Develop  Plan  for  Electronic  Communication  (E-mail,  tele-video) 

4 11.  Study  telecommunication 
4 1.2  Upgrade/broaden  FAX  capabilities 

4 13  Education/training  on  hook-up.  use.  etc  of  electronic  communication 
4.2  Study  and  Prepare  Board  Report  for  Delegates  to, 

See  1.2 

• Cut  NMA  Journal 

• Beef-up  Newsletter  (pink  sheet)  e g . legislative  section,  practice  management  section.  Medicare 
section,  etc 

3 

4^_Qffcr  .Subscriptions  10  other  newsletters  (Managed  Care.  Practice  Management 

3 

4 4 Offer  Programs  ("Road  Shows")  in  coniuncnon  With  local  societies  (including  CMF.  credit) 

1 

4 5 Reallocate  Human  Resources 

Issue  B 5:  Relevance  for  Members 


Priority 

Action 

2 

5 1 DeveloD  Recruitment  Sirateizv  for  NMA.  including  contract/emDlovee  Dhvsicians.  women  ER 

Dhvsicians.  academics,  ohvsician  directors 
5 11  Survey  needs 
5 12  Small  group  sessions 
513  Use  in-house  or  consultant 
5 1 4 Survey  other  states 

5 15  Information,  etc  . for  contract/employee  physicians 

5 1 6 Possible  restructuring  of  NMA  to  accommodate  different  types  of  members 
5 1 7 Survey  which  organizations  physicians  belong  to  and  which  services  are  provided 

3 

5 2 ADDomt  members  to  task  forces  Sc  ad-hoc  committees  to  increase  involvement 

3 

5 3 Increase  contacts  with  physicians 

Issue  # 6:  NMA  Structure  and  Governance 


Priority 

Action 

3 

3 

6 1 Studv  Options  re  Board 

• No  change 

• Board  chair  plus  President 

• Board  service  prior  to  President-Elect 

• Specific  responsibilities  for  Board  members 

6.1.1.  Study  other  states,  societies 

612  Require  greater  staff  input 
6 13  Study  Executive  Committee  makeup 

6 2 Studv  House  of  Delegates  representation  vis-«-vis  specialty  societies 
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MEMBERSHIP  BY  COUNTY 

1996  1995 


NMA 

NMA 

Life 

Sept.  3 

Aug.  30 

Dec  31 

and 

Dues 

and 

1996 

1995 

1995 

AMA  Non -AMA 

Exempt 

Assoc. 

Total 

Total 

Total 

Adams 

32  13 

0 

9 

54 

55 

56 

Antelope -Pierce 

5 0 

0 

2 

7 

8 

8 

NMA  MEMBERSHIP  BY  CATEGORY 

1995  (12/31/95) 


Active  1574 

Life  & Associate  275 

House  Officer  35 

Student  215 

Dues  Exempt 

Totals  2206 


1996  (9/3/96) 

1649 
302 
34 
271 
0 

2256 


Box  Butte 
Buffalo 
Butler 
Cass 

Chcyc  n ne  - Ktmba II  - Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Kc  ith  - Pc  rk  ms  - Chase 

Knox 

Lancaster 

Lincoln 

Madison 

Metro  Omaha 

Northwest  Nebraska 

Otoe 

Plattc-Loup  Valley 

Saline 

Saunders 

Scotis  Bluff 

Seward 

South  Central 

Southeast  Nebraska 

Southwest  Nebraska 

Washington -Burt 

York 


Totals 


6 

1 

0 

4 

11 

11 

11 

59 

20 

0 

9 

88 

78 

78 

PHYSICIANS  & RESIDENTS  • NMA  MEMBERS/NON-MEMDERS  1996 

3 

3 

0 

0 

6 

6 

6 

0 

1 

0 

0 

1 

1 

1 

Members 

Area 

Active 

% 0l  NMA  Membershi 

6 

0 

0 

3 

9 

9 

9 

3 

0 

0 

1 

4 

3 

3 

Omaha 

771 

45  8% 

4 

0 

0 

5 

8 

8 

Lincoln 

358 

21  3% 

2 

4 

0 

2 

8 

10 

10 

Greater  NE 
Residents 

520 

-24 

30  9% 
2 0% 

19 

11 

0 

4 

34 

32 

32 

5 

4 

0 

2 

11 

10 

10 

1683 

0 

1 

0 

1 

2 

2 

2 

3 

4 

0 

1 

8 

9 

9 

Non-Members 

Area 

Physicians 

Rosidcnts 

40 

16 

0 

11 

67 

66 

66 

1 

4 

0 

0 

5 

6 

6 

Omaha 

713 

252 

2 

3 

0 

4 

9 

11 

11 

Lincoln 

94 

0 

3 

0 

0 

1 

4 

4 

4 

Greater  NE 

337 

0 

3 

3 

0 

0 

6 

10 

10 

1144 

252 

1 

1 

0 

0 

2 

3 

3 

185 

173 

0 

57 

415 

401 

403 

AMA  MEMBERSHIP  DETERMINING  AMA  DELEGATES 

15 

16 

0 

4 

35 

36 

36 

20 

12 

0 

3 

35 

37 

39 

AMA  Dues  House 

467 

304 

0 

150 

921 

925 

937 

AMA 

Exemot  Officer 

Student 

Total 

5 

6 

0 

1 

12 

10 

10 

3 

7 

8 

8 

1984 

1039 

208  3 

101 

1351 

10 

16 

0 

6 

32 

27 

28 

1985 

968 

198  2 

81 

1249 

1986 

994 

205  5 

118 

1322 

1987 

1015 

243  4 

118 

1380 

1988 

1002 

280  9 

103 

1394 

41 

26 

0 

12 

79 

79 

79 

1989 

1013 

196  12 

58 

1279 

5 

1 

0 

2 

8 

7 

7 

1990 

1004 

174  33 

133 

1344 

3 

0 

0 

2 

5 

5 

5 

1991 

1023 

159  12 

134 

1328 

5 

9 

0 

0 

14 

15 

15 

1992 

1042 

179  17 

192 

1430 

7 

7 

0 

2 

16 

15 

15 

1993 

1021 

197  17 

155 

1390 

7 

4 

0 

1 

12 

11 

11 

4994 

1003 

156  16 

152 

1327 

3 

6 

0 

3 

12 

10 

10 

1995 

1008 

158  13 

195 

1374 

1996 

974 

159  17 

233 

1383 

974 

675 

0 

302 

1951 

1935 

1953 

Comparison  of  Projected  Members  1990-1996 


1990  1991  1992  1993  1994  1995  1996 

, Actual  ( Projected  A AMA 


Actual  Projected 
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NEBRASKA  MEDICAL  ASSOCIATION 

1996  Projected  Income 


NEBRASKA  MEDICAL  ASSOCIATION 


1996  Budget 

Staff  (44.8%) 


Officer/Travel  (116%) 

Headquarters  OfTice  (11.3%) 

Journal  (9.2%) 


Committee  Exp.  (13%) 
Miscellaneous  (15%) 

Annual  & InL  Sessions  (4.0%) 

Public  Relations  (4.4%) 

Professional  Fees  (8.9%) 


NEBRASKA  MEDICAL  ASSOCIATION 

Percent  of  Projected  Income  Received  Through  6/30/96 


NEBRASKA  MEDICAL  ASSOCIATION 

Percent  of  Budget  Expended  Through  6/30/96 
Expended  (46.8%) 


Unexpended  (53.2%) 


December  1996 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  CARE  INSURANCE  AND 
MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Kearney  • Chairholder;  Blaine  Y.  Roffman, 
M.D.,  Omaha  • Board  Liaison;  Cordon  D.  Adams,  M.D.,  Norfolk;  lehangir 
B.  Bastani,  M.D.,  Lincoln;  Thomas  M.  Connors,  M.D.,  Omaha;  Scott  M. 
Ehresman,  M.D.,  Holdrege;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Michelle 
S.  Knolla,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Chad  Bauerly, 
Omaha;  Greg  Fletcher,  Omaha;  Mike  Olguin,  Omaha. 

The  Ad-Hoc  Committee  on  Health  Care  Insurance 
and  Medical  Delivery  Systems  met  on  August  15, 
1996.  At  that  time  a multitude  of  physician  concerns 
were  discussed  and  appropriate  communication  was 
forwarded  to  involved  insurance  companies  and  phy- 
sicians. Our  committee  hopes  to  continue  to  provide 
assistance  to  our  member  physicians  in  regards  to  any 
insurance  coverage  concerns.  Also  at  this  meeting, 
Resolution  #4  from  the  Metro-Omaha  Medical  Soci- 
ety, presented  at  the  1996  Annual  Session,  was  dis- 
cussed. The  committee  members  all  have  access  to 
standard  consultation  request  forms  and  these  forms 
will  be  brought  to  our  next  committee  meeting  for 
review  and  further  discussion.  It  was  felt,  that  certainly, 
forms  are  available  and  one  or  more  of  the  existing 
forms  could  be  revised  to  provide  a generic  form  for 
our  members.  Our  committee  also  requested  an  up- 
date from  investigators  involved  in  an  out  of  state 
prescription  service  that  had  at  least  two  complaints 
presented  to  our  committee.  Hopefully  this  informa- 
tion will  be  available  prior  to  our  next  committee 
meeting.  The  committee  members  also  felt  that  infor- 
mation regarding  insurance  companies  and  insurance 
plans  within  the  state  would  be  valuable  information 
to  our  association  members.  The  association  staff  hopes 
to  compile  this  information  for  review  prior  to  our  next 
committee  meeting. 

At  that  point  our  business  was  completed  and  the 
meeting  was  adjourned. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Krynn  K.  Buckley, 
M.D.,  Lincoln  - Board  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha  - Director;  James  H.  Elston,  M.D.,  Omaha; 
Terence  K.  Foote,  M.D.,  Hastings;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Myrna  C. 
Newland,  M.D.,  Omaha. 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Ernest  K.  Bussinger,  M.D.,  Scottsbluff; 
Cary  D.  Milius,  M.D.,  Lincoln. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Lincoln,  Director;  Robert  S.  Cox,  Jr.,  M.D., 
Ph.D.,  Omaha;  Gerald  W.  Luckey,  M.D.,  David  City;  Howard  W.  Needelman, 
M.D.,  Omaha;  Devah  Clark,  R.N.,  Lincoln  ■ Ex  Officio. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Lincoln  - Director;  Matthias  I.  Okoye,  M.D.,  J.D., 
Lincoln;  David  P.  Schor,  M.D.,  F.A.A.P.,  Lincoln;  Mary  Jo  Pankoke,  Lincoln  - Ex- 
Officio,  Cheryl  Fogarty,  Omaha;  Kristin  Gasseling,  Omaha;  Pam  Hesse,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  & Child  Health 
has  not  held  a formal  meeting  among  the  entire  Com- 
mittee membership.  Doctor  Bill  Orr  has  received  death 
certificate  information  for  maternal  deaths  for  1994 
and  1995  and  will  be  reviewing  those  deaths  with  his 
section.  The  ongoing  fetal  death  review  was  expanded 
in  1996  to  include  cord  accidents  and  intra-uterine 


asphyxia  in  addition  to  unknown  causes  of  fetal  death. 
Because  of  the  new  physician  reporting  laws,  it  was 
necessary  for  the  Committee  to  temporarily  put  its 
review  on  hold  until  a joint  meeting  was  held  between 
the  attorneys  of  the  Department  of  Health,  the  Attor- 
ney General's  Office,  and  the  Nebraska  Medical  Asso- 
ciation. There  is  an  agreement  that  the  peer  review 
process  of  the  Committee  would  be  considered  ex- 
empt under  the  new  reporting  laws,  much  as  a hospital 
committee  providing  peer  review  would  be.  The  Com- 
mittee will  be  planning  a general  meeting  following 
the  Fall  Session  of  the  Nebraska  Medical  Association. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln  - Chairholder;  James  A.  Fosnaugh, 
M.D.,  Lincoln  - Board  Liaison;  Patrick  E.  Brookhouser,  M.D.,  Omaha;  Krynn 
K.  Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior;  Allen  D.  Dvorak, 
M.D.,  Omaha;  Bruce  Gfeller,  M.D.,  Lincoln;  Robert  Hanlon,  M.D.,  Chadron; 
Harold  R.  Huff,  M.D.,  Omaha;  Roger  A.  Jacobs,  M.D.,  Seward;  Y.  Scott 
Moore,  M.D.,  Lincoln;  Robert  G.  Osborne,  M.D.,  Lincoln;  Richard  A. 
Raymond,  M.D.,  Omaha;  John  N.  Walburn,  M.D.,  Omaha;  Eugene  A. 
Waltke,  M.D.,  Omaha;  Greg  Alberts,  Omaha;  Todd  Hayes,  Omaha;  Suzanne 
Gish,  Omaha. 

MAIN  ISSUES: 

ITEM  #1  Client  education  about 
Medicaid  managed  care  system: 

The  education  was  supposed  to  be  provided  by 
Maximus  Corporation  and  the  workers  that  they  hire. 
Unfortunately  it  seems  as  though  this  has  not  been 
happening.  At  the  medical  centers  in  Omaha  many 
hours  have  been  provided  by  the  staff  of  the  institu- 
tions as  a necessity  because  Maximus  has  not  done  its 
job.  There  is  no  reimbursement  for  this  work  that  is 
being  done  by  the  medical  offices.  Maximus  gets  paid 
for  the  work,  but  private  offices  and  medical  centers 
have  been  doing  the  work  at  their  own  expense. 
Maximus  has  until  October  1996  to  show  corrective 
action  in  this  endeavor.  It  was  suggested  that  the 
contract  not  be  renewed  for  Maximus,  but  instead  use 
the  money  for  a different  system  through  the  Depart- 
ment of  Social  Services. 

ITEM  #2  Provider  sign  up  in  Lincoln: 

This  is  still  a problem  with  no  immediate  solution 
seen.  Enrollment  has  virtually  halted  except  where 
deemed  a medical  necessity.  LCMS  executive  Natalie 
Clark  suggested  that  a return  to  the  system  as  previ- 
ously used  in  Lincoln  would  help  alleviate  this  prob- 
lem. 

ITEM  #3  Resident/phvsician  status  in 
Medicaid  managed  care: 

It  appears  that  the  issue  of  residents  being  listed  as 
separate  entities  or  as  "physician  extenders"  of  the  I.D. 
physicians  running  the  residency  programs  is  about  to 
be  or  has  been  resolved. 

ITEM  #4  Options  reimbursement  problems: 

Several  of  the  psychiatric  offices  in  Omaha  plan  to 
hold  educational  seminars  with  the  Options  company 
to  help  educate  the  office  managers  so  that  they  may 
have  better  communications  between  the  Options 
company  and  the  psychiatrist.  There  still  have  been  a 
few  problems  that  the  Lincoln  psychiatrists  have  noted. 
Overall,  it  appears  that  the  company  is  trying  to  rectify 
its  deficiencies. 
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For  all  of  their  work  and  many  meetings  attended, 

I wish  to  thank  Sandy  Johnson  of  the  Metropolitan 
Omaha  Medical  Society,  Natalie  Clark  of  the  Lancaster 
County  Medical  Society  and  especially  Chris  Caudill, 
M.D.,  President  of  the  Nebraska  Medical  Association 
who  has  made  these  issues  a priority  for  over  two  years 
now.  Also  Deb  Johnson,  David  Cygan,  and  David 
Mohatt  form  the  Nebraska  Department  of  Social  Ser- 
vices have  worked  very  hard  to  resolve  these  issues 
over  the  past  several  months. 

It  appears  at  this  point  that  Medicaid  managed  care 
does  not  plan  to  move  into  rural  areas  for  some  time 
to  come. 

These  main  issues  as  listed  above  and  many  other 
issues  are  being  monitored  at  this  time  and  the  com- 
mittee will  continue  to  meet  to  help  iron  out  these 
problems,  along  with  the  Department  of  Social  Ser- 
vices. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  YOUNG  PHYSICIANS 

Jeffry  l.  Slrohmeyer,  M.D.,  Papillion  ■ Chairholder;  Patrick  E. 
Brookhouser,  M.D.,  Omaha  • Board  Liaison;  Patrick  A.  Hotovy,  M.D.,  York; 
Tamara  R.  Johnson,  M.D.,  Cambridge;  Robert  J.  McQuillan,  M.D.,  Omaha; 
Matt  Hrnicek,  Omaha;  Heather  Neumeister,  Omaha. 

The  Ad-Hoc  Committee  on  Young  Physicians  re- 
viewed many  issues  in  regards  to  development  of 
committee  activities  and  overall  function  in  the  NMA. 
The  general  consensus  of  the  members  present  agreed 
with  the  committee  representing  an  avenue  of  com- 
munication to  the  Nebraska  Medical  Society,  both 
administratively  and  through  the  executive  levels.  The 
committee  represents  younger  physicians,  not  specifi- 
cally fostering  issues  specific  to  young  physicians.  The 
committee  also  serves  in  a capacity  to  develop  leader- 
ship in  the  medical  community.  We  have  had  a great 
deal  of  difficulty  over  the  last  two  years  initiating 
interest  in  committee  activities.  In  addition  to  the 
other  problems  encountered  by  NMA  members,  in- 
cluding large  geographic  distances  and  time  constraints, 
younger  physicians  also  have  added  pressure  with 
establishing  practices  and  family  commitments  as  well. 

Several  ideas  were  discussed  to  hopefully  foster 
some  involvement  of  the  younger  physician  NMA 
involvement  in  the  Ad-Hoc  Committee.  We  discussed 
initiating  a leadership  conference  to  discuss  specific 
leadership  issues,  both  on  a local  and  national  level.  A 
proposal  was  discussed  to  establish  a pictorial  NMA 
directory  to  include  a photograph  and  brief  biographi- 
cal sketch  and  practice  interest  of  each  NMA  member 
Although  production  costs  may  be  excessive,  a com- 
puterized format  may  be  useful  in  the  future.  This 
reference  would  be  valuable  to  increase  familiarity  of 
NMA  members,  as  well  as  provide  a valuable  refer- 
ence. The  committee  also  discussed  a more  personal 
approach  through  personalized  mailings  from  each 
committee  member  on  a geographic  basis  to  hopefully 
open  the  lines  of  communication  among  the  younger 
physicians  represented.  Discussion  was  also  held  in 
consideration  of  an  attitude  survey  or  a needs  assess- 
ment of  these  members. 

Committee  members  also  discussed  some  National 
AMA  Young  Physician  Section  issues.  Dr.  Growney 
and  Dr.  Thedinger  presented  this  information  for  re- 
view, including  ethical  use  of  placebos,  telemedicine, 
and  physician  manpower  issues. 


We  appreciate  the  support  of  the  Nebraska  Medi- 
cal Association  in  efforts  to  increase  the  activity  and 
value  of  the  Ad-Hoc  Committee  on  Young  Physicians. 
The  efforts  of  each  committee  member  is  appreciated. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Leslie  A.  Spry,  M.D.,  Lincoln  ■ Chairholder;  Allen  D.  Dvorak,  M.D., 
Omaha  • Board  Liaison;  Thomas  R.  Ashley,  M.D.,  Lincoln;  Fred  H.  Ayers, 
M.D.,  Sutton;  Richard  A.  Blatny,  M.D.,  Fairbury;  Stacie  R.  Bleicher,  M.D., 
Lincoln;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior; 
Terry  A.  Davis,  M.D.,  Omaha;  Susanne  E.  Eilts,  M.D.,  Omaha;  James  A. 
Fosnaugh,  M.D.,  Lincoln;  Robert  D.  Harry,  M.D.,  Kearney;  Linda  S.  Head, 
M.D.,  Bellevue;  David  J.  Hoelting,  M.D.,  Pender;  Jerry  J.  Hynes,  M.D., 
Lincoln;  Louis  E.  Kleager,  M.D.,  Scottsbluff,  Ronald  W.  Klutman,  M.D., 
Columbus;  Richard  H.  Meissner,  M.D.,  Omaha;  Dale  E.  Michels,  M.D., 
Lincoln;  D.G.  O'Leary,  M.D.,  Omaha;  George  W.  Orr,  M.D.,  Omaha; 
Robert  G.  Osborne,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha;  C. 
Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F. 
Shapiro,  M.D.,  Lincoln;  Jeffry  L.  Strohmeyer,  M.D.,  Papillion;  Eileen  C. 
Vautravers,  M.D.,  Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Jill  Anderson, 
Omaha;  Liesl  Goehring,  Omaha;  Michael  Meisterling,  Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  met  on  Wednesday,  July  3 1 , 1 996.  There  was  a 
brief  review  of  the  1996  legislative  session  by  Mr. 
Buntain,  who  reviewed  such  issues  as  LB414,  the 
Nurse  Practitioner  legislation.  Dr.  Fosnaugh  also  gave 
a report  about  the  board  members  for  the  Advanced 
Registered  Nurse  Practitioner  Board,  and  problems 
associated  with  the  initial  deliberations  of  that  board. 

Regarding  the  report  of  the  Board  of  Directors,  Item 
#6,  (A96),  dealing  with  insurance  discrimination  against 
domestic  violence  victims,  it  appears  that  the  Kennedy- 
Kassebaum  bill,  which  was  recently  signed  into  law, 
addresses  this  exact  issue.  It  was  the  recommendation 
of  the  Commission  that  no  further  action  in  this  regard 
was  warranted. 

In  regard  to  Resolution  #3  (A96),  telemedicine, 
there  was  considerable  discussion  regarding  the  up- 
coming legislative  session,  and  the  potential  for  legis- 
lation which  would  have  to  be  advanced  to  address 
this  particular  issue.  Mr.  Buntain  is  in  the  process  of 
working  up  specific  wording  for  legislation  in  this 
regard,  and  it  was  noted  that  input  from  multiple 
physician  specialities  would  be  necessary  in  order  to 
come  up  with  a desirable  piece  of  legislation.  Mr. 
Buntain  will  continue  efforts  to  research  this  issue  and 
make  recommendations. 

Regarding  Resolution  #6  (A96),  immunity  from  civil 
liability  for  providers  of  uncompensated  health  care, 
there  was  considerable  discussion  regarding  this  par- 
ticular issue.  It  was  a recommendation  of  the  Commis- 
sion that  this  be  referred  to  the  Ad  Hoc  Committee  on 
Professional  Liability. 

Regarding  Resolution  #8  (A96),  gag  rule  in  man- 
aged care  contracts,  Mr.  Schellpeper  reported  that 
several  bills  are  in  progress  through  Congress  to  ad- 
dress this  issue.  We  are  awaiting  outcome  of  these 
pieces  of  legislation.  The  Commission  on  Legislation 
and  Governmental  Affairs  recommends  that  there  be 
input  from  the  NMA  membership  as  to  whether  or  not 
any  of  these  "gag  clauses"  have  been  encountered  in 
practice  in  Nebraska,  and  a request  for  response  was 
carried  in  a recent  NMA  newsletter. 

In  regards  to  peer  review  immunity,  Mr.  Buntain 
reported  on  and  discussed  LB  1 326.  There  is  a national 
effort  to  draft  model  peer  review  legislation,  which 
would  more  accurately  reflect  the  peer  review  that  is 
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currently  practiced  in  hospital-based  and  outpatient 
health  care  delivery.  The  Committee  recommended 
that  such  legislation  be  introduced  into  the  next  ses- 
sion of  the  legislature. 

In  regard  to  prohibition  of  cigarette  vending  ma- 
chines, the  Commission  recommended  support  for 
legislation  to  be  introduced  in  the  1997  legislative 
session  to  ban  cigarette  vending  machines  within  the 
state  of  Nebraska. 

Regarding  hospital  privileges  for  psychologists,  this 
is  apparently  a national  issue  being  put  forward  by  the 
psychologists'  association.  The  Commission  recom- 
mends that  we  oppose  any  legislation  introduced  to 
expand  the  clinical  privileges  for  psychologists  to  in- 
clude,admitting  privileges  to  hospitals. 

The  malpractice  cap  legislation  was  also  discussed. 
It  was  noted  that  it  failed  to  advance  in  the  last  session 
in  part  because  it  was  not  a priority  bill.  The  Commis- 
sion recommends  that  we  oppose  any  increase  in  the 
professional  liability  cap. 

In  regards  to  ophthalmology/optometry  and  scope 
of  practice,  Mr.  Buntain  reviewed  a law  passed  in 
South  Dakota  which  defines  the  use  of  laser  or  ioniz- 
ing radiation  as  "surgery."  Optometrists  are  specifically 
prohibited  from  performing  "surgery"  in  all  states.  The 
Commission  suggested  that  we  obtain  input  from  oph- 
thalmologists in  regard  to  their  feelings  in  this  regard, 
and  subsequently  put  forward  our  recommendations 
to  our  lobbyist. 

Several  other  areas  were  discussed  including  point 
of  service  legislation,  Partnership  Project  legislation, 
an  intractable  pain  treatment  act,  early  discharge  of 
mothers  and  newborns,  assisted  suicide  legislation, 
and  other  miscellaneous  issues.  Mr.  Buntain  will  do 
initial  research  in  these  areas  and  report  back  to  the 
Commission. 

Finally,  there  was  discussion  regarding  the  general 
interaction  of  the  members  of  the  Commission  with 
members  of  the  Legislature.  Members  of  the  medical 
societies  in  Lincoln,  Omaha,  and  out  state,  along  with 
Alliance  members,  and  their  legislative  liaison  will 
collaborate  in  an  effort  to  set  up  some  type  of  social 
situation  involving  physicians  and  members  of  the 
legislature. 

The  next  meeting  of  the  Commission  will  precede 
the  upcoming  legislative  session. 

REPORT  OF  THE  COMMISSION 
ON  MEDICAL  SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  Paul  E.  Collicott,  M.D., 
Lincoln;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Lawrence  D.  Helmick, 
M.D.,  Kearney;  Darroll  J.  Loschen,  M.D.,  York;  Robert  F.  Shapiro,  M.D., 
Lincoln;  Harlan  C.  Schriner,  Jr.,  M.D.,  Lincoln. 

As  is  often  the  case  between  the  spring  and  fall 
sessions  of  the  House  of  Delegates,  there  has  not  been 
a need  for  the  Commission  on  Medical  Socio-econom- 
ics to  meet.  Our  function  as  a Commission  relates  to 
the  activities  of  committees  and  task  forces  reporting 
to  us.  Health  care  economics  are  changing  all  around 
us  at  a fairly  rapid  pace  but  no  issues  have  surfaced 
requiring  the  attention  of  the  Commission.  It  is  antici- 
pated that  as  the  various  committees  increase  their 
activities  this  fall,  the  Commission  will  be  meeting  one 
or  two  times  before  the  Spring  Session  of  the  House  of 
Delegates. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  ■ Chairholder;  William  R.  Palmer, 
M.D.,  Omaha  - Board  Liaison;  Suzanne  W.  Braddock,  M.D.,  Omaha;  John 
Calvin  Davis  III,  M.D.,  Omaha;  H.  Jeoffrey  Deeths,  M.D.,  Omaha;  John  J. 
Hoesing,  M.D.,  Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  Jack  K.  Lewis,  M.D., 
Omaha;  Michael  J.  McGahan,  M.D.,  Lincoln;  William  R.  Palmer,  M.D., 
Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Jeffry  L.  Strohmyer,  M.D.,  Papillion; 
David  Nielson,  Omaha;  Chris  Seip,  Omaha. 

The  Commission  is  preparing  to  work  with  NMA 
President,  Dr.  Chris  Caudill,  to  implement  his  plans  for 
integrating  a wider  range  of  Association  activities  into 
a network  of  specific  committees  within  the  Commis- 
sion. More  focussed  responsibilities  will  undoubtedly 
emerge  from  the  fall  meeting. 

During  the  course  of  the  year,  the  Chair  of  the 
Commission  continued  to  meet  with  the  NMA  Presi- 
dent, the  Executive  Director,  the  Assistant  Executive 
Director,  and  our  public  relations  team  to  investigate 
potential  areas  to  focus  our  energy  and  resources  to 
enhance  the  public  relations  functions  of  the  NMA.  I 
believe  we  presently  have  an  extraordinary  talented 
and  responsive  group  of  people  in  place,  who  are 
prepared  to  instantly  confront  any  challenge  presented 
to  them. 

The  Commission  has  available  a packaged  slide 
program  for  members  to  use  in  discussing  health  care 
issues  with  the  public.  We  are  also  developing  refer- 
ence material  and  a speakers'  kit  outlining  and  explain- 
ing the  various  coverage  options  offered  by  insurance 
carriers.  This  material  will  be  available  to  any  member 
who  wishes  to  present  this  topic  to  an  interested  group 
or  corporate  committee. 

The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal Journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press  re- 
leases, discussing  areas  of  general  health  interest,  are 
provided  monthly  and  are  utilized  by  radio  stations 
and  newspapers.  Usage  of  this  material  by  Nebraska's 
print  media  continued  to  increase  in  1995.  The  Com- 
mission also  distributes  taped  health  messages  from 
the  NMA  president. 


REPORT  OF  THE 

ELECTRONIC  DATA  COMMITTEE 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  David  L.  Bacon,  M.D., 
Kearney  - Board  Liaison,  Jeffrey  L.  Susman,  M.D.,  Omaha;  Robert  T.  Urban, 
M.D.,  Kearney. 

The  members  of  the  NMA  D.A.T.A.  (Doctors  Ac- 
cessing Their  Activities)  has  met  several  times  since 
the  Spring  Session  of  the  House  of  Delegates.  The 
purpose  of  the  project  is  to  develop  and  institute  a 
pilot  program  which  will  provide  for  the  collection  and 
analysis  of  claims  and  diagnosis  data  from  physicians 
throughout  the  state  and  in  many  specialties.  This  is  an 
exciting  opportunity  which  allows  physicians  for,  per- 
haps the  first  time,  to  see  how  his  or  her  practice 
compares  with  other  Nebraska  practices  in  terms  of 
the  type  of  patients  seen  and  types  of  problems  en- 
countered. 

To  date  during  the  several  meetings  of  the  Commit- 
tee, we  have  received  excellent  cooperation  from  the 
Data  Management  Department  of  Blue  Cross  Blue 
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Shield  of  Nebraska.  They  have  committed  the  time  of 
several  staffers  to  make  the  project  a success. 

The  following  activities  have  been  accomplished: 

• reviewed  and  approved  the  relationship  of  Blue 
Cross  Blue  Shield  of  Nebraska  to  the  project 

• established  ownership  of  the  data  (it  belongs  to 
the  physician  who  agrees  to  share  it  with  the 
NMA  and  others) 

• determined  which  vendor  should  do  the  data 
analysis 

• developed  contracts  to  represent  the  project 
with  physicians  and  their  practices 

• reviewed  the  type  of  software  to  be  used  to 
effectively  transmit  data 

• finalized  the  algorithm  to  protect  confidentiality 
while  obtaining  maximum  amounts  of  informa- 
tion 

• identified  the  offices  where  we  will  be  able  to 
develop  the  pilot  project 

• dealt  with  the  issues  of  handling  data  for  non 
NMA  members  and  those  who  do  not  partici- 
pate in  the  project  with  preference  to  NMA 
members 

• reviewed  and  approved  the  timing  of  report 
generation  to  make  sure  that  no  anti-trust  guide- 
lines are  violated 

• discussed  and  established  initial  funding  sources 
for  the  project. 

The  plans  for  the  next  few  months  include: 

• communicating  with  the  offices  to  enlist  their 
participation 

• developing  a contract  with  the  vendor  doing  the 
analysis  to  protect  the  physicians  and  the  NMA 

• putting  together  the  appropriate  communica- 
tions network  to  allow  transmission  of  data 

• beginning  data  transmission  into  the  data  collec- 
tor 

• developing  templates  for  the  analysis  and  com- 
munication back  to  physicians  of  data  in  an 
appropriate  format 

• reporting  initial  information  back  to  physicians 

I wish  to  thank  Tom  Urban,  Jim  Fosnaugh,  Chris 
Caudill,  Dave  Bacon  and  the  staff  of  BCBSN  for  their 
help  on  this  working  group. 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  Ronald  W.  Klutman,  M.D., 
Columbus  • Board  Liaison;  Paul  E.  Collicott,  M.D.,  Lincoln;  Patricia  A. 
Helke,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Mark  B.  Horton, 
M.D.,  Omaha;  Darroll  ).  Loschen,  M.D.,  York;  William  A.  Lowndes,  M.D., 
Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln;  Jerald  R.  Schenken,  M.D.,  Omaha; 
Gregg  F.  Wright,  M.D.,  Lincoln;  Terry  Becker,  Omaha;  Barry  Bohlen, 
Omaha. 

The  Committee  on  Health  Planning  has  not  met 
since  the  Spring  Session  of  the  NMA  House  of  Del- 
egates. The  State  Blue  Ribbon  Coalition  continues  to 
work  with  ideas  and  plans  for  the  future  of  health  care 
in  Nebraska  and  is  well  represented  by  NMA  mem- 
bers. Since  this  is  an  election  year  and  health  issues  are 
not  at  the  forefront  of  the  political  campaigns,  there  is 
very  little  new  to  report.  The  Commission  on  Legisla- 


tion is  providing  the  Legislative  Interim  Study  Commit- 
tees with  input  on  NMA  policies  and  positions.  The 
Committee  will  be  getting  a year  end  report  from  the 
Blue  Ribbon  Coalition  and  can  be  expected  to  bring  a 
more  complete  report  to  the  Spring  Session  of  the 
House  of  Delegates. 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

INTRODUCTION 

The  AMA  House  of  Delegates  met  in  Chicago  June 
23-27,  1 996.  Of  the  430  delegates  that  were  seated  at 
the  opening  session  of  the  House,  four  of  us  were  your 
delegates  from  Nebraska.  I was  the  most  freshman.  On 
Tuesday,  the  delegates  approved  the  applications  for 
12  additional  specialty  societies  and  gave  seats  to 
three  national  medical  societies:  The  American  Medi- 
cal Women's  Association,  The  American  Osteopathic 
Association  and  The  National  Medical  Association. 
With  these  changes  there  will  be  447  voting  delegates 
at  the  interim  meeting  in  December  1996. 

The  House  agenda  contained  104  reports  and  210 
resolutions.  A wide  variety  of  issues  were  considered 
in  socioeconomics,  science,  medical,  medical  educa- 
tion, public  health  and  the  structure  of  organized 
medicine,  including  future  representational  issues  in 
the  House  of  Delegates.  With  the  help  of  your  other 
delegates,  including  the  alternate  delegates,  I was  able 
to  find  the  right  rooms,  partially  understand  what  was 
going  on,  and  hopefully  made  the  right  decisions  to 
reflect  our  constituency  in  Nebraska. 

Study  of  the  Federation 

Because  of  the  numerous  organizations  that  the 
AMA  represents  it  has  been  very  cumbersome  for  the 
AMA  to  operate  under  the  old  guidelines.  Therefore, 
for  the  last  few  years,  a study  was  undertaken  that 
offered  far  reaching  changes  in  the  structure  and  op- 
eration of  the  various  levels  within  organized  medi- 
cine. Among  the  recommendations  approved  by  the 
house  were: 

1.  A development  of  a "statement  of  collaborative 
intent"  that  respects  the  autonomy  of  constitu- 
ent organizations  but  also  characterizes  the  na- 
ture of  the  working  relationships  that  must  exist 
amongst  members  of  the  new  federation  to 
achieve  its  objectives. 

2.  The  recognition  of  a special  need  for  coordi- 
nated action  with  regard  to  public  policy  activi- 
ties. 

3.  The  establishment  of  a means  to  identify  the  best 
approach  to  incorporating  special  interest  medi- 
cal associations  and  independent  practice  orga- 
nizations into  the  AMA  federation. 

4.  The  development  of  an  active  outreach  effort  to 
identify  certain  segments  of  our  membership; 
i.e.  women  physicians,  solo  practice,  IMGs,  mi- 
nority physicians,  research  physicians,  and  em- 
ployed physicians  for  increasing  the  participa- 
tion of  this  diversity  to  reflect  more  of  our  mem- 
bership. 

5.  The  establishment  of  a federation  coordination 
team  to  clarify  roles  and  achieve  active  coordi- 
nation of  efforts.  The  procedures  for  the  selec- 
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tion  operation  of  the  Federation  Coordinating 
Team  were  established  and  the  House  called  for 
all  federation  units  to  provide  financial  support 
through  annual  contributions  based  on  their  to- 
tal membership  levels. 

6.  The  establishment  of  a new  delegate  allocation 
formula: 

a.  Once  a year  the  AMA  will  send  a "specialty 
representation  ballot"  to  each  AMA  physician 
member,  plus  fourth  year  medical  student 
members,  asking  each  member  to  identify, 
on  the  ballot,  one  specialty  society  to  repre- 
sent him  or  her  in  the  AMA  Federation  House 
of  Delegates  for  the  next  year. 

b.  The  specialty  representation  ballot  will  indi- 
cate the  physician  should  be  members  of  the 
specialty  society  which  they  select  on  the 
ballot. 

c.  For  the  first  three  years,  the  number  of  del- 
egates and  alternate  delegates  allocated  to  a 
specialty  society  will  be  on  the  basis  of  one 
delegate  and  one  alternate  delegate  for  each 
2000  AMA  members,  or  portion  of  2000  AMA 
members  who  select  that  particular  specialty 
on  the  annual  ballot  and  return  to  the  AMA. 

d.  Starting  in  the  fourth  year,  specialty  society 
delegate  allocation  will  be  on  the  basis  of  one 
for  each  1000  members  or  fraction  thereof. 

e.  Each  specialty  society  seated  in  the  house 
will  be  allocated  at  least  one  delegate,  even 
if  the  AMA  membership  is  less  than  1000  or 
2000  AMA  members. 

/ 

The  balloting  process  will  start  in  the  Fall  of  1996 
and  will  serve  as  a basis  for  the  1997  delegate  alloca- 
tion. 

Counseling  and  testing  of  Pregnant  Women  for  HIV 

After  extensive  debate  in  the  Reference  Commit- 
tee, and  on  the  floor  of  the  House,  the  House  ap- 
proved a strong  policy  of  HIV  testing  of  pregnant 
women  by  adopting  an  Oklahoma  resolution  that  states: 
Resolved,  that  the  AMA  support  the  position  that  there 
should  be  mandatory  HIV  testing  of  all  pregnant  women 
and  newborns  with  counseling  and  recommendations 
for  appropriate  treatment.  There  was  much  contro- 
versy and  debate  and,  in  fact,  needed  a standing  vote 
in  order  to  be  accepted. 

HIV-Related  Actions 

The  House  then  adopted  a report  on  the  Counsel  of 
Scientific  Affairs  with  the  following  positions: 

1.  That  the  AMA  continue  to  promote  the 
physician's  office  and  other  medical  settings  as  a 
preferred  setting  in  which  to  provide  HIV  test- 
ing. 

2.  That  the  AMA  encourage  physicians  to  make 
HIV  counseling  and  testing  more  readily  avail- 
able in  medical  settings. 

3.  That  the  AMA  monitor  the  use  and  efficacy  of 
HIV  home  collection  test  kits,  as  well  as  their 
impact  on  public  health  efforts. 

The  House  amended  and  adopted  a Board  ofTrust- 
ees  report  on  mandatory  testing  of  semen  donors  with 
the  following  positions. 


1 . That  the  AMA  support  CDC,  FDA,  and  the  Ameri- 
can Society  for  Reproductive  Medicine  policy 
mandating  HIV  testing  for  anonymous  semen 
donors. 

2.  That  the  AMA  encourage  a uniform  stand  of 
mandatory  HIV  testing  of  semen  donors. 

Physician-Assisted  Suicide 

The  House  considered  a Board  report  and  four 
resolution  on  physician-assisted  suicide.  This  issue 
captured  the  attention  of  the  public  media  and  the 
House  deliberations  were  widely  reported. 

The  delegates  voted  to  reaffirm  policies  in  opposi- 
tion to  physician-assisted  suicide  and  spelled  out  addi- 
tional activities  for  the  AMA: 

1.  That  the  AMA  initiate  an  educational  campaign 
for  palliative  treatment  and  advanced  care  plan- 
ning will  be  the  standard  of  care  for  meeting  the 
needs  of  patients  at  the  end  of  life. 

2.  That  the  AMA  continue  to  seek  out  opportuni- 
ties to  promote  the  views  of  medicine  on  physi- 
cian-assisted suicide  and  improve  the  quality  of 
care  for  patients  at  the  end  of  their  life. 

3.  That  the  AMA  work  with  local,  state  and  spe- 
cialty medical  societies  to  develop  programs  to 
facilitate  referrals  to  physicians  qualified  to  pro- 
vide necessary  palliative  and  other  care  for  pa- 
tients and  establish  a faculty  of  physicians  with 
expertise  in  end-of-life  care  who  can  provide 
consultations  for  other  physicians  in  caring  for 
patients  at  the  end  of  their  life. 

4.  That  the  AMA  disseminate  this  report  through- 
out the  federation. 

5.  That  the  Board  of  Trustees  present  the  House  of 
Delegates  with  an  update  on  these  and  related 
activities  at  the  1996  interim  meeting  and  the 
1997  annual  meeting. 

Point  of  Service  Provisions  and  Managed  Care  Plans 

The  House  continued  to  debate  on  mandatory 
point  of  service  provisions  that  has  spanned  the  last 
three  meetings  of  the  House  of  Delegates.  The  Refer- 
ence Committee  reported  that  there  were  those  in 
support  of  a policy  that  provided  point  of  service 
provisions  in  all  health  benefit  plans  that  restrict  access 
to  physicians  through  closed  panels  or  similar  man- 
aged care  techniques.  These  members  advocated  that 
using  point  of  service  feature  in  every  health  plan  is  an 
ultimate  guarantee  that  patients  will  have  a choice  of 
physicians.  Those  opposed  to  mandatory  point  of  ser- 
vice features  argue  that  this  would  require  cancella- 
tion of  AMA's  long-standing  policy  on  pluralism  and 
would  actually  decrease  patient  choice  by  prohibiting 
a patient  from  freely  choosing  health  care  coverage. 
After  much  discussion  the  delegates  voted  to  reaffirm 
existing  AMA  policy  that  states: 

The  AMA  take  all  appropriate  action  to  require  all 
health  plans  or  sponsors  of  such  plans,  that  restrict  a 
patient's  choice  of  physicians  or  hospitals  to  offer,  at 
the  time  of  enrollment  and  at  least  for  continuous  one- 
month  period  annually  thereafter,  an  optional  "point  of 
service  type"  feature  so  that  patients  who  choose  such 
plans  may  elect  to  self-refer  to  physicians  outside  of 
the  plan  at  additional  cost  to  themselves. 

Medical  Services  Aboard  Cruise  Ships 

The  Florida  delegation  introduced  a resolution  point- 
ing out  the  lack  of  adequate  medical  services  aboard 
some  cruise  ships.  Support  for  the  AMA  to  get  in- 
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volved  with  this  issue  was  heard  from  all  who  spoke  in 
the  Reference  Committee.  The  House  amended  and 
adopted  a resolution  stating: 

1.  That  the  AMA,  through  Federal  legislation  or 
international  treaty  as  appropriate,  urge  the  de- 
velopment of  standards  for  the  provision  of 
medical  care,  including  emergency  medical  care, 
for  patients  aboard  cruise  ships  entering  or  leav- 
ing United  States  ports. 

2.  That  the  AMA  provide  information  to  the  AMA 
membership  through  its  publications  in  order  to 
increase  physician  and  patient  awareness  of  the 
limited  medical  services  and  resources  aboard 
cruise  ships. 

Ultimate  and  Extreme  Fighting 

In  an  extension  of  AMA's  opposition  to  boxing  and 
violence,  the  Pennsylvania  delegation  introduced  a 
resolution  opposing  ultimate  and  extreme  fighting. 
The  House  amended  and  adopted  the  resolution  call- 
ing on  the  AMA  to: 

1.  Oppose  ultimate  fighting  and  extreme  fighting 
at  events. 

2.  Encourage  states  which  have  not  banned  these 
events  to  pass  a law  doing  so. 

3.  Study  the  feasibility  of  encouraging  federal  or 
state  prohibitions  on  media  broadcast  of  these 
events. 

Tobacco  Advertising 

The  Hawaii  delegation  introduced  a resolution  on 
advertising  tobacco  in  magazines,  which  decreed  the 
presence  of  these  magazines  in  physicians'  waiting 
rooms.  The  House  adopted  a substitute  resolution 
calling  on  the  AMA  to: 

1.  Urge  physicians  to  mark  the  covers  of  maga- 
zines in  the  waiting  area  that  contain  tobacco 
advertising  with  a disclaimer  saying  that  the 
physician  does  not  support  the  use  of  any  to- 
bacco products. 

2.  Recommend  to  its  members  that  they  do  not 
subscribe  to  any  magazines  that  advertise  to- 
bacco products. 

3.  Again  disseminate  to  our  members  a list  of  maga- 
zines that  do  not  publish  advertisements  for 
tobacco  products. 

The  House  of  Delegates  adopted  a resolution  for 
the  AMA  to  investigate  alternatives  to  the  use  of 
cigarettes  as  rewards  to  control  patient  behavior  and 
to  identify  strategies  which  assist  in  the  transition  to  a 
smoke-free  psychiatric  facility. 

Nebraska  Resolution 

The  AMA  House  of  Delegates  adopted  the  Ne- 
braska Medical  Association  resolution  that  directed 
the  American  Medical  Association  to  work  with  the 
Health  Care  Financing  Administration  (HCFA)  to  con- 
tinue to  refine  Evaluation  and  Management  Codes  and 
also  directed  the  AMA  work  with  HCFA  to  publish  the 
specialty  specific  physical  exam  criteria  in  a timely 
fashion. 

Of  course,  in  this  short  report  I cannot  go  into  all 
the  actions  taken  by  the  AMA  House  of  Delegates. 
However,  many  other  resolutions,  which  ranged  from 
safety  in  tattooing  to  FDA  labeling  of  latex  on  all 
devices  used  in  hospitals,  to  changes  in  bundling  of 
medical  services  by  health  care  plans  have  been  sum- 


marized for  you  by  the  AMA  staff  and  I would  be  glad 
to  discuss  any  of  the  resolutions  individually  with  you. 

Conclusion 

AMA  House  meetings  provide  a unique  educa- 
tional opportunity  for  all  to  attend  and  participate.  Any 
member  of  the  AMA  may  present  testimony  at  the 
Reference  Committee  hearings  and,  of  course,  "corri- 
dor discussions"  on  the  issues  provided  ample  oppor- 
tunities to  get  your  views  across.  If  you  do  not  wish  to 
come  to  a meeting  (the  next  meeting  will  be  held 
December  8-11,  1996)  please  contact  the  delegates 
and  let  us  know  your  opinions  and  your  desires.  You 
can  also  prepare  a resolution  and  request  that  it  be 
submitted  to  the  AMA  House  of  Delegates.  Your  reso- 
lution should  be  sent  to  your  county  medical  society, 
which  will  forward  it  on  to  the  Nebraska  Medical 
Association.  If  you  have  ideas  or  comments,  and  don't 
know  how  to  get  your  issues  across,  please  contact 
me,  the  other  delegates  or  Bill  Schellpeper  at  the 
Nebraska  Medical  Association  office.  Either  one  of  us 
would  be  glad  to  help  you  with  the  process. 

Respectfully  submitted: 

Linda  B.  Ford,  M.D. 

on  behalf  of:  Patrick  E.  Brookhouser,  M.D. 

Christopher  C.  Caudill,  M.D. 

Paul  E.  Collicott,  M.D. 

Allen  D.  Dvorak,  M.D. 

Darroll  J.  Loschen,  M.D. 

Blaine  Y.  Roffman,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Lincoln  • Chairholder;  Patrick  E.  Brookhouser, 
M.D.,  Omaha  - Board  Liaison;  Darroll  J.  Loschen,  M.D.,  York;  John  M. 
McCammond,  M.D.,  Kearney;  Jerald  R.  Schenken,  M.D.,  Omaha. 

The  Committee  on  Patient  Advocacy  met  on 
Wednesday,  June  1 9,  1 996,  and  again  on  Wednesday, 
August  1 4,  1 996. 

The  committee  began  during  the  summer  of  1995. 
Its  first  project  was  to  consider  producing  a booklet  or 
pamphlet  to  inform  Medicare  patients  about  managed 
care  plans,  which  were  going  to  be  the  sources  of  their 
medical  services,  if  the  administration  achieved  its 
goals.  As  it  turned  out,  no  legislation  was  passed  and 
signed. 

Dr.  Caudill  re-appointed  the  committee.  At  our  first 
meeting  June  19,  the  issues  of  the  patient  education 
pamphlet  and  resolutions  #1  and  #7  from  the  annual 
House  of  Delegates  meeting  were  the  topics  of  discus- 
sion. 

Our  first  decision  was  to  proceed  with  a patient 
information  pamphlet.  NMA  staff  checked  with  other 
states  and  found  the  Michigan  Medical  society  had 
produced  a pamphlet,  which  could  be  a useful  tem- 
plate for  a similar  Nebraska  document.  It  would  be 
feasible  to  adapt  their  language  to  fit  our  own  needs 
and  add  additional  information.  They  would  also  be 
willing  to  produce  this  pamphlet  for  us  at  a reasonable 
cost,  (see  attachment). 

In  large  quantities  the  pamphlets  could  be  made 
available  for  approximately  17  to  20  cents  a piece. 

Financing  is  a source  of  question.  At  this  time,  we 
don't  know  whether  the  pamphlets  could  be  furnished 
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to  the  doctor's  office  free  of  charge  or  whether  they 
would  have  to  be  purchased  if  the  doctor  wanted 
them  for  his/her  patients. 

The  committee  worked  with  Marie  DeMartinez, 
our  public  relations  consultant,  to  modify  the  pam- 
phlet to  make  it  relevant  to  Nebraskans.  A mock-up  of 
the  pamphlet  will  be  available  to  the  House  of  Del- 
egates. 

As  part  of  the  pamphlet  design,  it  was  decided  to 
incorporate  an  approach  to  one  of  the  resolves  in 
resolution  #7  which  called  for  an  800  number  to  be 
established  to  handle  patient  complaints  about  their 
managed  care  services.  Although  the  cost  of  a Watts 
line  is  relatively  nominal,  staffing  and  following  through 
on  complaints  could  become  a daunting  and  expen- 
sive task.  As  an  alternative  the  committee  decided  to 
incorporate  into  the  pamphlet  a recommendation  that 
problems  with  managed  care  plans  and  services  be 
addressed  to  the  Nebraska  Department  of  Insurance 
and  would  include  the  address  and  phone  number. 

The  committee  then  moved  to  address  resolution 
#1,  the  managed  care  report  card. 

Discussion  of  this  issue  was  lengthy  and  compli- 
cated. The  resolution  only  addressed  financial  ele- 
ments of  a managed  care  plan,  in  particular,  how  much 
of  the  premium  dollar  is  paid  to  provide  actual  health 
care,  the  so-called  "Medical  Loss  ratio". 

Michigan  had  made  an  initial  attempt  at  preparing 
a "report  care"  for  their  state  managed  care  plans. 
Although  they  spent  $12000,  co-operation  was  poor 
and  only  one  plan  responded.  Michigan  decided  to  try 
again  and  has  allocated  $36000  for  their  next  attempt. 

Our  committee  discussed  to  whom  the  report  card 
should  be  addressed  and  whether  quality  issues  could 
be  addressed  as  well.  We  reviewed  the  New  England 
HEDIS  Coalition  document  and  financial  data  avail- 
able from  the  State  of  Nebraska  Department  of  Insur- 
ance about  the  Mutual  of  Omaha  Health  Plans. 

Doing  a quality  job  would  be  a complicated  and 
sophisticated  task. 

We  learned  that  Dr.  Robert  Allen,  an  economist  at 
Creighton  University,  would  be  willing  to  help  us  with 
this  project. 

At  our  August  meeting,  Dr.  Allen  presented  his 
ideas.  We  discussed  the  concepts  and  decided  that  it 
would  be  feasible  to  obtain  financial  data;  but  that 
quality  issues  in  the  current  environment  would  be 
problematic. 

Much  quality  information  today  is  based  on  patient 
satisfaction  surveys.  Whether  this  information  is  an 
adequate  surrogate  for  quality  is  conjectural.  Surveys 
are  also  quite  expensive  to  properly  design  and  imple- 
ment. 

Because  of  these  significant  fiscal  considerations, 
and  budgetary  concerns  by  the  Association,  we  are 
coming  back  to  the  House  of  Delegates  for  further 
guidance.  Dr.  Allen  has  prepared  an  attachment  which 
addresses  some  anticipated  costs  of  the  "report  card 
project".  Even  though  Dr.  Allen's  time  would  be  do- 
nated, purchased  research,  staff  time,  survey  materi- 
als, postage,  and  other  considerations  would  come 
into  play. 
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A STUDY  TO  EVALUATE  IIEALTH  CARE  PLANS  IN  NEBRASKA 
AND  DEVELOP  A MONTHLY  HEALTH  CARE  CONDITIONS  INDEX 

BACKGROUND  AND  SIGNIFICANCE 

Health  care  reform  is  a major  issue  in  America  because  of  questions  of  cost  and 
access  During  the  1980s  health  care  costs  rose  significantly  as  a share  of  the  economy 
From  9 6 percent  of  Gross  Domestic  Product  in  1981  to  13  4 percent  in  1991 

Efforts  to  control  costs  have  been  continual  and  extensive,  including  redistribution 
of  costs  between  cmployers/cmployees,  reorganization  of  providers  and  the  proliferation 
of  managed  care  Nevertheless,  total  health  care  expenditures  currently  account  for  14  I 
percent  of  Gross  Domestic  Product 

The  American  response  to  rising  health  care  costs  has  been  to  embrace  the  concept 
of  managed  care  Variants  of  managed  care  have  been  widely  embraced  as  promising 
quality  care  and  a reduction  in  the  cost  of  health  services  (IJ  Enrollment  in  HMOs  is 
approachirq^O  million  nationally  and  growing  10  percent  annually  [2] 

Supporters  of  the  managed  care  concept  believe  (hat  traditional  fee- for- service 
plans  are  inherently  inefficient  because  doctors  profit  directly  by  providing  more  services 
than  arc  medically  necessary  Critics  of  managed  care  charge  these  plans  withhold 
ueccssary  medical  services  while  redistributing  income  from  providers  to  the  managed  care 
firm  Bureaucratic  costs  and  profits  are  said  to  be  replacing  the  costs  of  legitimate  medical 
services. 

The  ev  idence  provided  by  broad  empirical  studies  is  mixed  Some  studies  have 
been  able  to  document  managed  care  cost  savings(3]  and  some  have  not  (4J  IIMOs  and 
fee- for- service  plans  are  reported  to  provide  roughly  comparable  quality  of  care  for  many 
services  [5]  Howeyer,  for  some  services,  mental  health  for  example,  managed  care 
enrollees  apparently  do  not  fare  well  in  HMOs.  (6)  Consumer  satisfaction  among  plans  is 
reported  to  be  greater  in  fcc-for-scrvicc  plans  than  in  HMOs  [7] 

It  is  difficult  to  generalize  about  managed  care  because  no  two  managed  care  plans 
arc  exactly  alike  While  all  arc  designed  to  trim  costs,  they  differ  in  terms  of  cost 
structures,  profit  orientation,  degree  of  physician  involvement,  and  extent  of  regional  or 
community  identity  (8]  There  is  some  evidence  that  managed  care  plan  performance  can 
differ  significantly  with  variations  in  market  pressures  and  organizational  characteristics  A 
recent  study  sponsored  by  the  Commonwealth  Fund  (9]  reports  that  the  market  success  of 
an  HMO  plan  is  only  weakly  linked  to  quality  of  care,  that  plan  size  may  be  fav  ored  over 
performance  by  large  employers  and  that  HMO  financial  performance  cau  be  hindered  by 
insurance  company  sponsorship. 

Managed  care  concepts  are  having  a critical  effect  od  the  health  care  delivery  and 
financing  systems  evolving  throughout  the  country  The  possibility  that  managed  care  may 
adversely  impact  the  allocation  of  health  resources  between  the  delivery  of  health  care  and 
the  administration  of  health  care  finances  raises  several  specific  questions  concerning  the 
reorganization  of  the  health  care  system  How  do  cost  structures  differ  among  managed 
care  plans  and  between  these  plans  and  traditional  indemnity  plans9  Are  administrative 
costs  replacing  medical  service  costs  at  the  insurer  and/or  provider  level9  Are  greater 
profits  associated  with  increased  efficiency  and  better  quality  health  care?  Does  patient 
and  physician  satisfaction  differ  significantly  across  plans9  How  does  health  care  utilization 
vary  among  health  plans  Do  plan  results  differ  significantly  across  markets(regions,  states 
or  cities). 

The  objective  of  the  proposed  research  is  twofold  first,  to  develop  a baseline 
report  card  on  health  plans  in  Nebraska  that  will  enhance  our  understanding  of  the 
operational  3nd  organizational  characteristics  of  these  plans  and  their  associated  market 
performance,  and  second,  to  develop  and  implement  an  index  to  measure  and  monitor  the 
market  pcifomiance  of  health  plans  in  Nebraska  on  a monthly  basis  While  other  states, 
such  as  Michigan,  have  developed  statewide  repoit  cards  and  the  HMO  industry  has 
periodically  offered  comparative  HMO  plan  statistics,  few  studies  have  focused  on  the 
variations  within  indemnity  and  managed  care  plans  and  no  one  has  focused  on  the 
development  of  a physician-based  mouthlv  health  plan  performance  index 

RESEARCH  PLAN 

/ Introduction 

The  research  will  proceed  in  two  steps  The  first  step  is  the  development  of  a 
baseline  health  plan  repoit  card  for  Nebraska  Hie  sccoud  step  is  the  development  of  a 
physician-based  monthly  health  care  conditions  index  for  Nebraska 

The  purpose,  of  the  report  card  is  to  prov  ide  a baseline  review  of  the  policies  and 
perfonnancc  of  health  plans  in  Nebraska  It  is  intended  as  an  overview  of  the  comparative 
performance  of  the  health  plans  in  Nebraska  The  purpose  of  the  mouthly  index  of  health 
care  conditions  is  to  establish  a quantitative  mechanism  to  monitor  the  quality  of  the  health 
care  delivery  system  evolving  under  managed  care  in  Nebraska 

To  provide  some  background  aud  perspective  on  health  care  in  Nebraska,  national 
and  state  health  care  characteristics  will  be  reviewed  The  review  will  include  insurance 
coverage,  HMO  penetration,  physician  /population  ratios,  hospital  bed/population  ratios 
and  other  comparative  statistics 

Recent  overviews  of  health  care  trends  in  Nebraska  are  available  in  a 1992 
publication  of  the  Nebraska  Department  of  Health  (10]  and  a 1993  survey  of  members  by 
the  Omaha  Chamber  of  Commerce  (11]  These  will  need  to  be  supplemented  with  publicly 
available  data  on  comparative  health  care  characteristics  and  the  health  care  delivery 


system  Possible  sources  for  relevant  data  are  the  State  Health  Department,  the  State 
Insurance  Department,  U S Census  of  Population  Surveys,  the  Health  Care  Financing 
Administration,  Group  Health  Association  of  America,  the  American  Hospital  Association, 
the  American  Medical  Association  and  the  Annual  Social  Indicators  Surveys  of  the 
University  of  Ncbraska-Lincoln 

//  Methodology’ 

Report  Card 

The  report  card  study  will  cover  the  major  t>pes  of  health  care  plans  operating  in 
Nebraska  HMO,  PPO  and  Indeumity(Blue  Cross  and  commercials)  According  to  a 
surv  ey  of  membership  conducted  by  the  Greater  Omaha  Chamber  of  Commerce,  61  6 
percent  offer  employees  a PPO  plan,  54  6 percent  offer  an  indemnity  plan  and  23  4 
percent  offer  an  HMO  health  plan  (1 1]  Basic  data  on  financial  and  membership  coverage 
will  be  obtained  from  the  State  Department  of  Insurance  To  be  included  in  the  study  the 
plan  must  havcbceu  operational  for  at  least  five  years  ( 1991- 1995)  with  completed 
information  available  for  all  five  years  from  the  Insurance  Department 

Financial  and  enrollment  data  obtained  &om  the  State  Insurance  Department  will 
analyzed  by  plan  type  To  obtain  accurate  structural  and  financial  profiles  of  specific  plan 
types  this  data  will  be  supplemented  with  data  obtained  by  a mail  survey  of  all  plans  The 
survey  instrument  will  be  patterned  after  one  employed  by  the  Michigan  State  Medical 
Society  [12]  In  addition  to  clarifying  aud  supplementing  the  plans  structural  and  financial 
profiles,  the  survey  instrument  will  address  questions  of  utilization  management, 
reimbursement  and  administrative  efficiency 

Major  elements  of  the  comparative  financial  analysis  would  include  each  plans 
financial  performance  for  the  period  1991-1995  Typical  financial  elements  arc 
(a  ) Income  Sheet  data  such  as  Premiums,  Reveuue  and  Costs  and  (b)  Balance  Sheet  data 
such  as  Assets  and  Net  Worth.  In  addition  plan  structural  data  would  include  number  of 
employees,  enrollees  and  their  characteristics  and  reimbursement  methods 

Basic  insurer  data  will  be  analyzed  and  presented  in  the  form  of  comparative 
financial  ratios  ( for  example,  cost  ratios,  average  premium  rates,  profit  margins)  In 
addition  to  presenting  information  on  comparative  plan  performance,  the  data  will  be 
analyzed  to  highlight  relevant  structural  aud  organization  relationships  and  the  market 
performance  of  plans. 

Data  pertaining  to  plan  performance  will  also  be  collected  from  the  offices  of 
members  of  the  Nebraska  Medical  Association  This  data  will  provide  both  a supplement 
to  plan  performance  data  obtained  Grom  state  reports  and/or  plan  administrators  and  a 
baseline  on  health  plan  performance  variations  among  the  provider  population. 
Information  will  be  sought  on  matters  of  health  care  utilization,  patient  access  and  other 
indicators  of  consumer  plan  satisfaction,  physician  satisfaction  with  plan  requirements,  the 
nature  and  extent  of  price  discounting  and  the  distribution  of  gross  revenues  between  the 
prov  ision  of  health  serv  ices  aud  the  administrative  requirements  of  plan  components 

In  developing  the  survey  instruments  discussions  will  be  held  with  representatives 
of  the  Michigan  Slate  Medical  Society  and  major  Nebraska  insurers  to  ensure  that  survey 
instruments  are  developed  that  arc  likely  to  solicit  broad  support  and  cooperation  from 
members  of  the  insurance  industry  and  the  Nebraska  Medical  Association  The  report  card 
on  comparative  health  plan  performance  should  be  of  interest  to  physicians,  employers, 
plan  administrators,  the  public  and  others  with  an  active  interest  in  health  care  delivery  in 
Nebraska 

Monthly  Health  Conditions  Index 

lltc  monthly  index  of  health  conditions  will  be  modeled  alter  the  successful  Mid- 
Amcric.in  Business  Conditions  Index  developed  and  maintained  by  Professor  Ernie  Goss 
of  Creighton  University  (13]  The  index  is  used  as  an  early  indicator  of  changing  business 
conditions  It  is  constructed  with  the  same  survey  and  calculation  methodology  developed 
and  tested  by  the  National  Association  of  Purchasing  Management 

The  health  conditions  index  will  serve  as  an  early  indicator  of  changes  taking  place 
in  the  health  care  delivery  system  in  Nebraska  The  index  will  be  constructed  from  a 
monthly  survey  of  Nebraska  physicians  It  will  be  designed  to  measure  changes  in 
elements  of  patient  and  physician  satisfaction,  health  care  utilization  and  health  costs  by 
plau  type  The  streugth  of  this  methodology  is  that  it  places  a very  minimal  burden  on 
survey  respondents  Respondents  need  only  indicate  whether  the  condition  of  interest  has 
gone  up,  dowu  or  stayed  the  same  compared  to  the  previous  mouth  An  illustrative  survey 
questionnaire  might  look  as 

follows. 

Dear  Participating  Physician:  Please  Complete  and  Mail  Upon  Receipt 
Compared  to  Last  Month  Circle  Change  from  Last  Month 


1 Were  the  number  of  Patients  Complaints 
in  plan  type 


HMO 

Up 

Same 

Down 

PPO 

Up 

Same 

Down 

INDEMIITY 

Up 

Same 

Down 

2 Were  the  number  of  Treatment  Decisions 
Questioned  by  plan  type 

I1MO 

Up 

Same 

Down 

PPO 

Up 

Same 

Down 

INDEMNIIY 

Up 

Same 

Down 

3 Were  the  number  Specialist  Referrals 
by  plan  type 

HMO 

Up 

Same 

Down 

PPO 

Up 

Same 

Down 

IDEMNITY 

Up 

Same 

Down 
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The  specific  health  care  conditions  to  be  covered  in  the  monthly  physician  survey 
will  be  developed  in  consultation  with  representatives  of  the  Nebraska  Medical 

Association. 

Survey  results  will  provide  the  basis  for  the  development  of  a continuous,  up-  to- 
date  quantitative  index  on  the  comparative  performance  on  health  plans  in  Nebraska  and 
on  the  general  direction  of  health  conditions  in  the  state  The  quantitative  index  measures 
will  be  developed  by  applying  the  methodology  used  in  the  construction  of  the  Business 
Conditions  Index  to  the  qualitative  responses  obtained  with  the  month  survey  of  physician 
offices. 

Summary  reports,  overall  and  by  plao  type,  will  be  made  available  to  consumers, 
employers,  plan  administrators,  physicians  and  public  policy  decision  makers  Detailed 
aggregated  results  of  the  health  conditions  survey  will  be  made  available  to  participating 
physicians  These  results  may  serve  as  norms  for  comparison  by  individual  health  care 
providers. 

BUDGET 

Budgets  for  both  the  Report  Card  and  the  Monthly  Health  Care  Conditions  Index 
are  detailed  on  pages  7 and  8 of  this  proposal. 

The  costs  of  the  Report  Card  are  estimated  at  S 1 1,770  Some  portion  of  this  cost 
may  be  recovered  by  sales  of  the  Report  to  nonuiembers  of  the  Nebraska  Medical 
Association  If  1000  Reports  are  sold  at  $7  00,  for  example,  the  net  cost  of  the  Report 
Card  Project  is  S4.770. 

The  first  year  cost  of  the  Monthly  Health  Care  Conditions  Index  is  estimated  at 
SI 4,596  These  estimates  arc  arrived  at  by  making  appropriate  adjustments  to  the  cost 
experience  of  maintaining  the  Mid-American  Business  Conditions  Index  at  Creighton 
University 

It  is  anticipated  that  funding  for  the  Rcpoit  Card  will  come  from  the  Nebraska 
Medical  Association,  perhaps  from  its  education  foundation  Also,  since  the  American 
Medical  Association  has  a strong  interest  in  Report  Card  Projects,  they  may  be  willing  to 
defray  part  of  the  costs  of  the  Nebraska  Report  Card  Project 

Possible  sources  of  funding  for  the  Monthly  Health  Care  Conditions  Index  are 

1 Nebraska  Medical  Association/American  Medical  Association 

2 State  Health  Department. 

3 Local  or  Regional  Centers  with  au  interest  in  Health  Policy  Rescarchffor 
example,  Creighton  Universities  Center  for  Health  Policy  & Ethics) 

4 Local  or  regional  health  insurance  finns(  For  example,  Mutual  of  Omaha) 

5 Federal  funding  agencies  (for  example,  The  Agency  for  Health  Care  Policy  and 
Research. 

6 Private  foundations  (for  example,  Robcit  Wood  Johnson  Foundation) 
Estimated  Report  Card  Costs 

I The  costs  of  principal/coinvcstigator\s  time,  secretarial  support  and  overhead 
are  borne  fully  by  investigators  organizations. 


2 Graduate  Research  Assistant S2.200 

One-half  regular  GRS  stipend. 

3 Travel  1,850 


One  out-of-state  trip  for  consultation  at 
S600 

Twcuty  five  in-state  trips  for  data  collection 
and/or  site  interviews  at  $50/trip 
4 Materials  and  Supplies  2.720 

Survey  instruments  S800 
(1600  at  SO  50  each) 

Postage  S 1,920 

(3000  outgoing  with  return  cuv clops) 


5 Publication  of  Report  5,000 

Two  thousand  copies  at  $2  50  each 

Total  Estimated  Report  Card  Costs  SI  1,770 

Receipts  from  sale  of  1000  Reports  at  $7  00  each  7,000 

Net  Estimated  Repoit  Card  Costs  S4.770 


Estimated  Operating  Costs  of  the  Monthly  Health  Care  Conditions  Index 

The  following  cost  estimates  are  based  on  the  cost  experience  of  maintaining  the 
Mid-American  Business  Conditions  Index  at  Creighton  University  The  academic  year 
costs  of  faculty  time  and  overhead  are  borne  fully  by  Creighton  University’s  College  of 
Business  Administration. 


3 Supplies  S65  $780 


(600  pholocopies'month  $30) 

(300  postcards/mouth  $19) 

(300  cnvelopes/uionth  SI  l) 

(300  labcls/month  S5) 

4 Computer  Software  - scanning,  etc $512 

5 Summer  Stipend  for  Director $5,000 

Total  First  Year  Costs  $14,596 
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DC 
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1512-19 
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Monthly 

First  Year 

Charge 

Total 

1 Student  Assistance  

( 100  hours  per  mouth  at  $5. 00/hour) 

S500 

$6,000 

2 Postage 

S 192 

S2.304 

(300  outgoing  first  class  letters/mouth  at  $0  32  e 

a ) 

(300  incoming  physician  reply  cards/monlh  at  $0 

32  ca.) 
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REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Lincoln  • Chairholder;  David  L.  Bacon, 
M.D.,  Kearney  ■ Board  Liaison;  Ronald  L.  Asher,  M.D.,  North  Platte;  Mark 
W.  Davis,  M.D.,  Norfolk;  Sheila  S.  Ecklund,  R.N.,  Lincoln;  Linda  B.  Ford, 
M.D.,  Papillion;  Marcia  L.  Coering,  M.D.,  Columbus;  Lawrence  D.  Helmick, 
M.D.,  Kearney;  Colleen  Mueller,  R.N.,  Lincoln;  James  R.  Newland,  M.D., 
Omaha;  Frederick  F.  Paustian,  M.D.,  Omaha;  Cary  Peterson,  M.D.,  Lincoln; 
Dottie  Shapiro,  R.N.,  Lincoln;  James  Shreck,  M.D.,  North  Platte;  Wesley  G. 
Wilhelm,  M.d.,  Omaha;  Christie  Dry,  Omaha;  Dan  Tollman,  Omaha. 

The  Scientific  Sessions  Committee  has  been  chal- 
lenged by  the  President  of  the  Association  to  provide 
a special  education  conference  on  medically-assisted 
suicide  and  euthanasia  which  will  be  held  September 
26,  1996  in  conjunction  with  the  Fall  Session.  The 
Committee  has  met  on  a monthly  basis  and  has  pre- 
pared what  should  be  an  excellent  program  and  edu- 
cational experience  not  only  for  physicians,  but  also 
nurses,  allied  health  professionals  working  in  the  area 
of  hospice  care,  clergy,  social  workers,  and  senators. 

The  Committee  will  begin  to  review  the  results  of 
the  1996  Annual  Session  and  will  then  make  recom- 
mendations as  to  the  development  of  a 1997  Annual 
Session  scientific  program. 

In  addition,  the  committee  has  approved  joint  spon- 
sorship for  the  Lincoln  Pulmonary  Conference  to  be 
held  September  12-13.  The  Committee  is  also  consid- 
ering a joint  sponsorship  for  a program  of  the  Ne- 
braska Academy  of  Ophthalmology  Fall  Meeting  to  be 
held  September  13-15. 


REPORT  OF  THE  ELECTRONIC 
COMMUNICATIONS  WORKING  GROUP 

Steven  A.  Schwid,  M.D.,  Omaha  - Chairholder;  Terry  W.  Bejot,  M.D., 
Lincoln;  Kent  R.  Jex,  M.D.,  Lincoln;  John  R.  Windle,  M.D.,  Omaha. 

The  Electronic  Communications  Working  Group  is 
actively  researching  ways  to  enhance  the  Association's 
abilities  to  communicate  electronically  with  the  mem- 
bership. The  aim  of  the  group  is  to  advise  the  Associa- 
tion about  advances  in  technology  and  help  evaluate 
the  feasibility  for  their  utilization. 

The  group  has  identified  three  projects  to  concen- 
trate on  in  the  short  term.  They  are: 

1.  Develop  a list  of  web  sites  that  could  be  in- 
cluded on  the  NMA  home  page  as  hot  links  to 
AMA,  hot  listing  of  medical  specialty  societies, 
state  medical  association,  county  medical  soci- 
eties, disease  specific  patient  support  groups, 
etc. 

2.  Investigate  the  feasibility  of  developing  a rela- 
tionship with  a commercial  computer  vendor  to 
sell  at  a discounted  price,  an  NMA  recommended 
computer  package  and  software  to  members 
needing  equipment. 

3.  Investigate  the  feasibility  of  providing  commer- 
cial advertising  on  the  NMA  home  page  in  a 
clearly  defined  fashion  to  gather  revenue  to 
support  the  home  page. 

Long  term  projects  were  identified  as: 

1.  Maintain  listing  of  local  and  required  CME  offer- 
ings. 

2.  Investigate  telemedicine  technology. 

3.  Investigate  linking  of  NMA  members. 

4.  Maintain  legislative  news  page  for  Nebraska. 


407  PROCESS  FOCUS  GROUP 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  • Board  Liaison;  Chirs  C.  Caudill,  M.D.,  Lincoln;  Allen  D. 
Dvorak,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  Camilla  R.  Parson, 
M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  William  A.  Shiffermiller, 
M.D.,  Omaha;  Timothy  O.  Wahl,  M.D.,  Omaha;  Gregg  F.  Wright,  M.D., 
Lincoln. 

The  407  Process  Focus  Group  met  on  Tuesday,  July 
30,  1996,  at  the  request  of  the  Nebraska  Medical 
Association  President,  Chris  Caudill,  M.D.  At  this  meet- 
ing the  history  of  the  development  of  the  407  Process 
was  reviewed.  Additionally,  the  Committee  had  avail- 
able to  it  research  that  the  AMA  had  done  on  the 
status  of  similar  mechanisms  in  other  states.  Most 
other  states  have  no  mechanisms  in  place  for  review- 
ing changes  in  scope  of  limited  licensure  practitioners 
other  than  legislative.  There  are  12  states  which  do 
and  after  review,  the  focus  group  felt  that  the  407 
process  as  it  exists  in  Nebraska  probably  is  good  or 
better  than  exists  in  any  other  state. 

The  407  Process  Focus  Group  believes  that  the  407 
process  does  fulfill  a need  and  in  spite  of  some  short- 
comings, it  does  serve  the  Legislature  and  the  popula- 
tion of  Nebraska  well. 

1.  It  acts  as  a barrier  to  frivolous  requests. 

2.  The  process  of  the  407  requires  advance  notice 
of  proposals  and,  hence,  time  for  all  interested 
parties  to  properly  prepare  for  the  discussion. 

3.  It  creates  a forum  for  scientific  interchange  to 
(develop  rational  positions  for  consideration  by 
the  Department  of  Health  and  the  Unicameral. 

Although  there  are  some  potential  shortcomings 
that  were  discussed,  it  was  the  consensus  of  the  group 
that  probably  it  does  not  need  to  be  modified  at  this 
time. 

The  Focus  Group  strongly  believes  that  as  the  pro- 
posed "Partnership"  develops  and  unfolds,  the  NMA 
and  the  state  government  need  to  be  very  careful  to 
preserve  the  407  process  in  an  appropriate,  organiza- 
tional position  in  whatever  new  structure  is  created. 
The  Focus  Group  believes  that  the  Board  of  Trustees 
should  use  whatever  mechanisms  are  available  to 
them  at  this  time  to  convey  our  feelings  to  the  Blue 
Ribbon  Committee  and  the  state  government  which  is 
in  the  process  of  developing  "Partners." 

REPORT  OF  THE  NMA  TASK  FORCE  ON 
THE  NEBRASKA  PARTNERSHIP  PROJECT 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Gordon  D.  Adams,  M.D., 
Norfolk;  David  L.  Bacon,  M.D.,  Kearney;  Lawrence  C.  Bausch,  M.D., 
Lincoln;  Stacie  R.  Bleicher,  M.D.,  Lincoln;  William  C.  Bruns,  M.D.,  Omaha; 
Krynn  K.  Buckley,  M.D.,  Lincoln;  Chris  C.  Caudill,  M.D.,  Lincoln;  H.  Jeoffrey 
Deeths,  M.D.,  Omaha;  Susanne  E.  Eilts,  M.D.,  Omaha;  James  A.  Fosnaugh, 
M.D.,  Lincoln;  Joseph  R.  Gard,  M.D.,  Lincoln;  Milton  R.  Johnson,  M.D., 
Scottsbluff,  Ronald  W.  Klutman,  M.D.,  Columbus;  David  R.  Little,  M.D., 
Hastings;  Darroll  J.  Loschen,  M.D.,  York;  Richard  H.  Meissner,  M.D., 
Omaha;  Philip  S.  Metz,  M.D.,  Lincoln;  Walter  J.  O'Donohue,  Jr.,  M.D., 
Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D., 
Omaha;  John  C.  Sage,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln; 
William  A.  Shiffermiller,  M.D.,  Omaha;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln; 
Richard  M.  Tempero,  M.D.,  Omaha. 

NEBRASKA  PARTNERSHIP  PROIECT  BACKGROUND: 

In  January  1995,  the  Nebraska  Partnership  Project 
for  Health  and  Human  Services  started  when  Gover- 
nor Nelson  asked  Lieutenant  Governor  Robak  to  re- 
view health  activities  and  increase  the  state's  capacity 
to  affect  health  policy  through  research,  information 
transfer,  advocacy,  public-private  partnership,  coop- 
eration among  communities  and  coordination  between 
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Community /State 
Partnerships  Team 
(James  A Fosnaugh.  M D ) 


REDESIGN  STEERING  COMMITTEES 


Services 


Services  System 
Model  Team 
(David  Filipi.  M D ) 


Service  Coordination 
Case  Management  Team 
(William  Minier.  M D ) 


Regulation  & Licensure  — ■ Performance  Accountability 

Work  Group 
(Todd  Sorensen.  M D ) 


Sire  ami-rung  Regulatory 
Activities  Work  Group 


I \ 

Inspections  Licensing/Credcntialtng 

Work  Team  Work  Team 

(Richard  Meissner.  .M  D ) (Gordon  Adams.  M D ) 


UnUagocd  Asastrve  Pascal  id 

Work  Team 

(Paul  Plessman.  M D ) 


Regulatory  Simplification 
Work  Team 

(Wm  ShifTermiller.  M D ) 


i 

Ongoing  Budget  Process 
Work  Team 

(William  Fleming.  M D ) 


Conuacung/Granting 
Work  Team 
(Fred  Pettid.  M D ) 


Finance  & Support 


Employee  Classification  A 
Compensation  Work  Team 
(None) 


Information  Viced-*  A 
Opportunities  Work  Team 
(Jerald  Schenk cn.  M D ) 


I 

hmance  A Support  Restructuring 
Work  Team 
(Linda  Ford.  M D ) 


System  Development  Quality  Assessment 

Work  Team  Work  Team 

(Richard  T unnun g.  M D ) (Linda  Ford.  M D ) 


LONG  TERM  MANAGED  CARE  WORK  TEAMS 


Nursing  Facility 
Work  Team 
(John  Harugan.  MD  ) 


Case  Management 
Work  Team 
(Randy  Kohl.  MD) 


I 

Assessments 
Work  Team 
(Milton  Johnson.  MD  ) 


Long  Term  Care 
Insurance  Work  Team 
(Kurt  Hoppe.  MD ) 


I 

Medicaid  Estate 
Planning  Work  Team 
(Tom  Gallagher,  M.D ) 
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service  providers  and  state  agencies.  In  September 
1995,  the  result  of  that  study  concluded  that  "change 
is  a necessity".  The  1995  report  outlined  a blue  print 
for  action  to  make  the  necessary  changes  to  create  a 
more  unified  and  responsive  health  and  human  ser- 
vices system  in  Nebraska.  The  vision  of  the  NPP  is  that 
"each  Nebraskan  will  have  a quality  of  life  that  reflects 
safety,  self-sufficiency,  respect,  health  and  well  being 
and  opportunities  for  maximum  participation  through 
new  partnerships  between  the  state  and  local  commu- 
nities". The  mission  of  the  NPP  is  "to  create  and  sustain 
a unified  accessible,  caring  and  competent  health  and 
human  services  system  for  each  Nebraskan  that  maxi- 
mizes local  determination  to  achieve  measurable  out- 
comes. To  this  end,  the  state  will  work  in  partnership 
with  communities  in  their  public  and  private  sector 
entities".  The  NPP  is  based  on  a core  set  of  principles 
and  values.  These  principles  are  not  new,  but  have 
been  established  through  many  different  studies  done 
in  Nebraska  over  the  past  1 0-20  years.  The  partnership 
is  designed  to  be  "preventive,  integrated,  comprehen- 
sive and  balanced,  family  centered,  community  based, 
accessible,  outcome  based,  fiscally  sound,  protective 
and  strength  based". 

In  April  1996,  the  Legislature  passed  LB  1044,  the 
Nebraska  Partnership  (NP)  for  Health  and  Human 
Services  Act.  LB  1 044  was  introduced  as  a step  toward 
creating  a unified  health  and  human  services  system  in 
Nebraska.  It  begins  to  align  functions,  services,  pro- 
grams and  appropriations  related  to  Nebraska's  Health 
and  Human  Services.  This  legislation  will  replace  five 
agencies:  Department  on  Aging,  Department  of  Health, 
Department  on  Public  Institutions,  Department  of  So- 
cial Services  and  the  Office  of  Juvenile  Services  as  of 
January  1,  1997.  LB  1044  creates  a governing  Policy 
Cabinet  and  Advisory  Partnership  Council  and  three 
new  functional  agencies-Services,  Regulation  and 
Licensure,  and  Finance  and  Support.  This  legislation 
provides  the  policy  direction  to  guide  the  creation  of 
a new  system,  mandate  the  work  of  creating  the  new 
system  and  serve  as  an  important  catalyst  for  change. 
The  legislation  formed  a Transition  Policy  Cabinet 
which  is  made  up  of  the  five  directors  of  the  current 
agencies  to  coordinate  an  intensive  process  for  de- 
signing the  new  system  during  1996.  The  Transition 
Policy  Cabinet  will  oversee  three  Redesign  Steering 
Committees,  one  for  each  of  the  three  new  agencies. 
These  committees,  responsible  for  redesign  and  trans- 
mission-implementation planning  have  developed 
Redesign  WorkTeams.  Both  the  committees  and  teams 
are  made  up  of  state  employees  and  members  of 
Nebraska's  communities. 

NMA  TASK  FORCE  ON  THF.  NPP  MEETING: 

The  NMA  Task  Force  on  the  Nebraska  Partnership 
Project  met  on  Tuesday,  May  21,  1996.  Mr.  Don 
Leuenberger  and  Bob  Sieffert  of  the  Nebraska  Depart- 
ment of  Social  Services  attended  the  meeting.  Mr. 
Leuenberger,  the  Director  of  the  Department  of  Social 
Services,  stated  that  the  project  manager  for  the  Tran- 
sition Policy  Cabinet  is  Ms.  Lorraine  Chang.  He  re- 
viewed the  flow  chart  for  the  restructuring  process 
(Attachment).  Mr.  Leuenberger  indicated  that  he  in- 
vited NMA  representatives  to  participate  on  the  vari- 
ous work  teams.  Richard  Temporo,  M.D.,  has  been 
appointed  to  the  Regulation  and  Licensure  Redesign 
Steering  Committee.  The  NMA  submitted  physician 
nominees  to  serve  on  the  NP  Project  Work  Teams  and 


also  on  the  Long  Term  Care  Work  Teams.  The  NMA 
physician  members  who  have  been  appointed  to  the 
NP  Project  Work  Teams  and  to  the  Long  Term  Care 
Work  Teams  is  attached.  The  NMA  Task  Force  on  the 
Nebraska  Partnership  Project  will  continue  to  monitor 
the  progress  of  this  project  and  also  to  respond  to 
requests  for  information  and  evaluation  of  the  various 
work  team  activities  during  the  remainder  of  1996. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Omaha  • Chairholder;  Robert  l.  Bass, 
M.D.,  Omaha;  Warren  G.  Bosley,  M.D.,  Grand  Island;  Byron  M.  Dillow, 
M.D.,  Fremont;  Charles  A.  Dobry,  M.D.,  Omaha;  Bruce  E.  Gfeller,  M.D., 
Lincoln;  Robert  L.  Kruger,  M.D.,  Omaha;  Richard  L.  O'Brien,  M.D.,  Omaha; 
Joseph  C.  Scott,  M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Mark 
Becker,  Omaha;  Vineet  Gambhir,  Omaha;  Kari  Orr-Krenzer,  Omaha. 

The  Commission  has  participated  with  the  Ameri- 
can Council  on  Continuing  Medical  Education  in  de- 
velopment of  new  policies  and  Essentials  for  Continu- 
ing Medical  Education.  A commission  representative 
(Eric  Carstenson,  Assistant  Executive  Director  for  Pro- 
grams and  Policies)  participated  in  a regional  meeting 
in  Des  Moines,  Iowa  as  well  as  the  state  medical 
society  conference  in  Chicago,  Illinois.  Because  of 
work  partially  instigated  by  the  Nebraska  Medical 
Association,  a new  policy  has  been  adopted  by  the 
American  Council  on  Continuing  Medical  Education. 
In  March  of  1996,  the  ACCME  decided  that  "sponsors 
which  market  or  advertise  their  activities  to  physicians 
within  their  home  state  and  (emphasis  added)  contigu- 
ous states  may  apply  for  accreditation  through  their 
home  state  medical  society."  This  policy  has  broad 
implications  as  hospital  mergers  occur. 

ACCME  is  also  modifying  Essential  7 which  deals 
with  partnerships  or  joint  sponsorships  with  non-ac- 
credited  programs.  This  essential  is  being  updated 
nationally  at  this  time  and  the  Commission  encourages 
members'  input.  The  central  question  is  whether  or  not 
joint  sponsorship  should  be  made  more  permissive 
and  easier  to  enter  into. 

The  Commission  also  continues  to  accredit  1 6 insti- 
tutions and  organizations  and  is  considering  the  new 
application  of  Our  Lady  of  Lourdes  in  Norfolk,  Ne- 
braska. Those  institutions  and  organizations  include: 
Archbishop  Bergan  Mercy  Hospital,  Bishop  Clarkson 
Memorial  Hospital,  Children's  Memorial  Hospital,  Good 
Samaritan  Health  Systems,  Great  Plains  Regional  Medi- 
cal Center,  Immanuel  Medical  Center,  Lincoln  Medi- 
cal Education  Foundation,  Lincoln  Regional  Center, 
Mary  Lanning  Memorial  Hospital,  Memorial  Hospital 
of  Dodge  County,  Methodist  Richard  Young  Hospital, 
Midlands  Community  Hospital,  NMA  Scientific  Ses- 
sions Committee,  Nebraska  Methodist  Hospital,  Re- 
gional West  Medical  Center  and  St.  Francis  Medical 
Center. 
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REPORT  OF  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Charles  F.  Damico,  M.D.,  Hastings  • Chairholder;  James  A,  Fosnaugh, 
M.D.,  Lincoln  • Board  Liaison;  Robert  M.  Cochran  II,  M.D.,  Omaha;  Deepak 
Cangahar,  M.d.,  Lincoln;  Robert  D.  Hanlon,  M.D.,  Chadron;  David  Johnson, 
M.D  , Imperial;  Joel  T.  Hohnson,  M.D.,  Kearney;  Michelle  S,  Knolla,  M.D., 
Omaha;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Darroll  J.  Loschen,  M.D., 
York;  Walter  J.  O'Donohue,  Jr.,  M.D.,  Omaha;  Jeffry  L.  Strohmyer,  M.D., 
Papillion;  Dean  R.  Thomson,  M.D.,  Nebraska  City;  Michael  D.  Wilkins, 
M.D  , Lincoln;  Dan  Tomes,  Omaha. 

The  Commission  on  Association  Affairs  met  re- 
cently and  considered  several  issues.  The  first  item 
discussed  concerned  a bylaws  amendment  which 
would  allow  Associate  members  to  receive  NMA 
mailings  as  a member  benefit  under  the  dues  they  pay 
(currently  30%  of  the  dues  for  active  status).  The 
Commission  considered  the  following  wordage  and 
recommends  that  the  House  of  Delegates  amend  the 
bylaws  of  the  Nebraska  Medical  Association,  Chapter 
I,  Section  6,  the  second  paragraph  as  follows: 

The  dues  shall  be  30%  of  the  dues  for  active 
status.  This  amount  shall  be  in  addition  to  the 
amount  an  associate  member  pays  for  include 
payment  for  NMA  mailings.  Should  he/she  de- 
sire to  receive  them.  The  Nebraska  Medical  As- 
sociation Board  of  Directors  shall  be  permitted 
to  change  the  level  of  dues  paid  from  time  to 
time. 

The  Commission  reviewed  the  NMA  Award  Pro- 
gram which  was  developed  by  the  Commission  and 
submitted  to  the  Board  of  Directors  for  approval.  The 
means  of  advertising  the  program  was  discussed  with 
possibilities  including  placement  of  announcements  in 
the  NMA  Newsletter  and  Nebraska  Medical  lournal 
and  letters  being  sent  to  the  county  medical  society 
secretaries  and  presidents.  In  addition,  the  Commis- 
sion needs  to  further  define  the  nomination  process, 
including  the  length  of  the  nomination  letter,  the  type 
of  information  to  be  included,  the  cut-off  date,  etc.  The 
Commission  will  develop  this  criteria  in  conjunction 
with  the  Immediate  Past  President  who  has  the  respon- 
sibility to  oversee  this  program. 

The  Board  of  Directors  has  directed  that  the  Com- 
mission develop  a membership  recruitment  and  reten- 
tion strategy  for  the  NMA,  placing  emphasis  on  the 
following  groups  of  physicians:  1)  Contract/employee 
physicians;  2)  Women;  3)  ER  physicians;  4)  Academ- 
ics; and  5)  Physician  directors.  In  order  to  effectively 
address  the  needs  of  these  particular  groups,  the  Com- 
mission is  considering  utilization  of  a survey  mecha- 
nism by  which  to  objectively  gather  input  from  non- 
member physicians.  The  Commission  will  be  meeting 
in  early  October  to  consider  various  options. 

The  Board  has  also  asked  the  Commission  to  study 
whether  the  House  of  Delegates  should  be  restruc- 
tured in  order  to  include  representation  for  specialty 
societies.  This  issue  will  be  addressed  in  greater  detail 
at  future  meetings  of  the  Commission. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration  and  approval,  and  we 
stand  ready  to  address  issues  which  may  be  referred 
following  this  session. 


REPORT  OF  THE  NMA 
PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha  - Chairholder;  Gordon  D. 
Bainbridge,  M.D.,  Grand  Island  • Board  Liaison;  Gary  W.  Barth,  M.D., 
Hastings;  Dennis  M.  Connolly,  M.D.,  Lincoln;  Doak  P.  Doolittle,  M.D., 
Holdrege;  C.T.  Frerichs,  M.D.,  Beatrice;  Thomas  F.  Gallagher,  M.D.,  Omaha; 
Joseph  R.  Gard,  M.D.,  Lincoln;  Richard  E.  Jackson,  M.D.,  Pawnee  City; 
Tamara  R.  Johnson,  M.D.,  Cambridge;  M.  Jack  Mathews,  M.D.,  Lincoln; 
Eugene  W.  Peck,  M.D.,  Hastings;  John  L.  Reed,  M.D.,  Lincoln;  Linda  Snider, 
Omaha. 

The  NMA  PRO  Overview  Committee  met  with 
representatives  of  the  Sunderbruch  Corporation  in- 
cluding Anton  Piskac,  M.D.,  and  Becky  Hemann  on 
June  6,  1996.  Dr.  Piskac  and  Ms.  Hemann  reviewed 
the  various  focus  medical  review  programs  and  projects. 
The  DRG  study  had  improvement,  the  radical 
prostatectomy  study  demonstrated  improvement,  the 
hip  surgery  anticoagulation  project  was  well  received, 
and  the  cardiovascular  project  has  made  progress  in 
terms  of  penetrating  the  majority  of  the  state.  No 
significant  problems  have  been  reported  to  the  NMA 
PRO  Committee  regarding  these  projects. 

The  committee  has  asked  for  Sunderbruch  to  sum- 
marize their  14  projects  to  be  published  in  the  Ne- 
braska Medical  Journal  or  the  NMA  Newsletter,  with 
complete  descriptions  of  the  projects  present  in  the 
NMA  office  (see  attached  list).  Sunderbruch  is  starting 
a new  project  called  Project-in-a-Box,  which  contains 
an  explanation  of  the  basis  of  the  scientific  project,  an 
explanation  of  the  guidelines,  statistical  data  relative 
to  what  is  happening,  and  the  use  of  software.  The  first 
Project-in-a-Box  was  "Improving  Blood  Transfusion 
Practice".  These  Projects-in-a-Box  will  be  supplied  to 
every  hospital  and  their  response  will  be  evaluated. 

Future  projects  include  the  desired  increase  in  the 
use  of  mammography  and  flu  immunization  rates  in 
the  Medicare  population. 

Topic  #2,  individual  case  review  does  continue  at 
about  1%  in  Medicare  and  slightly  higher  in  Medicaid. 
Three  to  five  Medicare  potential  dumping  cases  have 
been  reported  in  Nebraska.  The  NMA  PRO  Commit- 
tee has  not  received  any  complaints  from  physicians 
or  hospitals  relative  to  the  above  case  reviews. 


CURRENT  SUNDERBRUCH  PROJECTS; 

Accuracy  of  DRG  Coding 
Radical  Prostatectomy 
Anti-coagulant  Use  in  Hip  Surgery 
Transfusion  Practice  (2  phases) 
Angioplasty  Mortality 
Penumonia  Treatment  (2  phases) 
Congestive  Heart  Failure 
Hearing  Impaired 
Breast  Cancer 

Cooperative  Cardiovascular  Project 
Influenza  and  Pneumococcal  Immunization 
Mammography  Screening 
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REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physician's  Section  of  the  AMA  met  June 
20-22,  1996  at  the  Hyatt  Regency  Chicago,  Illinois. 

Most  YPS  resolutions  fared  well  at  the  1 996  Annual 
Meeting  of  the  AMA  House  of  Delegates.  The  House 
adopted  our  Resolution  101  on  volume  indicators, 
affirming  that  volume  indicators  should  not  be  used  as 
the  sole  criteria  for  credentialing  and  reimbursement 
and  that,  when  volume  indicators  are  used,  allow- 
ances should  be  applied  only  to  those  treatments 
where  outcomes  have  been  shown  by  valid  statistical 
methods  to  be  significantly  influenced  by  frequency  of 
performance. 

Our  Resolution  130  called  on  the  AMA  to  address 
physician-staffed  phone  services  that  provide  medical 
advice  to  nonpatients  and  open  physician  discussions 
on  online  services  in  its  future  studies  of  telemedicine. 
The  House  decided  a number  of  telemedicine  issues 
and  the  above  was  adopted  as  part  of  those  actions. 

YPS  Resolution  227  asked  the  AMA  to  pursue  leg- 
islation which  will  prohibit  the  use  of  a physician's 
social  security  number  for  identification  purposes  other 
than  in  tax-related  documents,  and  prohibit  the  publi- 
cation of  those  same  numbers  in  any  form  which  has 
the  potential  to  be  available  to  the  public.  The  House 
referred  this  resolution  to  the  Board  of  Trustees  for 
decision.  This  empowers  the  Board  to  take  immediate 
action,  but  does  not  require  the  Board  to  submit  a 
report  to  the  House. 

After  minor  adjustment  our  resolution  513  asking 
the  AMA  to  condemn  the  practice  of  female  genital 
mutilation  (FGM),  to  support  legislation  considering 
FGM  a form  of  child  abuse,  to  work  to  make  FGM  a 
reportable  condition,  and  to  work  on  educational 
activities  targeting  immigrant  communities  on  the  health 
risks  and  legal  liabilities  of  FGM,  this  resolution  was 
adopted. 

The  House  adopted  our  Resolution  625  directing 
the  AMA  to  work  actively  with  managed  care  and 
hospital  organizations  to  effect  the  acceptance  of 
uniform  application  and  credentialing  forms.  This  is 
being  done  in  cooperation  with  the  American  Associa- 
tion of  Medical  Society  Executives,  which  is  already 
developing  such  forms. 

The  House  adopted  our  Resolution  726  calling  for 
the  AMA  to  continue  to  support  legislation  to  ban  "gag 
clauses"  from  physician  contracts.  US  Congressman 
and  AMA  member  Greg  Ganske,  MD  (R-IA),  was 
present  to  testify  on  our  resolution,  and  to  provide 
background  on  his  congressional  bill  (which  the  AMA 
supports),  which  would  ban  gag  clauses. 

The  young  physicians  were  successful  in  two  elec- 
tions in  the  House  of  Delegates.  Dr.  Rebecca  Patchin 
was  elected  to  the  Council  on  Medical  Education,  and 
Dr.  Scott  Deitchman  was  elected  to  the  council  on 
Scientific  Affairs. 

I appreciate  the  opportunity  to  represent  the  Ne- 
braska Medical  Association  as  delegate  to  the  AMA- 
YPS. 

Respectfully  submitted, 
Daniel  J.  Growney,  M.D. 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

Dear  Colleagues: 

The  last  six  months  have  seen  many  changes  in  the 
administration  of  the  Medical  Center.  As  you  are  aware, 
Chancellor  Aschenbrener  has  submitted  her  resigna- 
tion effective  September  30,  1996.  President  Smith 
has  asked  Vice  chancellor  William  O Berndt  to  assume 
the  role  of  Chancellor  for  two  years  commencing 
October  1,  1996.  We  look  forward  to  Dr.  Berndt's 
leadership  and  are  confident  that  the  Medical  Center 
will  continue  to  move  forward  as  a premier  health 
sciences  institution. 

Dennis  W.  Combs,  M.D.,  Professor  of  Anesthesiol- 
ogy at  Dartmouth  School  of  Medicine  and  internation- 
ally known  for  his  expertise  in  pain  management,  has 
joined  the  faculty  as  the  new  chair  of  the  Department 
of  Anesthesiology.  The  search  for  a new  chair  for  the 
Department  of  Surgery  is  moving  forward.  Rowen  K. 
Zetterman,  M.D.,  has  been  named  interim  chair  of  the 
Department  of  Radiation  Oncology. 

Interest  in  medicine  as  a career  continues  to  be 
strong.  Last  year,  over  430  Nebraska  applicants  were 
considered  for  positions  in  the  Class  of  2000.  One 
hundred  and  twenty  three  new  students  matriculated 
this  fall  with  an  average  overall  GPA  of  3.73  and 
average  MCAT  scores  over  9.  We  expect  to  receive  a 
similar  number  of  applicants  for  the  coming  year. 
Students  of  the  Class  of  1998  are  required  to  pass 
USMLE  Step  1 before  graduation.  This  requirement,  in 
addition  to  a Step  1 practice  examination  and  ex- 
panded board  review  sessions,  has  resulted  in  an 
exceptional  performance  by  the  class.  95.6%  of  the 
students  passed  the  examination  on  their  first  attempt 
this  year  (compared  to  the  national  pass  rate  of  93%). 

The  curriculum  committee  task  forces  on  vertical 
integration  and  curricular  topics  for  the  21st  century, 
student  evaluation,  and  new  educational  methods  uti- 
lizing multimedia  will  be  presenting  reports  within  the 
next  several  months. 

Construction  continues  on  the  Lied  Transplant  Cen- 
ter and  the  Olson  Women's  Center.  Plans  were  re- 
cently announced  for  an  expansion  of  the  Hattie  B. 
Munroe  Pavillion  to  include  more  space  for  genetics 
research  and  Camp  Munroe. 

Respectfully  submitted, 

Gerald  F.  Moore,  M.D. 

Assistant  Dean  for  Curriculum 
University  of  Nebraska  Medical  Center 


REPORT  OF  CREIGHTON 
UNIVERSITY  SCHOOL  OF  MEDICINE 

The  past  year  was  the  year  that  posed  the  ultimate 
question  — Is  change  equal  to  progress?  As  I related 
in  past  reports,  a medical  school  is  unique  in  that  we 
live  in  two  worlds-the  world  of  health  delivery  and  the 
world  of  academia.  We  must  adapt  to  changes  in  the 
delivery  of  medicine  in  order  to  subsidize  our  expen- 
sive education  and  in  order  to  train  our  students  for 
the  twenty-first  century. 
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If  we  were  to  simply  list  the  activities  of  the  past 
year  the  changes  become  obvious;  the  judgment  of 
whether  this  is  progress  is  obviously  more  difficult. 

• We  have  recruited  a new  chairman  of  Internal 
Medicine,  Dr.  Eugene  Rich  - a general  internist 
with  expertise  in  Outcome  Research. 

• We  have  continued  our  changes  in  the  curricu- 
lum so  that  we  now  have  a "hybrid"  of  small 
group  learning  and  coordinated  lectures. 

• We  have  gone  from  numerical  grading  to  a Pass- 
Fail-Honors  system. 

• We  have  signed  an  alliance  agreement  with 
Childrens  Hospital. 

• We  have  signed  a memorandum  of  understand- 
ing with  Clarkson  Hospital. 

• A new  Associate  Dean  for  Student  Affairs,  Dr. 
Michael  Kava,  has  been  recruited.  He  has  put  a 
stress-prevention  program  for  students  in  place. 

• A new  Clinical  Assessment  Center  was  opened 
for  teaching  principles  of  the  art  of  doctor-pa- 
tient interaction. 

• There  has  been  a three-fold  increase  in  research 
funding  from  outside  resources. 

• There  has  been  a four-fold  increase  in  alumni 
giving  even  during  a time  when  M.D.  income 
has  decreased. 

• All  of  this  has  occurred  during  the  time  our 
school  is  in  the  midst  of  an  institutional  self-study 
in  preparation  for  the  February  1997  accredita- 
tion visit. 

If  we  use  the  criteria  of:  a)  applicant  numbers  for 
medical  school;  b)  alumni  support;  c)  accreditation  of 
residency  programs;  d)  willingness  of  community  insti- 
tutions to  work  with  us  in  the  delivery  of  healthcare;  e) 
ability  to  recruit  quality  individuals,  we  would  consider 
the  year  one  of  success  and  growth  but  one  which  has 
continued  to  reveal  new  challenges. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 


REPORT  OF  THE 

NEBRASKA  MEDICAL  ASSOCIATION 
MEDICAL  STUDENT  CHAPTER,  UNMC 

The  primary  objectives  of  the  Nebraska  Medical 
Association-Medical  Student  Chapter  (NMA-MSC)  are 
to  implement  programs  which  expose  its  members  to 
the  various  aspects  of  organized  medicine  and  to 
actively  serve  the  community.  Throughout  this  past 
year  we  have  sought  to  actively  expand  on  the  suc- 
cesses and  accomplishments  of  years  previous  in 
meeting  these  objectives. 

NMA-MSC  (UNMC)  members  continue  to  be  ac- 
tive at  the  national  level  with  the  American  Medical 
Association-Medical  Student  Section  (AMA-MSS).  In 
the  past  year  sufficient  funding  was  secured  from  the 
NMA,  AMA,  and  several  departments  at  UNMC  for 
our  chapter  to  be  represented  at  the  1996  AMA  An- 
nual and  Interim  Meetings.  The  annual  meeting  in 
Chicago  was  attended  by  our  chapter's  AMA  del- 


egates along  with  ten  non-voting  participants.  The 
upcoming  interim  meeting  in  Atlanta  will  be  attended 
as  well.  Jeff  Hanel  finished  this  year  of  service  as  the 
AMA-MSS  House  of  Delegates  Vice-Speaker  this  sum- 
mer. We  congratulate  him  on  a job  well  done.  This 
November  our  chapter  will  be  helping  the  Creighton 
Chapter  sponsor  the  AMA-MSS  regional  meeting. 

Members  from  our  chapter  have  also  been  busy 
participating  as  student  representative's  to  the  various 
NMA  committees.  Over  forty  members  were  involved 
in  the  previous  year  and  we  are  currently  refilling  these 
committees  with  new  first  year  members.  These  com- 
mittees are  a great  opportunity  for  our  members  to 
educate  themselves  on  the  workings  of  the  NMA,  and 
concurrently  relay  their  new  found  information  back 
to  our  chapter.  Dan  Tomes  was  recently  appointed  to 
be  the  medical  student  representative  to  the  NMA 
Board  of  Directors.  Our  chapter  congratulates  him  and 
we  are  certain  he  will  represent  the  two  medical 
school  chapters  well. 

Our  chapter  continues  to  remain  active  locally  as 
well.  This  year  we  have  sought  to  increase  our  involve- 
ment with  the  Metro  Omaha  Medical  Society.  We 
have  twenty-five  members  serving  as  student  repre- 
sentatives on  MOMS  committees  and  with  MOMS 
support  we  sponsored  a domestic  violence  speaker  at 
a chapter  meeting.  Over  ninety  chapter  members  were 
involved  in  our  Outreach  Education  Program  in  which 
medical  students  go  to  area  elementary  schools  and 
give  lessons  on  basic  science  and  health  topics.  We 
have  already  begun  planning  for  the  upcoming  Resi- 
dency Symposium  in  March  of  1997.  This  activity 
serves  to  educate  first  through  third  year  medical 
students  on  the  match  and  differences  between  resi- 
dencies. Lastly,  we  again  renewed  our  commitment  to 
helping  with  our  environment  in  the  state's  "Adopt-a- 
Highway"  project,  by  cleaning  a stretch  of  Highway 
275  outside  of  Valley,  NE. 

We  are  indebted  to  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance  of  our 
UNMC  student  chapter.  This  dedication  to  tomorrow's 
physicians  serves  the  profession  and  the  community 
well,  now  and  in  the  future. 

Respectfully  submitted, 

Jeff  Jacobs,  President 

NMA-MSC  (UNMC) 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT 
CHAPTER,  CREIGHTON 

The  NMA  Student  Chapter  at  Creighton  University 
had  a successful  recruitment  this  year.  We  have  re- 
cruited 53  new  members  who  are  excited  about  orga- 
nized medicine  and  being  actively  involved  in  chapter 
activities.  We  were  present  at  an  Organization  Fair  for 
incoming  first  year  medical  students.  Sandy  Johnson 
and  Dr.  Muriel  Frank  from  Metro  Omaha  Medical 
Society  attended  this  fair  and  helped  spread  excite- 
ment in  the  organization.  A pizza  party  was  held 
during  the  first  week  of  school.  Over  100  students 
attended  to  listen  to  Dr.  Allen  Dvorak  speak  on  the 
hierarchy  of  organized  medicine  and  what  benefits  the 
NMA  has  to  offer  medical  students. 
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At  the  Annual  meeting  in  June,  the  chapters  sent  6 
students.  Two  members  held  assembly  committee 
positions:  Philip  Mongelluzzo  on  Rules  committee; 
and  Cheryl  Fogarty  on  Credentials  committee.  David 
Zieg  ran  for  Chair  of  the  Governing  Council  at  this 
meeting. 

The  Creighton  University  chapter  officers  are  the 
following:  Cheryl  Fogarty,  President;  Todd  Hayes,  Vice 
President;  Richard  Lee,  Delegate;  Mike  Meisterling, 
Alternate  Delegate;  Chad  Bauerly,  Secretary;  and  Ryan 
Finsten,  Treasurer.  This  group  of  officers  is  extremely 
motivated  and  anxious  to  make  the  student  chapter  as 
strong  as  possible. 

Creighton  University  is  the  host  for  the  1996  Sec- 
tion II  Conference.  This  will  be  held  November  1-2. 
We  are  hoping  to  have  representation  from  each  of 
the  25  schools  within  Section  II.  The  conference  will 
be  both  educational  and  entertaining.  This  is  the  first 
time  that  the  Section  II  Conference  was  held  in  the 
State  of  Nebraska  and  feel  that  it  is  indicative  of  the 
hard  work  and  dedication  of  both  the  UNMC  and 
Creighton  University  chapters. 

Governing  Council  has  appointed  Cheryl  Fogarty 
as  State  Leadership  Steering  Committee  Chair  for  Sec- 
tion II.  It  also  appointed  Todd  Hayes  to  the  Computer 
Projects  Committee.  We  are  pleased  to  have  members 
of  our  own  chapter  representing  Creighton  University 
and  the  State  of  Nebraska  at  a national  level. 

This  year  we  have  started  a monthly  Lunch  and 
Lecture  program.  Topics  will  include  such  social  issues 
as  Organ  Donor  Awareness  and  Domestic  Violence. 
We  are  also  planning  a Children's  Carnival  at  Children's 
Memorial  Hospital. 

We  have  developed  a Chapter  homepage  as  well  as 
a Section  II  homepage  on  the  Internet.  Through  these 
homepages  and  use  of  the  Section  II  "listserv"  mail 
server  we  hope  to  ensure  the  instant  e-mail  communi- 
cation that  is  perfect  for  legislative  call-to-actions. 

As  you  can  see  the  Creighton  University  AMA/ 
NMA-MSS  is  hard  at  work  to  become  a strong  and 
active  chapter.  We  feel  that  in  order  for  the  Medical 
Student  Section  to  be  strong  at  a national  level,  it  takes 
strong  grassroots  motivation  and  activism.  Thank  you 
for  your  support.  We  look  forward  to  working  with  you 
in  the  future. 

Respectfully  submitted, 

Cheryl  A.  Fogarty,  President 
Creighton  University,  AMA/NMA-MSS 


REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

Thank  you  for  this  opportunity  to  report  on  the 
activities  of  the  Nebraska  Department  of  Health. 

NEBRASKA  PARTNERSHIP  FOR  HEALTH 
AND  HUMAN  SERVICES 

On  January  1,  1997,  the  Nebraska  Departments  of 
Health,  Aging,  Social  Services  and  Public  Institutions, 
along  with  the  Office  of  Juvenile  Services,  will  become 


an  integrated  system  of  three  agencies  delivering  health 
and  human  services  in  Nebraska. 

Three  redesign  steering  committees  and  more  than 
20  work  teams  have  been  busy  designing  processes 
and  structures  for  the  new  agencies  that  will  result  in 
a unified  and  integrated  system.  Considerable  input 
and  feedback  has  been  solicited  from  state  employ- 
ees, customers,  associations,  advocacy  groups,  and 
communities  on  the  proposals  for  organizational  struc- 
ture, on  draft  outcomes  and  indicators,  and  on  other 
topics  that  have  been  addressed  by  work  teams. 

One  work  team  is  focusing  on  streamlining 
credentialing  in  the  new  agency  that  will  be  respon- 
sible for  regulation  and  licensure.  A one-step/one-stop 
credentialing  model  application  process  with  regional 
access  is  under  consideration.  The  work  team  is  ad- 
dressing the  issues  of  duplication  in  data  collection 
and  application  processing,  standardizing  credentialing 
criteria,  consistency  in  defining  professional  scopes  of 
practice,  and  utilization  of  regulatory  and  credentialing 
terms.  A task  force  is  examining  emergency  medical 
services  credentialing  in  the  state  and  proposing 
changes  to  the  structure  of  the  emergency  medical 
services  boards.  One  work  team  has  developed  a 
governance  model  for  community/state  relationships. 
Another  has  identified  essential  elements  of  service 
coordination. 

A work  team  addressing  performance  accountabil- 
ity has  proposed  four  categories  of  outcomes  that  will 
guide  the  three  agencies  in  being  responsive  to  cus- 
tomers. Accountability  for  outcomes  will  be  a driving 
principle  of  the  new  system  as  it  works  with  commu- 
nities to  meet  the  needs  of  Nebraskans. 

A report  with  the  final  proposal  for  implementation 
will  be  submitted  to  the  Governor  and  the  Legislature 
in  December. 

VITAL  STATISTICS  REPORT 

The  Department  of  Health  recently  released  its 
1995  Vital  Statistics  Report,  a compilation  of  informa- 
tion taken  from  birth,  death,  marriage  and  dissolution 
certificates  filed  at  the  Records  Management  Section. 
Nebraskans  who  died  last  year  lived  to  an  average  age 
of  74.8  years,  the  highest  average  age  at  death  in  the 
state's  history.  Men  lived  to  an  average  age  of  71; 
women  to  78.4  years.  Longevity  has  increased  by  two 
years  since  1 986  and  ten  years  in  the  last  four  decades. 

There  were  a total  of  15,218  deaths  among  Ne- 
braska residents  last  year,  which  translates  into  a rate 
of  9.5  deaths  per  1,000  residents. 

Heart  disease  continued  to  be  the  leading  cause  of 
death,  killing  5,093  Nebraskans.  Cancer  was  the  sec- 
ond leading  cause,  responsible  for  3,376  deaths.  Lung 
cancer  was  the  leading  cancer  killer  among  both  men 
and  women,  accounting  for  851  deaths.  Until  1993, 
breast  cancer  had  been  the  leading  cause  of  cancer 
deaths  among  Nebraska  women,  but  it  now  ranks  as 
number  2,  claiming  the  lives  of  270  women  and  one 
man  in  1995.  Prostate  cancer  was  the  second  most 
frequent  cause  of  cancer  deaths  among  Nebraska 
men,  accounting  for  232  deaths.  Cancer  of  the  colon 
was  the  third  leading  cause  of  cancer  deaths  among 
men  and  women  separately,  and  the  second  leading 
cause  for  both  sexes  combined,  with  a total  of  381 
deaths.  Together,  these  four  sites  accounted  for  just 
over  half  of  the  state's  cancer  deaths  last  year. 
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Cerebrovascular  disease,  with  1161  deaths,  and 
pneumonia,  with  632  deaths,  were  the  third  and  fourth 
leading  causes. 

Unintentional  injuries,  or  "accidents,"  were  the  fifth 
leading  killer,  with  motor  vehicle  accidents  respon- 
sible for  approximately  44  percent  of  accidental  deaths. 
Last  year's  total  of  248  was  the  lowest  number  of 
deaths  due  to  motor  vehicle  accidents  recorded  in 
Nebraska  in  the  last  50  years. 

Among  other  unintentional  injuries,  the  state  expe- 
rienced a 20-year  high  in  the  number  of  deaths  due  to 
falls,  with  154  deaths  last  year,  compared  to  107  in 
1994.  Accidents  continue  to  be  the  leading  cause  of 
death  among  individuals  under  45  years  of  age,  ac- 
counting for  276  of  the  937  deaths  in  this  age  group. 

Chronic  lung  disease  took  544  lives,  diabetes 
mellitus,  284,  and  atherosclerosis,  224. 

One  of  the  most  notable  developments  in  Nebraska's 
vital  statistics  that  occurred  last  year  is  the  entry  of 
Alzheimer's  Disease  into  the  top  ten  causes  of  death 
for  the  first  time,  with  190  deaths  attributed  to  the 
disease,  making  it  the  state's  ninth  leading  cause  of 
death. 

The  tenth  highest  cause  of  death  was  suicide,  with 
185  deaths. 

A total  of  172  infant  deaths  occurred  among  Ne- 
braska residents,  compared  to  1 77  in  1 994.  The  infant 
mortality  rate  dropped  to  7.4,  the  second  lowest  rate 
in  the  state's  history.  Among  blacks,  however,  the  rate 
was  much  higher — 10.7  per  1,000  births.  Birth  defects 
were  responsible  for  54  deaths  among  infants.  Low 
birth  weight  babies  were  disproportionately  repre- 
sented in  infant  mortality,  accounting  for  106  deaths. 

Deaths  from  Sudden  Infant  Death  Syndrome  (SIDS) 
were  the  lowest  since  the  Department  of  Health  be- 
gan tracking  the  condition  in  1977.  In  two  years,  the 
number  of  SIDS  deaths  in  Nebraska  dropped  by  over 
50  percent,  from  47  in  1993  to  23  last  year. 

The  number  of  births  increased  for  the  first  time 
since  1990.  A total  of  23,221  babies  were  born  in 
Nebraska,  90  more  than  the  previous  year.  However, 
because  of  a slight  increase  in  the  state's  population, 
the  birth  rate  fell  to  the  lowest  in  the  state's  history  — 
14.4  births  per  100,000  residents. 

The  number  of  out-of-wedlock  births  declined  for 
the  first  time  in  two  decades.  A total  of  5,646  births 
were  recorded  in  Nebraska  among  unmarried  women 
last  year,  85  fewer  than  in  1994.  The  rate  of  out-of- 
wedlock  births  dropped,  from  247.8  per  1 ,000  births  in 
1994  to  243.1  last  year,  but  was  still  higher  than  the 
1 993  rate  of  234. 1 . 

The  percentage  of  babies  born  to  women  age  30 
and  older  increased  to  34.8  percent  from  30.5  percent 
in  1990.  Women  giving  birth  to  their  first  child  rose 
slightly  from  24.2  years  in  1 994  to  24.3  years.  Births  to 
teens  dropped  from  2,551  in  1994  to  2,324  last  year. 

The  numbers  of  twins  and  triplets  born  in  the  state 
increased  sharply.  Last  year,  366  sets  of  twins  and  20 
sets  of  triplets  were  born  in  Nebraska,  compared  to 
274  sets  of  twins  and  1 3 sets  of  triplets  in  1 994. 

NOTE:  See  attached  maps  of  the  state  showing  births 
and  deaths  by  county  and  graphs  of  the  ten  leading 
causes  of  death  for  selected  populations.  (9  total) 


SURGEON  GENERAL'S  REPORT 

The  first  U.S.  Surgeon  General's  report  on  the  sub- 
ject of  physical  activity  concludes  that  physical  inactiv- 
ity poses  a significant  public  health  threat,  resulting  in 
as  many  as  250,000  deaths  per  year  in  the  United 
States.  The  report  recommends  that  everyone  accu- 
mulate at  least  30  minutes  or  more  of  moderate  activ- 
ity most  days  of  the  week. 

Physical  inactivity  is  a serious  health  concern  in 
Nebraska,  as  well  as  the  rest  of  the  nation.  Data  from 
the  1994  Behavioral  Risk  Factor  Survey  indicates  that 
59  percent  of  Nebraskans  lead  a sedentary  lifestyle, 
with  little  or  no  physical  activity.  Only  17  percent 
participate  in  regular  and  sustained  activity. 

It  is  hoped  that  the  Surgeon  General's  report  will 
launch  a new  awareness  among  the  public  that  regular 
physical  activity  is  an  important  contributor  to  a long 
and  healthy  life. 

CHILDHOOD  LEAD  POISONING  GRANT 

The  Department  has  received  a grant  from  the 
Centers  for  Disease  Control  for  the  Nebraska  Child- 
hood Lead  Poisoning  Program.  The  grant  period  is  for 
three  years  for  $300,000  per  year.  During  the  first  year, 
the  Douglas  County  Health  Department  and  the  Lin- 
coln/Lancaster County  Health  Department  will  receive 
the  majority  of  funds  to  determine  high  risk  areas  and 
focus  education  and  screening  in  those  areas.  Years  2 
and  3 will  shift  to  the  western  part  of  the  state  to 
develop  an  infrastructure  for  screening,  environmen- 
tal assessment  and  case  management. 

WATER  ISSUES 

A preliminary  study  of  wells  in  central  and  eastern 
Nebraska  found  that  of  89  private  wells  sampled  near 
42  grain-storage  facilities,  the  groundwater  was  con- 
taminated with  volatile  organic  compounds  in  seven 
of  them.  Of  the  seven,  four  samples  contained  carbon 
tetrachloride  and  four  showed  the  presence  of  other 
chemical  compounds.  All  detections  of  carbontetra- 
chloride  exceeded  the  U.S.  Environmental  Protection 
Agency's  maximum  contaminant  level  of  five  parts  per 
billion. 

Carbon  tetrachloride  was  a fumigant  commonly 
used  in  the  1940s  through  the  '70s  to  kill  insects  in 
grain.  Experiments  on  animals  suggest  that  carbon 
tetrachloride  increases  the  risk  of  liver  cancer.  High 
doses  of  the  chemical  can  damage  the  liver,  kidneys 
and  lungs. 

A bill  passed  by  Congress  has  earmarked  $600,000 
to  test  private  wells  located  near  former  USDA  grain 
bin  sites  in  Kansas  and  Nebraska.  Sites  were  located 
near  280  communities  in  Nebraska.  Public  water  sup- 
pliers are  required  to  test  for  carbon  tetrachloride  as 
part  of  their  routine  testing,  but  owners  of  private  wells 
located  near  those  sites  may  not  be  aware  that  their 
drinking  water  is  contaminated  because  no  testing  is 
required  for  private  wells. 

A report  has  been  completed  on  a study  of  private 
domestic  drinking  water  conducted  in  late  1994,  in 
conjunction  with  the  UNL  Institute  of  Agriculture  and 
Natural  Resources.  The  study  sampled  wells  for  coliform 
bacteria,  nitrates,  and  a complete  EPA  507  pesticide 
scan.  The  findings  show  that  certain  well  types  and 
well  siting  influence  the  occurrence  of  bacteriological 
contamination  in  private  drinking  water  wells.  Nitrates 
and  pesticides  are  a growing  concern  in  parts  of 
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Nebraska  where  shallow  ground  water  and  intensely 
irrigated  corn  combined  to  make  wells  susceptible  to 
these  chemicals.  There  has  been  an  apparent  increase 
in  nitrate  concentrations  in  the  wells  sampled  in  the 
1994-1995  sampling  period  since  a 1985-1989  study. 

IMMUNIZATIONS 

The  Immunization  Data  System  for  data  registry, 
tracking  and  recall  was  developed  and  piloted  initially 
in  Douglas  County.  The  Nebraska  Department  of  Health 
recently  finalized  a contract  with  the  Douglas  County 
Health  Department  to  expand  the  county  immuniza- 
tion database  system  statewide  in  the  public  sector. 
The  Douglas  County  Health  Department  will  coordi- 
nate the  effort  on  behalf  of  the  state.  The  program  will 
be  marketed  under  the  name  Immu-Link.  The  Immuni- 
zation Data  System  uses  J.K.  Inc.'s  ADIOS  software 
and  its  capabilities  have  been  tested  in  both  an  urban 
and  rural  setting.  The  public  immunization  clinics  are 
eager  to  participate  in  the  new  registry,  tracking  and 
recall  system. 

The  immunization  database  software  program  for 
registry,  tracking  and  recall  and  the  Clinic  Assessment 
Software  Application  Program  (CASA)  were  demon- 
strated to  the  Nebraska  Medicaid  Managed  Care  Pro- 
gram. CASA  calculates  the  immunization  level  of  cli- 
ents served  by  immunization  clinics  and  assesses  the 
operating  practices  and  procedures  of  each  clinic. 

The  Vaccines  for  Children  enrollment  has  grown, 
with  210  private  sites  signed  up.  Private  physician  sites 
have  been  receiving  varicella  vaccine  since  mid-July. 

,To  receive  federal  vaccine,  private  physicians  must 
be  enrolled  in  the  Vaccines  for  Children  program.  The 
Nebraska  Department  of  Social  Services  ended  reim- 
bursement of  private  physicians  for  Medicaid  vaccine, 
but  continues  to  pay  the  administration  fee.  The  De- 
partment of  Social  Services  has  used  monies  saved  by 
not  having  to  buy  vaccine  and  increased  the  adminis- 
tration fee  reimbursed  to  physicians  for  giving  that 
vaccine. 

Public  immunization  clinics  are  now  receiving  Hepa- 
titis B vaccine  for  adolescents.  Formerly  restricted  to 
children  born  on  or  after  November  22,  1991,  the 
vaccine  is  now  available  to  one  additional  age  cohort. 
In  Nebraska  this  cohort  is  the  group  currently  entering 
seventh  grade. 

AIDS  TREATMENT  AND  CARE 

The  Ryan  White  Care  Act,  which  provides  funds  for 
HIV-positive  client  services,  was  reauthorized  by  Con- 
gress. A new  funding  formula  was  adopted  that  greatly 
benefits  Nebraska  and  other  low  morbidity  states. 
Based  on  the  new  formula,  Nebraska's  funds  will  in- 
crease from  $221 ,000  to  over  $500,000.  The  funds  can 
be  used  for  drugs,  patient  care  coordination  and  direct 
client  services,  as  well  as  to  cover  insurance  premi- 
ums. 

The  reauthorization  of  the  Ryan  White  Care  Act 
requires  states  to  implement  the  CDC  recommenda- 
tions related  to  counseling  and  testing  of  pregnant 
women  for  HIV.  A draft  policy  statement  has  been 
developed  by  the  Nebraska  Department  of  Health  on 
perinatal  transmission.  It  recommends  that  health  care 
providers  offer  counseling  and  voluntary  testing  for 
HIV  infection  to  all  pregnant  women  in  Nebraska.  The 
draft  will  be  shared  with  professional  organizations  for 
their  input. 


TRAUMA  SYSTEM  DEVELOPMENT  PLAN 

Trauma  causes  more  years  of  life  lost  in  Nebraska 
than  all  diseases  combined.  The  most  cost-effective 
way  to  reduce  accidental  death  and  disability  is  to 
establish  an  integrated  statewide  trauma  system  which 
incorporates  every  provider  and  facility  in  the  state. 
The  Nebraska  Trauma  System  Development  board  has 
compiled  the  recommendations  of  its  subcommittees 
in  a report  on  a comprehensive  trauma  care  plan  for 
Nebraska. 

The  recommendation  of  the  board  is  a regional 
system  governed  by  statewide  standards.  The  regional 
programs  would  identify  their  areas'  needs  and  de- 
velop region-specific  stategies  to  address  those  needs. 
The  board  based  its  proposed  trauma  plan  upon  the 
federal  "Model  Trauma  Care  System"  plan. 

The  report  of  the  board  is  due  to  the  Health  and 
Human  Services  Committee  on  November  1. 

NEW  ABORTION  REPORTING  FORM 

A public  hearing  on  proposed  changes  to  the  abor- 
tion reporting  form  has  been  set  for  September  25.  The 
revisions  should  make  the  data  collected  by  the  report- 
ing form  more  useful  for  public  health  purposes.  New 
questions  include  level  of  education  of  the  mother, 
marital  status,  race  and  ancestry.  The  list  of  reasons 
given  by  the  mother  for  the  abortion  has  been  changed 
and  expanded.  An  explanation  of  why  the  data  is 
important  to  public  health  is  included  on  the  back, 
along  with  instructions  for  filling  out  the  form. 

EMERGENCY  MEDICAL  SERVICES 

The  Emergency  Medical  Services  Program  received 
a $50,000  planning  grant  for  emergency  medical  ser- 
vices for  children  from  the  Department  of  Health  and 
Human  Services'  Maternal  and  Child  Health  Bureau. 
The  grant  will  fund  a survey  of  prehospital  providers, 
hospitals  and  training  agencies.  The  results  of  the 
survey  will  be  presented  to  a newly  formed  Emergency 
Medical  Services  for  Children  Advisory  Committee, 
which  will  assess  the  state's  strengths  and  weaknesses 
and  formulate  a plan  to  improve  pediatric  emergency 
medical  services  in  the  state.  The  EMS  Program  plans 
to  apply  for  a $500,000  implementation  grant  next 
year. 

MIDCOURSE  REVIEW 

The  Nebraska  Year  2000  Health  Coals  and  Objec- 
tives: A Midcourse  Review  is  an  evaluation  by  the 
Department  of  Health  of  the  progress  that  Nebraska  is 
making  toward  achieving  Nebraska  Year  2000  objec- 
tives. Some  of  the  objectives  for  which  progress  has 
been  made  in  the  state  are: 

• The  proportion  of  adult  Nebraskans  who  smoke 
cigarettes  has  declined,  as  has  the  proportion  of 
women  who  smoke  during  pregnancy. 

• The  rate  of  teen  pregnancies  has  decreased. 

• Fewer  infant  deaths  occurred  per  1,000  live 
births. 

• A greater  proportion  of  mothers  received  first 
trimester  prenatal  care. 

• There  are  fewer  deaths  resulting  from  uninten- 
tional injuries  per  100,000  people  in  the  state. 

• More  Nebraskans  reported  "always"  or  "nearly 
always"  using  their  automobile  safety  belts. 
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• The  death  rate  due  to  motor  vehicle  crashes  is 
down,  as  is  the  rate  of  alcohol-related  motor 
vehicle  fatalities. 

• A greater  proportion  of  adult  Nebraskans  report 
getting  their  blood  cholesterol  levels  checked. 

• Rates  of  coronary  heart  disease  deaths  and  deaths 
due  to  stroke  continue  to  decline. 

• The  percentage  of  women  aged  50  and  older 
who  have  received  mammograms  and  clinical 
breast  examinations  in  the  past  two  years  has 
increased  substantially. 

• The  percentage  of  women  aged  18  and  older 
who  have  been  screened  for  cervical  cancer  in 
the  past  two  to  three  years  has  risen. 

However,  movement  away  from  some  Year  2000 
objectives  has  occurred,  including: 

• More  adult  Nebraskans  are  overweight. 

• Low-weight  births  are  up  slightly. 

• Diabetes-related  death  rates  increased,  particu- 
larly among  certain  minority  populations. 

No  progress  is  being  seen  toward  these  Year  2000 
targets: 

• The  cancer  death  rate  remained  about  the  same. 

• The  prevalence  of  smokeless  tobacco  use  among 
young  adult  males  in  the  state  has  not  been 
reduced. 

• The  proportion  of  adults  who  drink  and  drive  has 
remained  steady  since  1987. 

CHILD  DEATH  REVIEW  TEAM 

The  Child  Death  Review  Team  has  completed  its 
review  of  1993  information  on  child  deaths  and  has 
begun  the  task  of  reviewing  1994  and  1995  child 
deaths.  The  team's  first  report  containing  its  recom- 
mendations will  be  released  in  October — Child  Health 
Month. 

The  team  has  concluded  that  one  out  of  three 
deaths  that  occurred  among  children  in  Nebraska  in 
1993  could  have  been  prevented  by  medical,  social, 
legal,  psychological  or  educational  intervention.  Pre- 
ventable deaths  included  infant  deaths  from  prematu- 
rity, birth  defects,  and  Sudden  Infant  Death  Syndrome, 
and  other  deaths  resulting  from  motor  vehicle  crashes 
and  unintentional  injuries. 

The  team  found  that  inadequate  investigation  im- 
pedes efforts  to  prevent  illness,  injury,  and  death  of 
other  children.  While  autopsies  are  a valuable  tool  in 
the  investigation  of  child  deaths,  rural  areas  have  the 
lowest  rate  of  autopsy  and  subsequent  referral  to  the 
County  Attorney  for  further  investigation.  One  of  the 
team's  recommendations  will  be  that  county  attorneys 
and  others  who  function  as  county  coroners  should 
collaborate  more  closely  with  physicians  regarding 
suspicious  child  deaths. 

What  was  learned  from  the  Child  Death  Review 
Team's  first  analysis  will  be  applied  and  refined  in 
future  reviews,  so  that  the  team  continually  improves 
its  ability  to  obtain  and  evaluate  information.  While 
this  first  effort  has  taken  time  to  initiate,  the  protocols 
established  and  the  experience  gained  will  expedite 
future  reviews. 


EVERY  WOMAN  MATTERS  PROGRAM 

A joint  cooperative  effort  of  the  Nebraska  Medical 
Association  and  the  Department  of  Health  resulted  in 
the  production  of  the  March  issue  of  the  Nebraska 
Medical  Journal  devoted  entirely  to  the  subject  of 
breast  cancer.  The  goal  of  this  effort  was  to  help 
physicians  become  more  aware  of  barriers  to  early 
detection  and  of  new  surgical  and  chemotherapeutic 
options. 

The  journal  was  shared  with  almost  4,000  medical 
professionals  in  the  state.  While  only  20  individuals 
took  the  opportunity  to  obtain  continuing  medical 
education  credits  by  taking  the  test  that  was  included 
in  the  issue,  feedback  on  the  issue  in  general  has  been 
very  positive. 

The  Nebraska  Behavioral  Risk  Factor  Survey  reports 
that  the  proportion  of  women  who  have  received  a 
clinical  breast  examination  and  a mammogram  in  the 
past  two  years  has  increased  in  Nebraska.  In  1994, 
among  Nebraska  women  age  50  and  older,  55  percent 
reported  having  these  tests  in  the  past  two  years, 
compared  to  42  percent  in  1990. 

The  Department's  Every  Woman  Matters  Program 
offers  free  or  low-cost  breast  and  cervical  cancer 
screening  exams  for  Nebraska  women  earning  up  to  a 
moderate  income.  For  example,  a woman  in  a family 
of  two  can  earn  up  to  $23,31 0 and  a woman  in  a family 
of  four  can  earn  up  to  $35,100  and  be  eligible  for  the 
low-cost  exams,  which  are  $5  each  year. 

The  program  began  screening  in  September  1992. 
As  of  August  5,  19,735  women  have  enrolled  in  the 
program  and  450  physicians'  offices,  mammography 
units,  hospitals,  clinics  and  laboratories  have  joined 
the  program.  The  program  offers  Pap  tests,  pelvic 
exams,  clinical  breast  exams,  screening  and  diagnostic 
mammography,  fine  needle  or  cyst  aspirations, 
colposcopies  and  colposcopy-directed  biopsies. 

As  of  August  5 of  this  year,  8,872  mammograms 
and  16,035  Pap  tests  have  been  performed.  As  a 
result,  13  breast  cancers  in-situ  and  33  invasive  breast 
cancers  were  detected,  as  well  as  1 39  cervical  cancers 
in-situ  and  5 invasive  cervical  cancers. 

Every  Woman  Matters  is  funded  through  a grant 
from  the  Centers  for  Disease  Control  and  Prevention. 
For  more  information  on  the  program,  please  call 
Debra  Tomlinson  Hoffman,  program  administrator, 
(402)  471-0929. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 
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BIRTHS  BY  COUNTY  OF  RESIDENCE 
NEBRASKA,  1995 


STATE  TOTAL  = 23,221 


DEATHS  BY  COUNTY  OF  RESIDENCE 
NEBRASKA,  1995 


STATE  TOTAL  = 15,216 

SOURCE:  NEBRASKA  DEPARTMENT  OF  HEALTH 


December  1996  Nebraska  Medical  Journal  467 


TEN  LEADING  CAUSES  OF  DEATH 
NEBRASKA,  1995 


Heart  Disease 


Cancer 


C erebro  t ascular 


Pneumonia 


Accidents 


Chronic  Lung  Disease 


Diabetes  MeJiitus 


Atherosclerosis 


Alzheimer's  Disease 


Suidde 


5093 


Number  of  Deaths 


r* 


LEADING  CAUSES 

BY  SELECTED' AGE  GROUPS  AND  SEX 
NEBRASKA,  1995 


Accidents 


ITomidde 


Cancer 


Accidents 


Birth  Defects 


Cancer 


Homicide 


Number  of  Deaths 


EIGHT  LEADING  CAUSES  BY  SEX 
NEBRASKA,  1995 


LEADING  CAUSES 

BY  SELECTED  AGE  GROUPS  AND  SEX 
NEBRASKA,  1995 


Accidents 

Suicide 

Homicide 

Cancer 

AIDS 


Accidents 


Cancer 


Homicide 


Suicide 


Females,  15-29 


Males,  15-29 


) Ieart  Disease 


Number  of  Deaths 


SOURCE:  NEBRASKA  DEPARTMENT  OF  HEALTH 


468  Nebraska  Medical  Journal  December  1996 


LEADING  CAUSES 

BY  SELECTED  AGE  GROUPS  AND  SEX 
NEBRASKA,  1995 


LEADING  CAUSES 

BY  SELECTED  AGE  GROUPS  AND  SEX 
NEBRASKA,  1995 


Number  of  Deaths 


Accidents 
Cancer 
Heart  Disease 
Suicide 
AIDS 
Homicide 
Cirrhosis 

Cancer 
Accidents 
Heart  Disease 
Cerebrovascular 
Suicide 
Homicide 


Number  of  Deaths 


Fleart  Disease 
Cancer 
Accidents 
Cerebrovascular 
Suicide 
Cin-hosis 
Diabetes  Meilitus 


Cancer 
Heart  Disease 
Accidents 
Diabetes  Meilitus 
Cerebrovascular 
Chronic  Lung  Disease 
Pneumonia 


LEADING  CAUSES 

BY  SELECTED  AGE  GROUPS  AND  SEX 
NEBRASKA,  1995 


SOURCE:  NEBRASKA  DEPARTMENT  OF  HEALTH 


Number  of  Deaths 


Heart  Disease 
Cancer 
Cerebrovascular 
Chronic  Lung  Disease 
Pneumonia 
Accidents 
Diabetes  Meilitus 
Nephri  lis /Nephrosis 
Atherosclerosis 


December  1996 


Nebraska  Medical  Journal  469 


REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  Fall  Session  of  the  Board 
of  Councilors  and  the  House  of  Delegates  on  Septem- 
ber 27,  1996.  This  report  will  emphasize  information 
concerning  the  Medicaid  program,  including  Medic- 
aid managed  care,  and  the  Nebraska  Partnership  project 
for  reorganizing  state  government  health  and  human 
services. 

- NEBRASKA  HEALTH  CONNECTION 

(MEDICAID  MANAGED  CARE) 

Enrollment  for  Medicaid  Managed  Care,  effective 
September  1,  1996  shows  the  following  numbers  of 
person  in  Douglas,  Sarpy,  and  Lancaster  counties  en- 
rolled in  the  medical-surgical  managed  care  plans: 

Primary  Care+ (BC/BS)  = 17,501 

Share  Advantage  (United  Healthcare)  = 12,386 

The  Wellness  Option  (Mutual  of  Omaha)  = 8,508 

Statewide  the  following  numbers  of  persons  are 
enrolled  in  the  mental  health  substance  abuse  services 
managed  care  plan: 

FHC,  Options,  Inc.  =98,312 

Upcoming  Activities  in  Medicaid  Managed  Care  for 
the  next  6 months  include  increased  efforts  regarding 
education  and  outreach  for  the  Managed  Care  client. 
This  is  being  done  primarily  in  response  to  concerns 
voiced  by  providers,  clients,  and  advocacy  groups 
who  indicated  that  the  Managed  Care  client  is  still 
unsure  as  to  how  to  access  care  and  other  services 
within  the  program.  Such  education  and  outreach 
efforts  are  currently  proposed  to  include  public  ser- 
vice announcements  and  additional  individualized 
education. 

The  Department  recently  received  its  external  re- 
view of  the  first  full  year  with  FHC  Options,  Inc.  This 
report  indicates  a shaky  start  up  but  goes  on  to  note 
that  current  performance  in  most  areas  are  at  or  in 
excess  of  industry  standards. 

The  Department  has  also  received  preliminary  re- 
sults from  a draft  survey  of  currently  enrolled  disabled 
clients.  The  survey  focused  on  the  level  of  the  clients' 
satisfaction  with  the  program.  Overall,  general  satis- 
faction was  noted  with  the  managed  care  program. 
The  survey  also  reinforced  the  need  for  additional 
education  and  outreach  for  all  populations. 

Copies  of  the  Options  report  and  the  client  survey 
(when  it  becomes  available)  can  be  obtained  through 
the  Department  of  Social  Services,  Medicaid  Managed 
Care  Unit. 

The  monthly  Physician/Office  Manager  Advisory 
Group  meetings  has  provided  invaluable  information 
to  the  Department  to  make  needed  adjustments  in  the 
Medicaid  Managed  Care  Program.  The  Department 
appreciates  the  work  of  the  physicians  and  their  staff 
who  have  attended  these  meetings  and  the  support  of 
the  Lancaster  County  Medical  Society  and  the  Omaha 
Metropolitan  Medical  Society  who  co-sponsored  these 
meetings. 

GENERAL  MEDICAID  ENROLLMENT  AND  BUDGET 

The  Medicaid  budget  for  Fiscal  Year  97  (FY97)  is 


divided  into  separate  appropriations.  The  legislature 
has  appropriated  approximately  $231  million  for  nurs- 
ing home  and  home  health  services  (including  per- 
sonal care  aid  services)  and  approximately  $502  mil- 
lion for  all  other  Medicaid  services.  Current  projec- 
tions indicate  that  the  Department  will  be  within  bud- 
get this  fiscal  year.  (Please  see  the  attached  graph 
showing  payments  for  services  over  the  past  29  years.) 

Within  the  Nebraska  Partnership  process,  the  five 
state  agencies  are  jointly  planning  a proposed  budget 
for  the  next  biennium  to  be  presented  September  15, 
1996  to  the  Governor  and  the  Legislature. 

The  number  of  persons  eligible  for  Medicaid  in 
Nebraska  continues  to  increase.  The  month  of  July 
showed  144,305  eligible  persons.  (Please  see  the  at- 
tached graph  showing  eligibles  for  the  past  4+  years.) 

NEW  MEDICAID  IDENTIFICATION  CARDS 

Medicaid  eligibility  documents  have  changed  as  of 
June  1,  1996.  There  are  now  three  different  Medicaid 
cards  to  inform  and  assist  practitioners  with  needed 
information  about  their  Medicaid  patients. 

1.  The  Traditional  Medicaid  Card  has  a new  look; 
the  eligibility  information  is  at  the  bottom  of  an 
&V2'  by  1 1"  sheet  of  paper. 

2.  A new  N-Focus  Medicaid  Card  began  to  appear 
in  June  and  corresponds  to  the  implementation 
of  a new  eligibility  computer  system  which  will 
be  phased  in  over  the  next  18  to  24  months.  All 
persons  eligible  for  the  traditional  Medicaid  fee- 
for-service  system  will  be  converted  to  this  new 
system  and  will  receive  the  new  N-Focus  Medic- 
aid Card. 

3.  Finally,  a new  Nebraska  Health  Connection 
(NHC)  Document  is  being  sent  to  all  persons 
residing  in  Douglas,  Sarpy,  and  Lancaster  Coun- 
ties AND  participating  in  the  Medicaid  managed 
care  program.  (Persons  enrolled  only  with  FHC 
Options,  Inc.,  the  mental  health/substance  abuse 
managed  care  vendor,  receive  either  a tradi- 
tional or  new  N-Focus  Medicaid  card.) 

A provider  bulletin  was  sent  to  all  practitioners  in 
May,  1996;  this  gives  examples  of  each  of  the  three 
Medicaid  cards.  Additional  copies  of  this  bulletin  will 
be  available  at  the  fall  NMA  meeting  or  may  be 
obtained  by  writing  or  calling  Shelley  Briggs,  R.N., 
NDSS  Medical  Services  Division  at  402-471-9342. 

REMINDER:  For  additional  verification  of  eligibility, 
you  may  call  the  Nebraska  Medicaid  Eligibility  System 
(NMES)  line.  Outside  of  the  Lincoln  area  - 1-800-642- 
6092;  Lincoln  471-9580. 

HEALTH  CHECK  (EPSDT)  CLAIM  FORM  CHANGE 

The  current  MC-5  claim  form  for  Health  Check 
services  will  be  phased  out,  and  practitioners  will  be 
asked  to  use  the  common  HCFA-1500  claim  form 
when  billing  for  EPSDT  services.  Computer  testing  is 
nearing  completion  on  this  required  change  in  billing. 
Physicians  will  be  notified  when  to  start  using  certain 
CPT  procedure  codes  (preventive  medicine  codes) 
with  2-digit  alpha  modifiers  on  the  HCFA-1500 

1.  to  report  and  claim  a health  supervision  visit; 

2.  to  denote  whether  a child  needs  follow-up 
care;  and 

3.  to  note  what  type  of  provider  is  indicated  for 
the  follow-up  care. 
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AN  EXAMPLE  OF  A HEALTH  CHECK  PROCEDURE 
CODE  AND  MODIFIER  USED  ON  A HCFA-1500: 

99393-XD  describes  the  provision  of  a periodic 
preventive  medicine  re-evaluation  and 
managed  service  of  a child  who  needs 
follow-up  with  a dentist. 

The  CPT  procedure  code  ranges  to  be  used  are 
99381-99385  and  99391-99395.  The  required  referral 
modifiers  are  XA-XE,  XE,  XI,  XO,  XS,  XT,  XX,  OP,  SD,  SE, 
SI,  and  SO. 

PLEASE  WATCH  FOR  A PROVIDER  BULLETIN 
WHICH  WILL  BE  SENTTO  ALL  MEDICAID  ENROLLED 
PRIMARY  CARE  PHYSICIANS  IN  ADVANCE  OF  THE 
CHANCE  ONCE  THE  COMPUTER  TESTING  IS  COM- 
PLETE. 

The  payment  rates  will  be  based  on  the  current 
payment  rates  for  HEALTH  CHECK  exams  reported 
and  billed  on  the  MC-5  form  currently  using  procedure 
codes  100014  and  100015.  A transition  period  is 
planned  for  physician  offices  to  change  from  using  the 
MC-5  form  to  the  HCFA-1 500.  For  questions  regarding 
this  upcoming  change,  contact  Sandi  Kahlandt,  NDSS, 
Medical  Services  Division  at  402-471-9366. 

MENTAL  HEALTH  AND  SUBSTANCE  ABUSE 
(MHSA)  TREATMENT  SERVICES 

The  MHSA  Unit  of  the  Medical  Services  Division  is 
proposing  some  changes  to  the  policy  covering  men- 
tal health  and  substance  abuse  services.  These  changes 
were  made  at  the  recommendation  of  the  Governor's 
Leadership  Commission  on  Children's  Mental  Health. 
The  proposed  changes  include: 

More  specific  wording  about  the  inclusion  of 
families  in  assessment,  treatment  planning,  and 
treatment. 

Changing  the  definition  of  Medical  Necessity  to 
biopsychosocial  necessity. 

Making  the  policy  for  supervision  less  quantita- 
tive and  more  qualitative. 

Specifically  list  what  is  included  in  rates  and  per 
diems. 

Change  the  title  of  MHSA  Home  Health  & Per- 
sonal Care  Aides  to  Community  Treatment  Aides 
I & II. 

Define  guidelines  on  the  development  of  treat- 
ment plans  for  outpatient  services. 

Add  the  Pre-Treatment  Assessment  to  the  chap- 
ter covering  services  for  adults. 

Clarify  information  on  Therapeutic  Leave  Days. 
Replace  the  description  of  Intensive  Family  Pres- 
ervation Services  with  Intensive  Outpatient  Ser- 
vices. 

Allow  for  a consumer  or  family  member  of  the 
Inspection  of  Care  Team. 

Delete  some  information  in  the  description  of 
family  therapy. 

It  is  not  expected  that  these  proposed  changes  will 
have  a fiscal  impact,  but  that  the  changes  will  make  it 
easier  for  professionals  to  provide  services  to  the 
clients  that  need  MHSA  services.  A hearing  date  has 
not  been  set,  but  the  Department's  goal  is  to  have  a 
public  hearing  in  the  fall  and  implement  the  change  as 
soon  as  possible. 


If  you  have  any  questions  about  these  proposed 
changes  or  would  like  additional  information  about 
the  provision  of  MHSA  services  through  the  Nebraska 
Medical  Assistance  Program,  please  contact  Anne 
Harvey  at  (402)  471-9357  or  via  e-mail  at 
dssOI  58@vmhost.cdp.ne.us. 

BILLING  PHYSICIANS'  SERVICES  IN  NURSING  HOMES 

Nebraska  Medicaid,  in  keeping  with  Medicare 
policy,  has  changed  the  coding  requirements  for  bill- 
ing for  physician  services  in  nursing  homes. 

CPT  codes  99301-99303:  Comprehensive  Nursing 
Facility  Assessments  (New  or  Established  Patient) 
should  continue  to  be  used  for  all  physician  evaluation 
and  management  services  in  conjunction  with  the 
nursing  home  admission. 

CPT  codes  99931 1-99313:  Effective  for  the  date  of 
services  September  1,  1996,  the  Nebraska  Add  Code 
199086  will  no  longer  be  allowed  for  the  required  30/ 
60  day  visits.  These  30/60  day  visits  should  be  coded 
with  the  CPT  codes  9931 1-99313:  "Subsequent  Nurs- 
ing Facility  Care  (New  or  Established  Patient)".  These 
CPT  codes  are  also  used  to  bill  sick  visits. 

Comprehensive  Nursing  Facility  Assessments 
(99301-99303)  and  Subsequent  Nursing  Facility  Care 
99311-99313)  are  covered  by  Medicare  and  Medic- 
aid. 

If  a patient  is  Medicare/Medicaid  eligible,  the 
physician  should  submit  charges  to  the  Medi- 
care intermediary  per  Medicare  instructions. 
Following  Medicare's  review  and  reimbursement, 
Nebraska  Medicaid  will  automatically  pay  co- 
insurance  and  deductibles. 

If  a patient  is  Medicaid  only  eligible,  the  physi- 
cian should  submit  changes  directly  to  Nebraska 
Medicaid  per  Medicaid  instructions.  Medicaid 
reimburses  according  to  the  current  Medicaid 
fee  schedule  allowable  amounts. 

Nebraska  Add  Code  199083  for  the  Medicaid  re- 
quired annual  nursing  home  physical  should  continue 
to  be  used  when  billing  this  service  to  Medicaid. 

Nebraska  Add  Code  199085  for  the  Medicaid  re- 
quired annual  review  of  the  plan  of  care  in  ICF/MR 
facilities  should  also  continue  to  be  used  when  billing 
this  service  to  Medicaid. 

A Provider  Bulletin  was  sent  in  August,  1996.  Addi- 
tional copies  of  this  bulletin  will  be  available  at  the  fall 
meeting  or  may  be  obtained  by  writing  or  calling  Reta 
Studnicka,  NDSS,  Medical  Services  Division  at  402- 
471-9116. 

HOSPITAL  ADMISSION 
PRECERTIFICATION  REQUIREMENTS 

Hospital  services  for  Medicaid  eligible  clients  par- 
ticipating in  Nebraska  Medicaid's  managed  care  plan 
must  be  approved  by  the  client's  managed  care  plan. 

Hospital  inpatient  services  provided  to  Medicaid 
eligible  clients  not  participating  in  Nebraska  Medicaid's 
managed  care  plan  by  facilities  reimbursed  on  a pro- 
spective discharge  basis  (DRG)  do  not  require 
precertification  prior  to  admission.  All  metro  area  hos- 
pitals, rural  referral  centers,  and  hospitals  with  more 
than  30  Medicaid  admissions  in  1991  are  reimbursed 
by  DRG.  Retrospective  review  of  the  medical  records 
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is  conducted  on  a random  sample  of  discharges.  The 
retrospective  review  includes: 

1.  validation  of  DRG  coding; 

2.  determination  of  the  medical  necessity  of  the 
admission  and/or  procedures; 

3.  review  for  quality  of  care,  and 

4.  determination  of  medical  stability  of  the  patient 
at  discharge. 

Hospitals  are  required  to  submit  the  entire  medical 
record  to  the  Department's  contracted  peer  review 
organization  (the  Sunderbruch  Corporation-Nebraska) 
within  30  days  of  the  request  for  retrospective  review. 
A technical  denial  for  the  entire  stay  is  issued  for 
records  not  received  within  30  days. 

Hospital  inpatient  services  provided  to  Medicaid 
eligible  clients  not  participating  in  Medicaid's  man- 
aged care  plan  by  facilities  reimbursed  by  a prospec- 
tive per  diem  must  be  certified  prior  to  admission  by 
the  Department's  contracted  peer  review  organization 
(the  Sunderbruch  Corporation-Nebraska).  All  admis- 
sions for  psychiatric  care,  acute  rehabilitation,  and 
acute  care  admissions  to  hospitals  in  the  Department's 
Peer  Group  4 (facilities  with  30  or  less  admissions  in 
1991),  must  be  certified  prior  to  or  at  the  time  of 
admission.  Requests  for  preadmission  certification  may 
be  made  within  seven  days  prior  to  admissions  by 
calling  1-800-422-4812  or  402-474-7471  (Lincoln). 
Preadmission  certification  includes: 

1.  medical  necessity  of  the  admission; 

2.  appropriateness  of  the  service,  and 

3.  level  of  care 

The  precertification/validation  number  issued  to 
the  provider  by  the  Sunderbruch  Corporation  must  be 
on  the  claim  when  it  is  submitted  for  payment. 

Questions  regarding  hospital  services  and/or  hospi- 
tal payment  methodology  may  be  directed  to  Deborah 
Scherer  at  402-471-9380. 

PRIOR  AUTHORIZATION  FOR  SELECTED 
SURGICAL  PROCEDURES 

NON-MEDICAID  MANAGED  CARE:  For  Medicaid 
eligible  persons  not  participating  in  the  medical-surgi- 
cal managed  care  program,  the  following  applies  for 
prior  authorization  for  certain  surgical  procedures. 

Nebraska  Medicaid  regulations  require  that  proce- 
dures which  fall  within  the  definitions  of  either  a 
cosmetic  or  reconstructive  procedure  must  be  re- 
viewed for  medical  necessity  and  prior  authorized  by 
Medical  Services  for  reimbursement  when  the  patient 
is  Medicaid  eligible.  Procedures  which  are  excepted 
from  the  prior  authorization  process  include  post 
mastectomy  breast  reconstruction  procedures  and 
surgical  correction  procedures  for  cleft  lip  and  palate 
for  children  under  five  years  of  age.  At  this  time,  all 
other  congenital  conditions  requiring  any  type  of  sur- 
gical correction  or  laser  treatment  require  prior  autho- 
rization. In  addition,  any  other  type  of  interventions  for 
conditions  which  may  be  considered  cosmetic  but  are 
medically  necessary  to  treat  a medical  condition  also 
require  prior  authorization  (example:  scar  revisions 
and  treatment  for  keloidal  formations,  vein  stripping, 
pulse  dye,  and  candela  laser  therapy). 

To  assure  prompt  review  of  your  request  and  to 
preserve  confidentiality  for  the  client,  please  follow 


these  guidelines  when  submitting  your  requests: 

Prior  Authorization  Request: 

Include  the  patient's  name,  birth  date,  and  Ne- 
braska Medicaid  ID  number  with  the  request.  Provide 
specific  and  definitive  medical  history  including  pho- 
tos when  applicable  to  the  request.  Address  the  prior 
authorization  request  as  follows: 

Nebraska  Department  of  Social  Services 
ATTN:  NDSS  MEDICAL  SERVICES  - SURGICAL 
PRIOR  AUTHORIZATION  REVIEW 
P.O.  Box  95026 
Lincoln,  NE  68509-5026 

Urgent  requests  may  be  FAXed  to  402-471-9092. 
Photos: 

Label  with  the  patient's  name  and  date. 

Always  enclose  photos  in  a separate  sealed  enve- 
lope or  cardboard  holder  when  submitted  with  a re- 
quest. 

All  photos  will  be  returned  at  the  completion  of  the 
review. 

Reimbursement: 

One  authorization  letter  will  be  issued  for  approv- 
als. The  provider  receiving  the  approval  letter  should 
forward  a copy  to  all  other  providers  who  will  be 
associated  with  providing  the  service  with  the  excep- 
tion of  laboratory  services  (example:  surgical  assis- 
tants, anesthesia,  hospital,  ambulatory  surgery  center, 
etc.) 

Submit  claims  according  to  applicable  claim  filing 
instructions  (HCFA  1500  or  UB92)  and  attach  a copy 
of  prior  authorization  to  the  claim. 

MEDICAID  MANAGED  CARE:  When  a patient  is 
enrolled  in  a Nebraska  Medicaid  Managed  Care  Pro- 
gram, the  prior  authorization  review  is  conducted  by 
the  managed  care  plan.  Requests  should  be  forwarded 
to  the  managed  care  plan  according  to  the  guidelines 
of  the  plan. 

Please  contact  the  plan  the  client  participates  with 
for  prior  authorization  and  billing  instructions.  Ques- 
tions regarding  the  prior  authorization  process  for 
surgical  procedures  may  be  directed  to  Medical  Ser- 
vices staff  at  402-471-91 47. 

NEW  PHARMACY  PROGRAM  CONSULTANT 
Gary  Cheloha,  RP,  MBA  has  been  hired  by  the 
Department  as  the  new  pharmacy  consultant.  Mr. 
Cheloha  is  a registered  pharmacist  and  has  been  prac- 
ticing as  a hospital  pharmacist  since  1 972.  He  has  also 
had  13  years  of  previous  experience  with  the  Depart- 
ment as  a staff  pharmacist  and  as  an  administrator.  Mr. 
Cheloha  will  administer  the  Medicaid  pharmacy  pro- 
gram, including  providing  oversight  for  the  First  Health 
contract  for  management  of  the  pharmacy  program. 
Mr.  Cheloha  can  be  reached  at  402-471-9379  for 
questions  regarding  the  Medicaid  pharmacy  program. 

NEBRASKA  LONG  TERM  CARE 
MANAGED  CARE  PROJECT 
The  Nebraska  Long  Term  Care  Managed  Care 
Project  has  been  established  to  define  a system  of 
long-term  services  for  persons  sixty-five  years  of  age 
and  older  and  adults  with  physical  disabilities. 

Bob  Seiffert  is  in  charge  of  the  project.  An  oversight 
committee  has  also  been  set  up  to  oversee  the  project. 
Members  on  this  committee  include  persons  from  the 
Departments  of  Social  Services,  Aging,  Health,  and 
Public  Institutions. 
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Seven  work  teams  have  been  established  to  study 
various  aspects  of  long  term  care:  Medicaid  Estate 
Planning;  Quality  Assessment;  Case  Management:  LTC 
Insurance;  Assessments;  Title  XIX  Nursing  Facility  pay- 
ment plan;  and  System  Development.  Members  of 
each  of  these  teams  include  representatives  from  gov- 
ernment, constituency  groups,  and  provider  organiza- 
tions. The  NMA  has  a physician  representative  on  each 
of  these  seven  work  teams.  The  teams  have  been 
meeting  for  approximately  two  months  and  are  the 
backbone  of  the  project  as  they  form  their  conclusions 
and  recommendations  for  presentation  to  the  over- 
sight committee.  These  teams  will  conclude  their  work 
by  late  1 996. 

The  oversight  committee  will  then  summarize  the 
work  done  with  a report  to  the  Governor  and  Legisla- 
ture by  March,  1997,  with  their  recommendations  for 
the  future  of  long-term  care  in  Nebraska. 

NEBRASKA  PARTNERSHIP 

Nebraska  is  making  good  on  its  promise  to  partner 
with  community  members  in  the  ongoing  initiative 
called  the  Nebraska  Partnership  for  Health  and  Hu- 
man Services.  This  project  is  the  result  of  LB  1044, 
passed  in  April,  1996.  This  bill  integrates  five  current 
state  agencies  (Aging,  Health,  Social  Services,  Public 
Institutions,  and  the  Office  of  Juvenile  Services)  into  a 
unified  Health  and  Human  Services  system  beginning 
January  1 , 1997.  That  system  will  be  made  up  of  three 
new  agencies,  based  on  functional  areas  of  service:  1 . 
Services,  2.  Regulation  and  Licensure;  and  3.  Finance 
and  Support. 

Reorganizing  an  entire  system,  especially  one  that 
employs  more  than  half  of  all  state  employees  (outside 
the  University  system),  is  a complex  process.  To  pro- 
vide board  based  input,  the  Partnership  has  sponsored 
opportunities  across  the  state  where  health  and  hu- 
man services  providers,  consumers  and  staff,  commu- 
nity leaders,  and  human  services  advocates  have  pre- 
sented their  suggestions  and  comments. 

The  Nebraska  Partnership  redesign  activity  has  in- 
cluded the  following  activities: 

• More  than  600  non-state  employed  Nebraskans 
have  provided  suggestions  through  video  con- 
ference and  community  forums  since  mid-June. 

• Some  50  people,  including  state  employees  and 
community  members,  are  organized  into  three 
Redesign  Steering  Committees,  one  for  each  of 
the  three  new  agencies.  The  Redesign  Steering 
Committees  guide  the  redesign  process. 

• Another  120  Nebraskans  are  participating 
through  already-existing  community  groups  in 
three  communities,  serving  as  "learning  labora- 
tories" and  role  modeling  for  how  communities 
can  collaborate  with  the  Nebraska  Partnership 
in  the  future.  These  are  located  in  Omaha,  the 
Panhandle,  and  Dakota  County. 

• Minority  Nebraskans  account  for  20%  of  the 
overall  Partnership  team  members. 

• More  than  300  state  employees  and  community 
members  are  participating  on  more  than  20 
work  teams  to  do  the  redesign  work  that  is 
necessary  in  order  to  provide  more  effective  and 
efficient  services  to  Nebraskans  who  need  them. 

• More  than  640  state  employees  have  partici- 
pated in  Employee  Forums  held  in  Scottsbluff, 
North  Platte,  Norfolk,  Hastings,  Omaha,  Kearney, 
and  Lincoln. 


• Nebraska  Medical  Association  physicians  have 
been  invited  to  many  of  the  work  groups. 

The  current  system  was  not  created  in  a unified 
manner  and  that  has  led  to  many  barriers  between 
agencies.  By  bringing  community  members  and  state 
agency  employees  together  to  work  on  the  redesign 
process,  the  barriers  are  already  beginning  to  come 
down.  Nebraskans  will  know  that  this  is  a success 
when  the  new  system  provides  better  services;  is 
simple  and  efficient;  is  based  on  common  sense;  real- 
izes cost  savings;  and  is  accountable  to  Nebraskans. 

If  you  want  more  information  about  the  Nebraska 
Partnership  for  Health  and  Human  Services,  you  may 
try  any  one  of  the  following: 

Call  the  partnership  at  402-471-6035  in  Lincoln 
or  1-800-254-4204  in  Nebraska. 

Leave  an  E-Mail  message: 
govinfo@vmhost.cdp.state.ne.us 
Visit  the  Web  Site  at: 
http://www.nol.org/home/NPP/index.htm 

DEPARTMENT  OF  SOCIAL  SERVICES 
(DSS)  WEB  PAGE 

In  conjunction  with  other  Partnership  activities,  the 
Department  is  in  the  process  of  developing  a DSS  Web 
Page.  DSS  plans  to  have  the  Web  Page  finalized  by 
October  31.  By  December  1,  the  Partnership  web 
pages  will  be  merged.  It  is  anticipated  that  the  Web 
Page  will  have  information  like: 

• Notices  of  public  hearings  and  meetings,  train- 
ing and  technical  assistance  offerings,  confer- 
ences and  events 

• Reports,  evaluations,  progress  notes 

• Statistical  reports 

• Order  and  request  forms 

• Training  and  technical  assistance  for  providers 

The  Web  Page  will  have  a "section"  on  Medicaid 
and  Managed  Care.  Some  possibilities  that  are  to  be 
considered  for  inclusion  in  the  Medicaid  and  Man- 
aged Care  section  are: 

Information  on  Medicaid  Managed  Care  for  DSS 
client  customers  such  as: 

What  is  Managed  Care? 

How  do  I use  the  Nebraska  Health  Connection? 
How  can  I get  answers  to  questions  about  the 
Nebraska  Health  Connection? 

Information  on  Fee  for  Service  Medicaid  and/or 
Medicaid  Managed  Care  for  DSS  provider  customers 
such  as: 

Where  can  I find  the  text  of  a recent  DSS  mailing/ 
provider  bulletin? 

How  can  I contact  the  contracted  plans? 

What  special  promotions  are  the  plans  conducting 
to  attract  patients? 

Since  the  Web  Page  is  in  the  developmental  stage, 
DSS  welcomes  any  ideas,  information,  examples, 
etc.  you  might  have  for  this  project.  Please  contact 
Nancy  Staley  at  (402)  471-9171  or  e-mail  at 
dssOI  87@vmhost.cdp. state. ne. us  or  Kristin  Williams 
at  (402)  471-9601  or  e-mail  at  dss081 4@vmhost.- 
cdp. state. ne. us. 

Respectfully  Submitted, 

Donald  S.  Leuenberger,  Director 
Nebraska  Department  of  Social  Services 
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MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  27, 
1996,  at  the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  John  C.  Sage,  Dale 
E.  Michels,  Keith  Shuey,  Tod  Voss,  Duane  W.  Krause, 
Roger  H.  Meyer,  Judith  A.  Butler,  Joel  F.  Hutchins, 
Cordon  D.  Bainbridge,  James  N.  Shreck,  Milton  R. 
Johnson,  Chris  C.  Caudill,  Allen  D.  Dvorak,  David  L. 
Bacon,  David  R.  Little  and  Patrick  E.  Brookhouser.  Mr. 
Jim  Schleck,  Nebraska's  Field  Representative  from  the 
American  Medical  Association  was  also  present. 

The  meeting  was  called  to  order  by  the  Chairman, 
Gordon  D.  Bainbridge,  M.D.  Doctor  Bainbridge  wel- 
comed the  new  Councilors  to  the  Board. 

Doctor  Bainbridge  called  for  approval  of  the  min- 
utes of  the  Annual  Session  as  printed  in  the  July  issue 
of  the  Nebraska  Medical  Journal.  The  minutes  were 
approved  as  written  by  motion  made,  seconded  and 
passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  Doctor  Bainbridge 
noted  the  major  issue  contained  in  the  reports  and 
resolutions  was  the  projected  budget  deficit  for  1 997. 
He  stated  there  has  been  a groundswell  of  support  for 
not  increasing  NMA  dues,  to  reallocate  funds,  and  to 
increase  nondues  income.  Doctor  Bainbridge  noted 
there  has  been  discussion  of  no  longer  publishing  the 
Nebraska  Medical  Journal  which  would  save  approxi- 
mately $35,000  annually. 

Doctor  Dvorak  reported  on  the  activities  of  the 
Nebraska  Partnership  Project  and  noted  there  are  a 
number  of  NMA  members  participating  on  the  work 
teams.  He  stated  an  issue  of  major  concern  at  this 
point  is  the  concept  of  one-stop  credentialing  and  that 
if  this  type  of  credentialing  is  utilized  it  could  oossibly 
circumvent  the  407  review  process.  Doctor  Dvorak 
stated  this  will  be  discussed  further  at  the  reference 
committee  and  that  the  NMA  plans  to  meet  with  Don 
Leuenberger  from  the  Department  of  Social  Services, 
who  also  represents  the  Partnership  Project,  to  further 
review  the  matter.  Mr.  Leuenberger  will  also  attend 
the  reference  committee  meeting  to  address  ques- 
tions. Doctor  Dvorak  stated  a proposed  budget  will 
probably  be  available  by  mid  December  for  the  Project. 
Doctor  Dvorak  stated  he  would  be  happy  to  answer 
any  questions  members  might  have. 

The  requests  for  Life  Membership  and  1997  50- 
Year  Practitioners  were  reviewed  and  approved  by 
motion  made,  seconded  and  passed. 

The  Councilors  reviewed  the  reports  of  various 
commissions  and  committees.  Doctor  Bainbridge  drew 
attention  to  various  matters  including  the  possible 
increase  in  the  cap  of  the  excess  liability  fund,  member 
benefits,  and  the  new  NMA  website.  He  reviewed  the 
resolutions  contained  in  the  handbook.  The  group 
discussed  the  importance  of  gleaning  information  from 
the  Department  of  Insurance  relative  to  patient  satis- 
faction. Doctor  Caudill  stated  the  Ad-Hoc  Committee 
on  Patient  Advocacy,  under  the  direction  of  Doctor 
Robert  Shapiro,  is  reviewing  the  possibility  of  a report 
card  and  estimates  the  first  year  cost  to  be  approxi- 
mately $25,000.  Comment  was  made  that  since  this 
matter  is  of  great  public  interest,  there  may  be  the 
possibility  that  grant  funding  could  be  obtained  to 
fiscally  support  the  project. 

Doctor  Bacon  noted  that  Senator  Wesely's  Health 
and  Human  Services  Committee  has,  in  the  past,  com- 


mented on  obtaining  data  on  insurance  companies  for 
this  purpose.  Doctor  Caudill  warned  that  if  data  is 
obtained  on  the  insurance  industry,  there  might  be 
interest  in  collecting  physician  data  as  well. 

The  Councilors  then  went  into  Executive  Session. 

The  councilors  then  discussed  how  to  approach 
physicians  who  are  not  NMA  members  about  joining. 
Suggestion  was  made  to  hold  a county  medical  society 
meeting  in  conjunction  with  hospital  staff  meetings 
and  to  involve  the  NMA  officers  and  staff.  It  was  noted 
these  efforts  will  be  important  to  strengthen  member- 
ship in  that  many  non  members  are  not  opposed  to  the 
NMA,  but  ambivalent  as  to  its  impact  on  their  prac- 
tices. It  was  noted  it  is  especially  important  to  open 
lines  of  communications  with  physicians  regarding 
managed  care,  legislative  issues  and  credentialing  pro- 
grams. 

Doctor  Bacon  stated  credentialing  will  be  a big 
topic  for  the  Greater  Nebraska  Caucus  and  noted  his 
concern  about  the  AMA's  AMAP  credentialing  pro- 
gram. Doctor  Bacon  stated  it  was  his  opinion  that 
physicians  need  to  discuss  these  issues,  and  one  way 
to  approach  this  is  through  the  county  medical  society. 
Doctor  Butler  suggested  the  NMA  office  provide  Coun- 
cilors with  quarterly  agendas  and  information  on  cur- 
rent events  to  take  to  meetings  throughout  their  dis- 
tricts. It  was  noted  that  NMA  staff  could  also  aid  with 
the  development  of  a plan  to  enhance  membership 
relations. 

A motion  was  made,  seconded  and  passed  nomi- 
nating and  re-electing  Doctor  Cordon  Bainbridge  as 
Chairman  of  the  Board  of  Councilors.  Another  motion 
was  made,  seconded  and  passed  nominating  and  re- 
electing Doctor  Judy  Butler  as  Secretary  of  the  Board 
of  Councilors. 

Doctor  Bainbridge  called  for  new  business.  No  new 
business  was  received. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


MINUTES,  BOARD  OF  DIRECTORS, 
NEBRASKA  MEDICAL  FOUNDATION 

The  Board  of  Directors  of  the  Nebraska  Medical 
Foundation  met  on  Friday,  September  27,  1 996,  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  John  C.  Sage,  Dale 
E.  Michels,  Keith  Shuey,  Tod  Voss,  Duane  W.  Krause, 
Roger  H.  Meyer,  Judith  A.  Butler,  Joel  F.  Hutchins, 
Gordon  D.  Bainbridge,  James  N.  Shreck,  Milton  R. 
Johnson,  Chris  C.  Caudill,  Allen  D.  Dvorak,  David  L. 
Bacon,  David  R.  Little  and  Patrick  E.  Brookhouser.  Mr. 
Jim  Schleck,  Nebraska's  Field  Representative  from  the 
American  Medical  Association  was  also  present. 

The  minutes  of  the  April,  1 996  meeting  of  the  Board 
were  reviewed.  A motion  was  made,  seconded  and 
passed  approving  the  minutes  as  written. 

Doctor  Michels  reviewed  the  various  NMF  fund 
balances  and  noted  that  estimated  interest  earned 
from  the  capitol  reserve  account  less  expenses  would 
net  approximately  $7,500  for  1996.  Fie  stated  the 
Foundation  had  received  a request  for  funding  from 
the  Commission  on  Association  Affairs  to  conduct  a 
telephone  survey  of  non-NMA  members  to  determine 
why  they  do  not  participate  in  the  NMA.  He  stated  the 
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proposal  came  from  the  University  of  Nebraska  De- 
partment of  Sociology  and  includes  proposals  for  both 
phone  and  mail  surveys,  the  phone  surveys  consisting 
of  either  10  or  20  minutes.  He  stated  one  portion  of 
the  proposal  suggests  establishing  focus  groups  and 
this  would  cost  approximately  $1,500  per  group.  The 
telephone  interview  proposal  would  cost  $1 1,750  for 
10  minute  telephone  interviews  and  $16,750  for  20 
minute  phone  interviews.  Doctor  Caudill  suggested 
utilizing  the  10  minute  interview  if  the  survey  was 
conducted. 

Doctor  Sage  recommended  utilizing  personal  con- 
tact with  members  by  Councilors,  and  noted  that 
physicians  from  the  Omaha  area  are  not  joining  when 
they  must  pay  their  dues  out  of  pocket  and  not  have 
them  paid  by  their  clinic.  It  was  noted  most  managed 
care  employers  will  not  pay  professional  dues.  Doctor 
Brookhouser  suggested  utilizing  the  money  for  per- 
sonal contact  and  not  the  survey.  He  suggested  utiliz- 
ing the  NMA  executive  staff  more  to  attend  hospital 
staff  meetings  with  Councilors  to  promote  member- 
ship. Doctor  Butler  noted  most  physicians  in  rural 
areas  are  indifferent  to  the  NMA  and  are  not  con- 
cerned about  dues  as  much  as  they  are  simply  indiffer- 
ent. Doctor  Caudill  stated  the  NMA  needs  more  of  its 
members  in  each  councilor  district  to  aid  in  recruit- 
ment. The  group  concurred  that  medical  staff  meet- 
ings would  be  an  appropriate  arena  in  which  to  recruit 
membership. 

Doctor  Meyer  suggested  promoting  only  NMA  and 
county  membership  as  some  physicians  are  still  un- 
happy with  the  AMA  about  the  results  of  the  Medicare 
reimbursement  plan.  Doctor  Voss  noted  many  physi- 
cians in  his  area  are  indifferent  toward  the  AMA  which 
causes  some  not  to  join  the  NMA.  Doctor  Sage  noted 
that  many  specialty  organization  dues  are  high  and 
thus  are  in  direct  competition. 

Doctor  Shreck  suggested  gathering  information  from 
NMA  members  who  are  "at  risk";  possibly  employed 
members  who  may  have  difficulty  paying  NMA  dues 
as  well  as  other  professional  dues.  Doctor  Little  stated 
Councilors  should  stress  the  importance  the  NMA  has 
played  in  obtaining  lowered  malpractice  premium  rates. 
Doctor  Butler  noted  that  those  physicians  most  at  risk 
are  probably  those  who  are  employed  by  managed 
care  organizations. 

Mr.  Schellpeper  gave  background  information  on 
the  recommendation  made  by  the  Commission  on 
Association  Affairs  to  conduct  this  survey  in  order  to 
enhance  membership  efforts.  Doctor  Michels  noted 
this  Board  could  recommend  to  the  Commission  it 
review  members  at  risk  rather  than  non-members. 
Doctor  Bacon  suggested  developing  a questionnaire 
for  both  at  risk  members  and  for  non  members  for 
Councilors  to  utilize.  He  further  suggested  no  tele- 
phone survey  be  conducted. 

A motion  was  made  by  Doctor  Shreck,  seconded 
and  passed  to  develop  a one-on-one  membership 
recruitment  project  and  address  the  members  "at  risk" 
as  discussed. 

Doctor  Caudill  reported  on  the  success  of  the 
September  26,  Medically-Assisted  Suicide  and  Eutha- 
nasia Conference.  He  stated  relationships  with  the 
press  were  strengthened.  He  also  noted  the  confer- 
ence has  the  potential  of  a $4,500  shortfall  and  asked 
the  NMF  cover  the  balance.  A motion  was  made, 


seconded  and  passed  to  have  the  NMF  pay  the  bal- 
ance necessary  for  the  conference.  Doctor  Butler  asked 
for  a written  summary  of  the  conference. 

Mr.  Schellpeper  reviewed  the  fund  balances  and 
noted  they  are  held  with  First  Bank.  Suggestion  was 
made  to  develop  a formal  investment  policy.  Doctor 
Michels  stated  he  would  work  with  Mr.  Schellpeper  to 
develop  an  investment  policy  proposal  and  distribute 
it  to  the  group  along  with  information  on  investments 
and  a report.  He  stated  the  bank's  fee  would  also  be 
discussed. 

Doctor  Butler  noted  the  importance  of  producing  a 
patient  report  card  on  managed  care.  Ms.  Madcharo 
stated  this  is  being  done  and  that  printing  costs  are 
estimated  between  $5,500  and  $7,500.  Doctor  Caudill 
noted  this  will  go  before  the  House  and  then  if  ap- 
proved, the  NMF  will  probably  be  asked  to  fund  it. 

Doctor  Butler  noted  it  was  her  opinion  that  the 
insurance  industry  is  controlling  medicine  and  the 
NMA  needs  to  take  steps  to  regain  that  control  for 
physicians.  Doctor  Caudill  noted  the  report  cards  would 
be  essential  to  effectuate  strong  public  support  for  this 
concept,  as  happened  with  maternity  hospital  stays/ 
reimbursement. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  September  27,  1996,  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
David  Little.  65  Delegates  were  present  and  the  meet- 
ing was  declared  in  session.  Seating  of  Alternate  Del- 
egates for  Delegates  took  place. 

Dr.  Allen  Dvorak  presented  the  invocation. 

The  minutes  of  the  1996  Annual  Session  were  ap- 
proved by  motion  made,  seconded  and  carried. 

Dr.  Little  introduced  Mr.  Jim  Schleck,  the  NMA's 
field  representative  from  the  AMA. 

Following  an  executive  session,  Dr.  Little  made  the 
following  Reference  Committee  assignments: 

REFERENCE  COMMITTEE  1 

Report  of  the  Nebraska  Department  of  Social  Ser- 
vices 

Report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services 

Report  of  the  NMA  Task  Force  on  the  Nebraska 
Partnership  Project 

Report  of  the  NMA  PRO  Overview  Committee 

REFERENCE  COMMITTEE  2 

Report  of  the  University  of  Nebraska  College  of 
Medicine 

Report  of  the  Creighton  University  School  of  Medi- 
cine 

Report  of  the  NMA-Medical  Student  Chapter, 
UNMC 

Report  of  the  NMA-Medical  Student  Chapter, 
Creighton 
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Report  of  the  Electronic  Data  Committee 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Electronic  Communications  Working 
Croup 

Report  of  the  Commission  on  Medical  Education 

REFERENCE  COMMITTEE  3 

Report  of  the  Board  of  Directors,  Item  #2,  Resolu- 
tion #2  (A96)  Evaluation  and  Management  Codes 
Report  of  the  Board  of  Directors,  Item  #10,  AMA 
Report  of  the  Study  of  the  Federation 
Report  of  the  Board  of  Directors,  Item  # 1 6(B), 
Geographic  Coalition 
Report  of  the  Delegate  to  the  A.M.A. 

Report  of  the  Delegate  to  the  A.M.A.  YPS 
Resolution  #5  - Metro  Omaha  Medical  Society  - 
AMA  Accreditation  Program 
Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  4 

Report  of  the  Board  of  Directors,  Item  #5,  Resolu- 
tion #5  (A96)  Use  of  800-888  Numbers 
Report  of  the  Board  of  Directors,  Item  #9,  Resolu- 
tion #9  (A96)  Data  Collection  Pilot  Project 
Report  of  the  Board  of  Directors,  Item  #1 1,  Medi- 
care 

Report  of  the  Board  of  Directors,  Item  #12,  NMA 
Blue  Cross/Blue  Shield  Group  Health  Insurance 
Plan 

Report  of  the  Board  of  Directors,  Item  #13,  Mem- 
bership 

Report  of  the  Board  of  Directors,  Item  #14, 
Finances 

Report  of  the  Board  of  Directors,  Item  # 1 6(A), 
Teleconferencing 

Life  Membership  Requests  & 1996  50-Year  Practi- 
tioners 

Report  of  the  Ad-Hoc  Committee  on  Young  Physi- 
cians 

Report  of  the  Scientific  Sessions  Committee 
Report  of  the  Commission  on  Association  Affairs 
Resolution  #1  - Lancaster  County  Medical  Society  - 
Dues  Increase 

Resolution  #2  - Metro  Omaha  Medical  Society  - 
NMA  Dues 

Resolution  #4  - Metro  Omaha  Medical  Society  - 
Time  Lines 

REFERENCE  COMMITTEE  5 

Report  of  the  Board  of  Directors,  Item  #3,  (A96) 
Telemedicine 

Report  of  the  Board  of  Directors,  Item  #6,  Resolu- 
tion #6  (A96)  Immunity  From  Civil  Liability  for 
Providers  of  Uncompensated  Health  Care 
Report  of  the  Board  of  Directors,  Item  #15,  Nomi- 
nations and  Appointments 
Report  of  the  Nebraska  Department  of  Health 
Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 

Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Report  of  the  407  Process  Focus  Group 
Resolution  #6  - Metro  Omaha  - Services  for 
Nebraska's  Children 

Resolution  #7  - Lancaster  County  - HIV  Testing 

REFERENCE  COMMITTEE  6 

Report  of  the  Board  of  Directors,  Item  #1,  Resolu- 
tion #1  (A96)  Managed  Care  Report  Card 


Report  of  the  Board  of  Directors,  Item  #4,  Resolution 
#4  (A96)  Standard  Form  for  Consultation  Request 

Report  of  the  Board  of  Directors,  Item  #7,  Resolu- 
tion #7  (A96)  Patient/Physician  Dialogue  Re: 
Managed  Care  Plans 

Report  of  the  Board  of  Directors,  Item  #8,  Resolu- 
tion #8  (A96)  "Gag"  Rule  in  Managed  Care  Con- 
tracts 

Report  of  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems 

Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 

Report  of  the  Commission  on  Medical  Socio-Eco- 
nomics 

Report  of  the  Commission  on  Public  Affairs 

Report  of  the  Committee  on  Patient  Advocacy 

Resolution  #3  - Metro  Omaha  Medical  Society  - 
Managed  Care 

Dr.  Little  announced  that  Reference  Committees  1, 
4 and  5 would  meet  immediately  following  the  recess 
of  the  House  with  Reference  Committees  2,  3 and  6 
meeting  approximately  30  minutes  later. 

Dr.  Benjamin  Gelber,  Editor  of  the  Nebraska  Medi- 
cal Journal,  spoke  to  the  issue  of  possibly  eliminating 
the  Journal  for  budgetary  purposes.  Dr.  Gelber  indi- 
cated that  in  his  opinion,  there  are  numerous  scientific 
journals  from  which  to  obtain  medical  information  and 
that  socio-economic  information  in  the  Journal  could 
probably  be  placed  in  other  NMA  publications.  He 
noted  that  if  the  Journal  were  to  be  discontinued,  it 
would  be  a monumental  effort  to  ever  revive  it. 

There  being  no  further  business,  the  House  was 
adjourned  until  Saturday  morning  at  7:30  a.m. 
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HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was 
held  September  28,  1996  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
David  Little.  54  Delegates  were  present  and  the 
meeting  was  declared  in  session.  Seating  of  Alternate 
Delegates  for  Delegates  took  place.  Dr.  Little  called 
for  approval  of  the  minutes  of  the  First  Session,  and 
these  were  approved  as  printed. 


Reference  Committee  #1 

Reference  Committee  #1  considered  4 reports  and 
0 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 
SOCIAL  SERVICES,  AND  REPORT  OF  THE  AD- 
HOC  COMMITTEE  ON  MEDICAID  SERVICES 

These  assignments  were  considered  together  be- 
cause of  the  similarity  of  the  material  and  the  presence 
of  the  Nebraska  Department  of  Social  Services  to 
answer  questions. 

Both  reports  were  adequately  explained  but  addi- 
tional comments  are  worthy  of  report.  The  question  of 
the  expansion  of  Medicaid  Managed  Care  to  the 
outstate  area  was  raised  and  Director  Leuenberger 
believes  that  this  will  not  occur  before  1998.  He 
pointed  out  that  the  Department  of  Social  Services 
wants  to  work  with  existing  organizations  like  the 
NMA,  or  perhaps,  some  PHO's. 

The  idea  of  re-integrating  behavioral  health  with 
med-surg  problems  was  raised  and  approved  by  both 
the  DSS  and  the  physicians  present  at  the  reference 
committee. 

The  status  of  Maximus  was  raised,  and  Director 
Leuenberger  pointed  out  that  the  DSS  has  asked 
Maximus  to  make  some  changes  and  they  will  evalu- 
ate those  changes  next  Tuesday  before  determining 
whether  or  not  the  Maximus  contract  will  be  ex- 
tended. 

Considerable  discussion  was  generated  about  dis- 
ruption of  service  in  both  Lincoln  and  Omaha.  DSS 
pointed  out  that  perhaps  there  are  too  many  systems 
in  Omaha  and  that  one  HMO  and  one  PCCM  system 
would  be  adequate.  He  also  pointed  out  the  impor- 
tance of  supporting  care  giving  systems  and  not 
management  systems  to  the  ultimate  success  of  the 
overall  program. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
these  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(2)  REPORT  OF  THE  NMA  TASK  FORCE  ON  THE 
NEBRASKA  PARTNERSHIP  PROJECT 

Dr.  Allen  Dvorak,  President-Elect  of  the  NMA,  has 
been  actively  involved  in  this  process  and  appreciates 
the  relationship  that  NMA  has  with  the  State  of  Ne- 
braska. A concern  that  he  raised,  however,  addressed 
licensure  "streamlining".  Some  concern  has  been  raised 
about  allowing  unqualified  people  to  expand  their 
scope  of  practice  in  the  interest  of  streamlining  the 
system.  Dr.  Fosnaugh  pointed  out  that  the  partnership 
project  should  not  be  addressing  scope  of  practices 
issues.  Dr.  Chris  Wright  from  DSS  acknowledged  this 
but  pointed  out  that  these  issues  will  continue  to  be 
raised. 

Your  reference  committee  feels  that  the  NMA 
needs  to  continue  to  monitor  this  aspect  of  the 
partnership  closely. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  NMA  PRO  OVERVIEW 
COMMITTEE 

Dr.  Herb  Hartman,  Chairholder  of  the  Commit- 
tee, was  present  and  expressed  personal  satisfaction 
with  the  relationship  of  the  NMA  PRO  Overview 
Group  and  representatives  of  the  Sunderbruch  Corpo- 
ration. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  I gratefully  acknowledge  the  able  assistance 
of  Doctor  Gerald  W.  Luckey  of  David  City  and 
Lawrence  C.  Bausch  of  Lincoln.  This  was  adopted  by 
the  House. 

Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Chm.  Omaha 
Gerald  W.  Luckey,  M.D.,  David  City 
Lawrence  C.  Bausch,  M.D.,  Lincoln 

Reference  Committee  2 

Reference  Committee  #2  considered  8 reports. 
The  Reference  Committee  submits  the  following  re- 
port and  recommendations. 

(1)  CONSENT  CALENDAR 

RECOMMENDED  FOR  FILING: 

1.  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

2.  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
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3.  REPORT  OF  ELECTRONIC  DATA  COMMITTEE 

4.  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

5.  REPORT  OF  THE  ELECTRONIC  COMMUNI- 
CATIONS WORKING  GROUP 

6.  REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALEN- 
DAR BE  ACCEPTED.  This  was  adopted  by  the  House. 

(2)  REPORT  OF  THE  NMA  MEDICAL  STUDENT 

CHAPTER,  UNMC 

The  UNMC  Student  Chapter  representatives  pre- 
sented the  report  of  the  NMA  Medical  Student  Chap- 
ter. The  student  members  have  been  quite  active  with 
representatives  to  the  American  Medical  Association 
Medical  Student  Section.  They  have  many  chapter 
members  involved  in  various  NMA  Committees.  It 
was  noted  that  increased  involvement  of  the  Medical 
Students  could  be  fostered  if  the  NMA  members 
escort  or  accompany  the  student  members  to  the 
various  committee  functions  to  provide  background 
regarding  committee  activities.  They  request  that  the 
committee  chairmen  for  the  various  NMA  committees 
and  commissions  consider  fostering  these  relation- 
ships in  their  individual  committees. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  NMA-MEDICAL  STUDENT 

CHAPTER,  CREIGHTON 

The  report  of  the  NMA  Medical  Student  Chapter 
from  Creighton  was  reviewed.  It  was  noted  that 
Creighton  University  is  the  host  for  the  1996  Section 
II  Conference  to  be  held  November  1-2,  1996.  Repre- 
sentatives from  25  schools  within  Section  II  will  be 
present.  Both  UNMC  and  Creighton  University  Chap- 
ters are  collaborating  on  this  conference  which  is  the 
first  time  that  the  Section  II  Conference  has  been  held 
in  the  State  of  Nebraska.  Both  students  chapters  are 
commended  in  this  effort. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

MR.  SPEAKER,  I would  like  to  recognize  the  contri- 
bution of  Doctor  Robert  Hanlon  and  Doctor  Richard 
Hammer  as  members  of  Reference  Committee  #2  and 
thank  them  for  their  efforts. 

Respectfully  submitted, 

Jeffry  L.  Strohmyer,  M.D.,  Papillion  - Chairman 
Robert  D.  Hanlon,  M.D.,  Chadron 
Richard  W.  Hammer,  M.D.,  Lincoln 


Reference  Committee  3 

Reference  Committee  #3  considered  5 reports,  1 
resolution  and  the  minutes  of  the  Board  of  Councilors. 
The  reference  committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #2,  RESOLUTION  #2  (A96)  EVALUATION 
AND  MANAGEMENT  CODES 

This  resolution  was  brought  forward  and  adopted 
by  the  AMA.  Testimony  was  heard  from  Dr.  Collicott 
that  the  new  CPT  manual  will  contain  more  examples 
for  guidance  for  coding  E&M  codes  for  specialists  and 
that  this  will  be  in  the  back  part  of  the  manual. 
Testimony  was  heard  from  the  chairman  of  the  NMA 
PRO  Overview  Committee  that  the  indications  from 
review  of  our  E&M  codes  suggest  that  we  continue  to 
undercode  as  a general  rule  in  Nebraska.  It  was  also 
pointed  out  that  the  carrier  has  not  yet  audited  for 
E&M  codes. 

RECOMMENDATION: 

1.  The  Committee  recommends  that  this  item  of 
the  Board  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Doctor  Hartman  reviewed  E&M  Coding  and  sug- 
gested that  physicians  do  their  own  coding,  instead  of 
having  the  office  staff  do  it.  He  also  stated  that  many 
physicians  are  coding  at  levels  1 & 2,  and,  instead, 
should  be  coding  at  levels  3 & 4.  This  section  of  the 
report  was  then  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #10, 
AMA  REPORT  OF  THE  STUDY  OF  THE  FEDERATION 

The  Board  of  Directors  Report  referenced  the 
Report  of  the  Delegate  to  the  AMA  and  the  Commit- 
tee then  did  refer  to  the  Report  of  the  Delegate  to  the 
AMA.  This  report  contains  an  extensive  review  of  the 
proceedings  in  regards  to  the  AMA  Federation  activi- 
ties. It  was  pointed  out  that  there  will  be  a ballot  sent 
to  AMA  members  and  fourth  year  medical  student 
members  in  which  there  will  be  the  necessity  for  these 
members  to  make  a choice  as  to  what  specialty 
organization  they  will  choose  to  be  designated  to  and 
that  the  results  of  this  balloting  will  have  an  impact  on 
delegate  representation.  Our  Committee  felt  that  this 
information  should  be  publicized  to  the  membership 
so  that  when  this  ballot  is  received,  it  will  be  appropri- 
ately treated. 

RECOMMENDATION: 

1.  The  Committee  recommends  this  item  of  the 
Board  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1 6(B),  GEOGRAPHIC  COALITION 

Testimony  was  heard  that  the  coalition  had  been 
started  in  Minnesota  and  joined  by  other  area  states 
in  an  effort  to  correct  the  discrepancy  in  reimburse- 
ment created  by  GPCI  values  in  rural  states.  Final 
numbers  should  be  out  in  December  but  the  adjust- 
ments are  not  favorable  as  it  was  hoped.  The  Commit- 
tee felt  that  the  Coalition  should  continue  its  activities 
in  an  attempt  to  influence  the  GPCI  code  determina- 
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tions  to  affect  a more  favorable  reimbursement  for- 
mula for  the  rural  states. 

RECOMMENDATION: 

1.  The  Committee  recommends  that  this  item  of 
the  Board  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

Dr.  Linda  Ford  appeared  and  reviewed  the  report 
with  the  Committee.  Attention  was  directed  to  Rec- 
ommendation #3  regarding  physician  assisted  sui- 
cide. This  recommendation  is  as  follows:  "That  the 
AMA  work  with  local,  state  and  specialty  medical 
societies  to  develop  programs  to  facilitate  referrals  to 
physicians  qualified  to  provide  necessary  palliative 
and  other  care  for  patients  and  establish  a faculty  of 
physicians  with  expertise  in  end-of-life  care  who  can 
provide  consultations  for  other  physicians  in  caring 
for  patients  at  the  end  of  their  life".  The  entire  report 
was  reviewed. 

RECOMMENDATION: 

1 . The  Committee  recommends  that  this  report  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Doctor  Dvorak  moved  that  the  House  of  Delegates 
reaffirm  the  AMA's  position  opposing  physician  as- 
sisted suicide.  The  motion  was  seconded  and  passed. 
Doctor  Schenken  stated  that  more  research  needs  to 
be  done  on  pain  management  for  the  terminally  ill. 
This  section  of  the  report  was  then  adopted  by  the 
House. 

(5)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  YPS 
The  report  was  reviewed. 

RECOMMENDATION: 

1 . The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  RESOLUTION  #5  - METRO  OMAHA  MEDICAL 
SOCIETY  - AMERICAN  MEDICAL  ACCREDITA- 
TION PROGRAM 

Resolution  #5  read  as  follows: 

WHEREAS,  county-wide  interest  in  the  American 
Medical  Accreditation  Program  (AMAP)  is  readily 
evident,  and 

WHEREAS,  information  and  data  needs  to  emanate 
from  the  local  level,  and 

WHEREAS,  the  existing  Credentialing  Verification 
Organizations  and  centralized  site  and  chart  review 
programs  across  the  country  must  be  recognized  and 
maintained; 

THEREFORE,  BE  IT  RESOLVED,  that  the  federation 
concept  be  employed  in  this  project,  and 

BE  IT  FURTHER  RESOLVED,  that  the  American 
Medical  Association  network  with  state  and  county 
medical  society  sponsored  Credentialing  Verification 
Organizations  and  centralized  site  and  chart  review 
prop^ms  in  the  implementation  of  the  AMAP. 


There  was  substantial  testimony  regarding  this  reso- 
lution and  the  field  representative  from  the  AMA  was 
present  along  with  two  of  our  AMA  Delegates  to 
provide  input  in  regard  to  the  credentials  verification 
issue.  After  discussion  of  the  resolution,  the  Commit- 
tee re-wrote  the  resolution  in  its  entirety  as  follows: 

WHEREAS,  countrywide  interest  in  the  American 
Medical  Accreditation  Program  (AMAP)  is  readily 
evident,  and 

WHEREAS,  there  are  county  and  state  societies 
that  are  already  involved  or  developing  their  own 
credentialing  and  site/chart  review  services,  and 

WHEREAS,  it  is  our  belief  that  the  existing  creden- 
tial verification  organizations  and  centralized  site  and 
chart  review  programs  must  be  recognized  and  main- 
tained, and 

WHEREAS,  information  and  data  needs  to  emanate 
from  the  local  level  anyway; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  del- 
egation develop  a resolution  to  the  AMA  House  of 
Delegates  (1-96)  requesting  that  the  AMA  employ  the 
federation  concept  and  network  with  its  state  and 
county  medical  society's  existing  sponsored  creden- 
tial verification  services  and  centralized  site/chart 
review  programs  in  the  implementation  of  the  AMAP. 

RECOMMENDATION: 

1.  The  Committee  recommends  adoption  of  this 
resolution  as  re-written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  was  adopted 
by  the  House. 

(7)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  of  the  Board  of  Councilors  were 
reviewed.  Some  discussion  was  had  regarding  recruit- 
ment and  retention  of  members. 

RECOMMENDATION: 

1.  The  Committee  recommends  that  the  minutes 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  was  adopted 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  I wish  to  thank  Drs.  Kevin  Nohner  and  Leslie 
Spry  for  their  assistance  in  preparation  of  this  report. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Leslie  A.  Spry,  M.D.,  Lincoln 
Kevin  D.  Nohner,  M.D.,  Omaha 


Reference  Committee  #4 

Reference  Committee  #4  considered  1 1 reports 
and  3 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  CONSENT  CALENDAR 

These  items  are  recommended  for  filing: 

1.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#5,  RESOLUTION  #5  (A96)  USE  OF  800-888 
NUMBERS 
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2.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9 
(A96)  DATA  COLLECTION  PILOT  PROJECT 

3.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#11,  MEDICARE 

4.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#1  2,  NMA  BLUE  CROSS/BLUE  SHIELD  CROUP 
HEALTH  INSURANCE  PLAN 

5.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#13,  MEMBERSHIP 

6.  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#1 6(A),  TELECONFERENCING 

This  item  is  recommended  for  adoption: 

7.  LIFE  MEMBERSHIP  REQUESTS  & 

1997  50-YEAR  PRACTITIONERS 

These  requests  were  as  follows: 

I ANCASTFR  COUNTY  MFDICAL  SOCIETY 
Harry  D.  Schaffer,  M.D.,  Lincoln 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Richard  W.  Booth,  M.D.,  Omaha 

REQUESTS  FOR  ASSOCIATE  MEMBERSHIP 

I ANCASTFR  COUNTY  MEDICAL  SOCIETY 
William  F.  Nye,  M.D.,  Lincoln 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Richard  V.  Barry,  M.D.,  Omaha 
Glen  V.  Dalrymple,  M.D.,  Omaha 
Ronald  A.  Drauer,  M.D.,  Omaha 
John  C.  Robbins,  M.D.,  Omaha 
Richard  D.  Schultz,  M.D.,  Omaha 

FIFTY  YEAR  PRACTITIONERS  - 
1997  ANNUAL  SESSION 

ADAMS  COUNTY  MEDICAL  SOCIETY 
John  G.  Yost,  M.D.,  Hastings 
ANTELOPE-PI FRCF  COUNTY  MEDICAL  SOCIETY 
Kenneth  Pierson,  M.D.,  Neligh 

BUFFAIO  COUNTY  MEDICAL  SOCIETY 
Merle  E.  Sjogren,  M.D.,  Lincoln 
GAGE  COUNTY  MEDICAL  SOCIETY 
Cletus  T.  Frerichs,  M.D.,  Beatrice 

HAM  COUNTY  MFDICAL  SOCIETY 
Robert  R.  Koefoot,  M.D.,  Beatrice 
Pierce  T.  Sloss,  M.D.,  Grand  Island 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Robert  W.  Ehrlich,  M.D.,  Lincoln 
Harold  E.  Harvey,  M.D.,  Lincoln 
Leonard  R.  Lee,  M.D.,  Lincoln 
Harry  D.  Shaffer,  M.D.,  Lincoln 
LINCOLN  COUNTY  MFD1CAI  SOCIETY 
Charles  F.  Heider,  Jr.,  M.D.,  North  Platte 
METROPOLITAN  OMAHA  MFDICAL  SOCIETY 
Richard  Q.  Crotty,  M.D.,  Omaha 
Joseph  M.  Holthaus,  M.D.,  Omaha 
George  W.  Loomis,  M.D.,  Omaha 
Beverley  T.  Mead,  M.D.,  Omaha 
John  Roy  Mitchell,  M.D.,  Omaha 
Robert  Edgar  Murphy,  M.D.,  Omaha 
Samuel  H.  Perry,  M.D.,  Omaha 
Milton  Simons,  M.D.,  Omaha 
Richard  B.  Svehla,  M.D.,  Omaha 
Perry  T.  Williams,  M.D.,  Omaha 


OTOE  COUNTY  MEDICAL  SOCIETY 

Arden  H.  Bonebrake,  M.D.,  Nebraska  City 

SALINE  COUNTY  MEDICAL  SOCIETY 

Clarence  Zimmer,  M.D.,  Friend 

SCOTTSBLUFF  COUNTY  MEDICAL  SOCIETY 

Walter  C.  Harvey,  Jr.,  M.D.,  Gering 

Robert  J.  Lynn,  M.D.,  Granite  Shoals,  TX 

YORK  COUNTY  MEDICAL  SOCIETY 

James  D.  Bell,  M.D.,  York 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1  4, 
FINANCES,  RESOLUTION  #1  - LCMS  - DUES 
INCREASE  AND  RESOLUTION  #2  - MOMS  - 
NMA  DUES 

Resolution  #1  read  as  follows: 

WHEREAS,  there  has  been  a proposal  to  increase 
the  membership  dues  of  the  Nebraska  Medical  Asso- 
ciation and, 

WHEREAS,  future  constraints  on  physicians  in- 
comes will  dictate  greater  discretion  of  membership 
dollars  and, 

WHEREAS,  many  physicians  are  finding  their  in- 
come declining  or  staying  stable  at  best  or  are  em- 
ployed by  companies  that  require  physicians  to  pay 
their  own  membership  dues  and, 

WHEREAS,  the  expenses  of  running  the  NMA 
should  be  carefully  evaluated  to  see  what  further  cost 
cuts  could  be  made,  or  improved  efficiency  gained, 
which  would  make  a dues  increase  unnecessary, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the  NMA 
not  increase  dues  until  a full  disclosure  before  the 
House  of  Delegates  is  conducted  showing  that  maxi- 
mum efficiency  and  productivity  is  being  obtained  to 
the  satisfaction  of  the  membership. 

Resolution  #2  read  as  follows: 

WHEREAS,  organizational  dues  increases  are  an 
impediment  to  the  marketability  of  an  organization, 
and 

WHEREAS,  dues  increases  may  actually  decrease 
total  revenue  because  of  a drop  in  membership; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  pledge  to  hold  dues  constant  at 
worse  and  search  for  ways  in  increase  non-dues 
revenue  so  that  dues  could  actually  be  rolled  back. 

This  section  of  the  Board  report  and  these  two 
resolutions  were  considered  together.  Members  of 
the  Board  of  Directors  were  present  and  gave  testi- 
mony to  your  Reference  Committee.  Additionally, 
several  officers  of  the  Association  also  gave  testi- 
mony. During  this  period  of  time,  we  were  informed 
that  the  Board  is  recommending  that  publication  of 
the  Nebraska  Medical  Journal  be  terminated  with  the 
December  1996  issue.  All  who  were  present  agreed 
with  this  recommendation  of  the  Board,  some  with 
reluctance  due  to  the  long  history  of  this  publication. 
However,  no  one  argued  to  maintain  this  publication. 
There  were  several  who  gave  testimony  stating  that 
the  NMA  should  maintain  autonomy  in  whatever 
publications  are  disseminated  to  its  members.  They 
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felt  this  was  quite  important  to  provide  that  image  for 
the  rank  and  file  membership.  There  was  discussion  by 
the  Editor  of  the  Cornhusker  FP  that  consideration 
might  well  be  given  to  consolidation  of  the  Academy 
of  Family  Practice  Journal  along  with  the  NMA's 
journal  and  perhaps  ways  could  be  explored  to  give 
each  of  the  organizations  an  appropriate  portion  of 
the  journal,  and  appropriate  jurisdiction  over  editori- 
als and  policy.  Opinion  in  this  regard  seemed  to  be 
fairly  well  split  among  those  who  testified.  It  was  noted 
that  the  report  contained  a recommendation  that  the 
House  of  Delegates  consider  eliminating  meals  asso- 
ciated with  commission  and  committee  meetings. 
However,  the  Board  members  who  testified  in  front  of 
the  Reference  Committee  stated  that  at  their  most 
recent  meeting,  they  had  rescinded  this  recommenda- 
tion. 

Lastly,  the  Board  report  also  recommended  that  the 
NMA  dues  be  increased  by  $25  for  the  calendar  year 
1997.  Again,  testimony  of  the  Board  members  and 
officers  present  at  the  Committee  stated  that  at  their 
most  recent  meeting  of  yesterday,  the  Board  no 
longer  made  this  recommendation  and  believed  that 
dues  should  not  be  raised  for  the  1997  calendar  year. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  that 
the  reference  in  the  Report  of  the  Board  regarding 
elimination  of  meals  associated  with  commission  and 
committee  meetings  be  omitted; 

2.  The  Reference  Committee  recommends  that 
the  reference  to  a proposed  increase  in  dues  be 
omitted; 

3.  The  Reference  Committee  recommends  that 
amended  Board  of  Directors  Report  Item  #14  be 
adopted; 

4.  The  Reference  Committee  recommends  that 
the  Board  be  directed  to  explore  the  possibility  of 
combining  with  other  scientific  journals  and  specialty 
publications  for  the  presentation  of  scientific  informa- 
tion and  report  back  to  the  House  of  Delegates  at  a 
subsequent  meeting; 

5.  The  Reference  Committee  recommends  that 
Resolution  #1  not  be  adopted;  and 

6.  The  Reference  Committee  recommends  that 
Resolution  #2  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Doctor  Bainbridge  introduced  a resolution  in  recogni- 
tion of  Doctor  Gelber's  efforts  with  regard  to  the 
Nebraska  Medical  Journal.  The  resolution  is  as  fol- 
lows: 

WHEREAS  he  has  served  ably  and  faithfully  as  the 
Editor  of  the  NMA  Journal  for  nine  years,  and 

WHEREAS  his  office  subsidized  part  of  the  ex- 
penses of  the  NMA  Journal  for  a number  of  years, 

THEREFORE,  BE  IT  RESOLVED,  the  NMA  House  of 
Delegates  thank  Dr.  Benjamin  Gelber  for  his  service  to 
our  organization  and  commend  him  for  a job  well 

done. 

Dr.  Retelsdorf  agreed  to  include  the  proposed 
resolution  as  part  of  the  committee's  recommenda- 
tions. This  section  of  the  report  as  amended  was  then 
adopted  by  the  House. 


(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Testimony  heard  encouraged  the  young  physi- 
cians' group  to  remain  active,  and  specifically  there 
was  testimony  which  strongly  urged  that  this  group 
initiate  a leadership  conference  of  young  physicians 
on  a statewide  level. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

Testimony  to  the  Reference  Committee  was  very 
congratulatory  to  the  Scientific  Sessions  Committee 
for  the  program  which  was  sponsored  on  September 
26,  just  preceding  this  meeting.  The  Scientific  Ses- 
sions Committee  was  urged  to  continue  to  present 
topics  of  regional  interest  in  an  educational  format  in 
the  future. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  that 
this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(5)  REPORT  OF  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

The  Board  of  Directors  had  directed  this  Commis- 
sion to  draw  up  specific  language  for  a change  in  the 
bylaws  which  would  essentially  make  the  percentage 
of  dues  paid  by  associate  members  cover  all  the 
mailings  of  the  NMA  so  that  they  would  not  need  to 
pay  additional  for  those  mailings.  This  was  determined 
to  be  30%  of  the  dues  of  the  active  members.  The 
bylaws  revision  reads  as  follows: 

"The  dues  shall  be  30%  of  the  dues  for  active  status. 
This  amount  shall  be  in  addition  to  the  amount  an 
associate  member  pays  for  include  payment  for  NMA 
mailings.  Sbotdef  be/she  desire  to  receive  them.  The 
Nebraska  Medical  Association  Board  of  Directors 
shall  be  permitted  to  change  the  level  of  dues  paid 
from  time  to  time." 

Additional  testimony  regarding  the  Commission 
on  Association  Affairs  dealt  with  the  issue  of  member- 
ship. The  Commission  was  encouraged  to  explore 
ways  of  encouraging  and  soliciting  membership  from 
groups  of  physicians.  It  was  pointed  out  that  this  is  a 
problem  that  many  states  are  facing  and  that  perhaps 
some  research  and  investigation  into  how  some  other 
states  have  dealt  with  this  issue  would  be  helpful  for 
the  Commission  in  proposing  some  unique  methods 
of  retaining  these  valuable  members. 

RECOMMENDATIONS 

1.  Your  Reference  Committee  recommends  that 
this  report  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 
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(6)  RESOLUTION  #4  - MOMS  - TIME  LINES 

Resolution  #4  read  as  follows: 

WHEREAS,  many  NMA  committee  reports  con- 
cern matters  of  great  importance  to  its  members,  and 

WHEREAS,  these  reports  may  lose  value  when  they 
are  delayed; 

THEREFORE,  BE  IT  RESOLVED,  that  in  situations 
where  timely  action  by  the  committee  is  important, 
that  the  NMA's  charge  to  the  committee  contain  a 
specific  date  for  action  so  that  the  general  member- 
ship may  benefit  from  the  efforts  of  the  committee. 

During  testimony,  it  was  pointed  out  that  there 
were  primarily  two  ways  that  issues  are  assigned  to 
committees  for  action  and  either  recommendation  or 
implementation.  When  this  is  done  by  resolution,  the 
testimony  in  front  of  the  reference  committee  re- 
minded those  who  make  resolutions  that  they  can, 
and  should,  attach  a time  frame  calling  for  the  action 
to  be  completed  by  a specific  time.  When  a charge  is 
given  to  a committee  or  commission  by  the  Board  that 
is  not  initiated  by  resolution,  recommendation  to 
include  a time  line  was  thought  to  be  appropriate  by 
those  people  who  testified. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  Resolution  #4. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

Mr.  Speaker,  I would  like  to  thank  the  other  mem- 
bers of  Reference  Committee  #4,  Doctors  John  Reed 
of  Lincoln  and  Pete  Johnson  of  Scottsbluff. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  This  was  seconded.  Doctor  Hartman  stated 
that  the  Nebraska  Medical  Foundation  needs  to  con- 
tinue to  award  student  scholarships  in  lieu  of  the 
Nebraska  Medical  Journal  award.  This  was  adopted  by 
the  House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chm.,  Omaha 

John  L.  Reed,  M.D.,  Lincoln 

Milton  "Pete"  Johnson,  M.D.,  Scottsbluff 


Reference  Committee  #5 

Doctor  Eilts  substituted  for  Doctor  Michels. 

Reference  Committee  #5  considered  7 reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  RESOLUTION  #6  - METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - SERVICES  FOR  NEBRASKA’S 
CHILDREN 

Resolution  #6  read  as  follows: 

WHEREAS,  there  has  been  a concerted  effort  by 
the  State  of  Nebraska  to  decrease  its  expenditures  in 
the  area  of  child  and  adolescent  psychiatric  care  in  the 
past  two  years,  and 


WHEREAS,  there  has  been  a corresponding  in- 
crease in  serious  problems  of  aggression  and  violence 
among  Nebraska  youth  during  that  period  of  time,  and 

WHEREAS,  the  correlation  between  reduction  of 
mental  health  services  and  increase  in  the  demand  for 
youth  correctional  facilities  demonstrates  that  our 
state  will  pay  a long-term  social  and  economic  price 
for  the  short-term  reduction  in  mental  health  funding 
for  youth  services,  and 

WHEREAS,  we  are  agents  of  and  advocates  of  our 
patients; 

THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association's  Committee  on  Patient  Advo- 
cacy address  the  issue  of  reduced  expenditures  in  the 
area  of  child  and  adolescent  psychiatric  care,  the 
increase  of  aggression  and  violence  among  Nebraska 
youth  and  the  correlation  with  the  increase  in  the 
demand  for  youth  correctional  facilities,  and 

BE  IT  FURTHER  RESOLVED,  that  within  the  next  six 
months  Nebraska  Medical  association  address  the 
issue  with  the  appropriate  department  within  the  state 
government  of  Nebraska. 

The  resolved  portion  of  the  resolution  read  as 
follows: 

THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association's  Committee  on  Patient  Advo- 
cacy address  the  issue  of  reduced  expenditures  in 
the  area  of  child  and  adolescent  psychiatric  care, 
the  increase  of  aggression  and  violence  among 
Nebraska  youth  and  the  correlation  with  the  in- 
crease in  the  demand  for  youth  correctional  facili- 
ties, and 

BE  IT  FURTHER  RESOLVED,  that  within  the  next  six 
months  Nebraska  Medical  Association  address  the 
issue  with  the  appropriate  department  within  the 
state  government  of  Nebraska 

There  was  general  discussion  in  favor  of  the  above 
resolution. 

RECOMMENDATION: 

1.  The  Reference  committee  recommends  adop- 
tion of  this  resolution. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(2)  RESOLUTION  #7  - LANCASTER  COUNTY 
MEDICAL  SOCIETY  - HIV  TESTING 

Resolution  #7  read  as  follows: 

WHEREAS,  many  insurance  companies  require  HIV 
testing  prior  to  issuance  of  a policy,  and 

WHEREAS,  people  are  more  likely  to  refuse  HIV 
testing  in  fear  of  the  effects  of  a positive-test  upon 
insurability,  and 

WHEREAS,  many  pregnant  women  refuse  elective 
HIV  testing  despite  recent  proof  that  treatment  for 
HIV  during  pregnancy  decreases  transmission  of  the 
virus  to  the  fetus; 

THEREFORE,  BE  IT  RESOLVED,  that  HIV  testing 
should  not  be  a factor  in  determining  insurability  of  a 
patient,  and 
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BE  IT  FURTHER  RESOLVED,  that  the  NMA  propose 
legislation  that  prohibits  insurance  companies  from 
denying  coverage  to  those  persons  who  request  and 
receive  HIV  testing. 

Based  on  the  testimony  presented  and  the  recom- 
mendation of  the  Lancaster  County  Medical  Society, 
the  reference  committee  recommends  the  following 
amended  Resolution  #7,  the  resolved  portion  of  which 
reads  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  having  been 
tested  for  HIV  should  not  be  a factor  in  determining 
insurability  of  a patient,  and 
BE  IT  FURTHER  RESOLVED,  that  the  NMA  propose 
legislation  that  prohibits  insurance  companies  from 
denying  coverage  to  those  persons  who  have 
requested  or  have  been  required  to  receive  HIV 
testing. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  adop- 
tion of  the  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded.  Doctor 
Schenken  stated  that  a policy  needs  to  be  set  for  HIV 
predictive  testing.  He  made  a motion  to  have  Resolu- 
tion #7  referred  back  to  the  Board  of  Directors.  The 
motion  was  seconded  and  passed. 

(3)  CONSENT  CALENDAR 

RECOMMENDED  FOR  FILING 

1.  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #3,  RESOLUTION  #3  (A96) 

TELEMEDICINE 

2.  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #6,  RESOLUTION  #6  (A96)  IMMUNITY 
FROM  CIVIL  LIABILITY  FOR  PROVIDERS  OF 
UNCOMPENSATED  HEALTH  CARE 

3.  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #15,  NOMINATIONS  AND  APPOINT- 
MENTS 

4.  REPORT  OF  THE  NEBRASKA  DEPARTMENT 
OF  HEALTH 

5.  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 
MEDICINE  AND  SURGERY 

6.  REPORT  OF  THE  COMMISSION  ON  LEGISLA- 
TION & GOVERNMENTAL  AFFAIRS 

7.  REPORT  OF  THE  407  PROCESS  FOCUS 
GROUP 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALENDAR 
BE  ACCEPTED.  This  section  of  the  report  was  adopted 
by  the  House. 

The  Committee  thanks  Mr.  Harold  Boardman  for 
his  presentation  on  the  current  status  of  the  Nebraska 
Partnership  Project  on  behalf  of  the  Department  of 
Health. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THE  RE- 
PORT OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I wish  to  thank  Doctors  Eilts  and  Hranac  for  their 
assistance  in  the  preparation  of  this  report. 

Respectfully  submitted, 

Dale  E.  Michels,  M.D.,  Chair,  Lincoln 
Susanne  E.  Eilts,  M.D.,  Omaha 
Richard  A.  Hranac,  M.D.,  Kearney 


Reference  Committee  #6 

Reference  Committee  #6  considered  9 reports  and 
1 resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1,  RESOLUTION  #1  (A96)  MANAGED  CARE 
REPORT  CARD,  REPORT  OF  THE  BOARD  OF 
DIRECTORS,  ITEM  #7,  RESOLUTION  #7  (A96) 
PATIENT/PHYSICIAN  DIALOGUE  RE:  MANAGED 
CARE  PLANS,  AND  REPORT  OF  THE  COMMIT- 
TEE ON  PATIENT  ADVOCACY 

RECOMMENDATIONS: 

1.  The  committee  recommends  the  NMA  proceed 
with  the  publication  of  the  developed  booklet  on 
patient  information  and  that  a sample  brochure  be 
sent  to  each  NMA  member.  An  order  form  for  addi- 
tional brochures  for  use  in  the  physician's  office  would 
be  included  with  the  sample  brochure.  The  cost  per 
brochure  would  be  developed  by  the  Board  of  Direc- 
tors. 

2.  Due  to  cost  factors  in  developing  an  all  inclusive 
Managed  Care  Report  Card  for  physicians  at  a time  of 
budgetary  scrutiny,  the  committee  recommends  that 
office  managers  for  physicians  obtain  a report  of  a 
specific  insurance  company  from  the  Department  of 
Insurance  under  the  Freedom  of  Information  Act. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Doctor  Hartman  stated  that  it  is  important  that  mem- 
bers have  a report  of  what  is  going  on  in  the  state  with 
Managed  Care  Systems,  PPO's  and  HMO's.  He  stated 
that  the  members  do  not  need  an  economic  analysis 
on  the  individual  carriers,  just  an  overall  review. 
Doctor  Shapiro  discussed  the  activities  of  his  Commis- 
sion on  Patient  Advocacy.  Following  this  discussion, 
the  House  adopted  this  section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #8  (A96)  "GAG"  RULE  IN  MANAGED 
CARE  CONTRACTS 

RECOMMENDATION: 

1.  The  Committee  recommends  waiting  for  pend- 
ing federal  regulations  before  taking  any  action  on  this 
item. 

MR.  SPEAKER,  i MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Doctor  Caudill  stated  that,  in  regards  to  the  "Gag" 
Rule,  nothing  is  going  to  happen  on  the  Federal  level. 
Doctor  Little  stated  that  the  NMA  will  introduce  a bill 
during  the  next  Legislative  Session.  This  section  of  the 
report  was  adopted  by  the  House. 

(3)  RESOLUTION  #3  - METRO  OMAHA  MEDICAL 
SOCIETY  - MANAGED  CARE 

Resolution  #3  read  as  follows: 

WHEREAS,  managed  care  programs  require  fre- 
quent contract  negotiations  and  review  of  periodic 
financial  reports  concerning  the  performance  of  the 
managed  care  plans  and  the  individual  physician 
offices  participating  in  the  plan,  and 

WHEREAS,  some  information  about  the  financial 
performance  of  individual  managed  care  plans  is 
available  to  the  public  through  a freedom  of  informa- 
tion inquiry  to  the  Nebraska  Department  of  Insurance 
and  other  sources,  and 
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WHEREAS,  this  information  may  be  of  great  value 
during  contract  negotiations  and  performance  re- 
view; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  make  available  to  its  members  all 
such  information  about  managed  care  from  the  Ne- 
braska Department  of  Insurance  and  other  entities 
including,  but  not  limited  to,  patient  satisfaction, 
quality  and  financial  performance. 

RECOMMENDATION: 

1.  The  committee  recommends  that  office  manag- 
ers for  physicians  obtain  a report  of  a specific  insur- 
ance company  from  the  Department  of  Insurance 
under  the  Freedom  of  Information  Act. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  CONSENT  CALENDAR 

RECOMMENDED  FOR  FILING: 

1.  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

2.  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 


3.  THE  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #4,  RESOLUTION  #4  (A96)  STANDARD 
FORM  FOR  CONSULTATION  REQUEST 

4.  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  AND  MEDICAL 
DELIVERY  SYSTEMS 

5.  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

MR.  SPEAKER,  I MOVE  THE  CONSENT  CALENDAR 
BE  ACCEPTED.  This  section  of  the  report  was  adopted 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  I wish  to  thank  Doctors  Michelle  Knolla  and 
Denise  Sammons  for  their  assistance  on  the  commit- 
tee. This  was  adopted  by  the  House. 

Respectfully  submitted, 

Elvin  G.  Brown,  M.D.,  Chm.,  Hastings 
Michelle  S.  Knolla,  M.D.,  Omaha 
Denise  M.  Sammons,  M.D.,  Lincoln 

Doctor  Little  thanked  the  Reference  Committee 
Chairs  for  all  their  work.  There  being  no  further 
business,  the  meeting  was  adjourned. 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth 
page  multiples  for  a twelve-month  period.  Detailed  information  regarding  con- 
tent and  cost  can  be  obtained  through  the  Nebraska  Medical  Association  office, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


KEARNEY 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landln,  M.D.  obstetrics  - gynecology 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D. 

Thomas  F Werner,  M.D. 

INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 

James  V.  Reiss,  M.D. 

1 V96 


Central  Nebraska 

Cardiology  Consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomat  American  Board  of  Internal 
Medicine-Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 

Phone  (308)  865-2 194 
23  West  3 1st  (800)590-5999 

Kearney,  NE  68847  FAX  (308)  865-2198 
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The 

HEART 

Center  of^Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 
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LINCOLN 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1 402  484  7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1 800  MED-LINC 

1-97 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.Box  2339 

21 15  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-97 

□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  ‘Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5492 
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eye. 


f surgical 
- associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood.  M.D. 
Max  W.  Under,  M.D. 
Gregory  E.  Sutton,  M.D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete.  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas  „„ 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick  M.D.,  F.AC.0.G. 

Joseph  G.  Rogers,  M.D.,  FAC.O.G. 

Dennis  L Hodge,  M.D.,  FAC.O.G. 

Gregory  W.  Heidrick  M.D.,  FAC.O.G. 

Yvonne  K Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

483-7641 

• , GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME  1 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

6900  A Street  • Lincoln,  NE  68510 
(402)  436-2000 


Frederick  D.  Hathaway,  M.D. 

Board  Certified 

Bruce  A.  Miller,  M.D. 

Board  Certified 


Sports  Medicine  • Arthroscopic  Surgery 
Fractures  & Trauma  • Hand  Surgery 
Total  Joint  Replacement  • Children's  Orthopaedics 


Matthew  C.  Reckmeyer,  M.D. 

Board  Certified 

Douglas  P.  Tewes,  M.D. 

Board  Certified 

John  C.  Yeakley,  M.D. 

Board  Certified 


Main 

Patient  Account  Rep. 
Collection  Manager 
Prescription  Refills 
FAX 


436-2000 

436-2030 

436-2044 

434-6363 

436-2099 
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LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

’ Surgery  of  Trauma  _DAY  0R  NIGHT  - CALL  - * User  Sur9erY 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  68510  12-96 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Tuik,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 
Clyde  R.  Meckel,  M.D. 


1500  S.  48th  St.  #800 
Lincoln,  NE  68506 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 
Rebecca  S.  Rundlett,  M.D. 

(402)489-6554 

or 

1-800-MED-LINC 

12-96 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D. 

Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D. 

R.  Kent  Jex,  M.D. 

Edward  P. 

Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

12-96 

NEBRASKAs^H3 
ORTHOPAEDIC 

AND 

SPORTS  MEDICINE. PC 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 
Scott  E.  Strasburger,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY 

• JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERYOFTHEHAND 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

12-96 
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Neurological  & Psychiatric 
Specialists,  Inc. 

7431  Ringneck  Drive 
Lincoln,  Nebraska  68506 
(402)  488-5300  FAX:  (402)  484-8759 

ABRAHAM  SCHEER,  M.D. 

Pediatric  Neurologist  • Child  & Adolescent  Psychiatrist 

Specializing  in  The  Diagnosis  Ana  Treatment  of  Neurobehavioral  Disorders,  Neurortevetopmental 
Disorders.  And  Disorders.  In  Children.  That  Effect  The  Brain.  Spine  and  Muscles 

12-96 


RAIRIE  SURGICAL 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 

(402)486-3400  • FAX:  486-3344  9-97 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 


Phone:  402-488-3002 

10-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-191 9 FAX  (402)  483-0357 
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pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M.D 
JOHNH.  CASEY.  M.D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J.  DUGGAN.  M.D. 

DONALD  A.  DYNEK.  M.D 
GEORGE  E.  GAMMEL.  M.D. 
PATRICK  A.  KEELAN.  M.D 
STEFFAN  R.  LACEY.  M.D. 
CHRISTOPHER  T.  MASADA.  M.D. 
' SCOTT M NOEL,  M.D 
MATTHIAS  I.  OKOYE,  M.D 
JOHN  F.  PORTERFIELD.  M.D 
ROBERT F.  SHAPIRO,  M.D 
AINA  I SILENIEKS.  M.D 
DANIEL  J TILL.  M.D 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 


402/483-5053  or  800/742-741 4 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  j.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 
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Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

12-96 


(9y/co/o^//  (Dentes* 

High  tech  as  well  as  highly  personalized  and  caring  service. 

Raju  Rao,  M.D. 

Board  Certified  Radiation  Oncologist 

Our  staff  consists  of  two  Radiation  Therapists  (B.S.  in  Radiation  Science), 
and  a Radiation  Physicist  (M.S.  in  Radiation  Physics.) 

Physician  referrals  only  Hours:  8:00  - 4:30  Monday  - Friday 

6101  Village  Drive,  Suite  100  • Lincoln,  NE  68516 

421-7158 
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LINCOLN 


Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 
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WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly.  M.D..  FACOG 
Gregory  J Hattan.  M.D.,  Board  Eligible 
Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 
Breast  Care  Center 
Counseling  and  Psychotherapy 
Hormonal  Replacement  Therapy 
Infertility  Center 


Lamaze  and  Health  Education 
Maturity  Center/Clinical  Research 
Nutrition  Counseling 
Urology/Incontinence  Center 
Young  Women  s Center 


High  Risk  Perinatal  Services  with  Home  Monitoring  and  Support  Services 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-97 
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rology 


enters 


OMAHA 

Adult  & Pediatric 
Urology 

Hal  K.  Mardis,  M.D.,  FAC.S.  Peter  M.  Gordon.  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D..  FAC.S.  Jon  J.  Morton,  M.D. 

H.  Jeoffrey  Deeths,  M.D.,  FAC.S.  Steven.  C.  Koukol,  M.D. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S. 

MAIN  CLINIC: 

1 1 1 So.  90th  Street,  Omaha.  NE  681 14  • (402)  397-9800/1-800  882-4770 
•SATELLITE  CLINICS 

6828  N.  72nd  St.  401  East  Gold  Coast  Rd.  3005 19th  St. 

Ste.  7200  Ste.220  P.O.Box  1413 

Omaha,  NE  68122  Papillion.NE  68046  Columbus,  NE  68602 

(402)572-3770  (402)592-5567  (402)562-8114 

’For  information  on  our  ongoing  research  studies  please  call  (402)  572-3770 ' 3-97 


CARDIOTHORAC1C  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street  Suite  124 
Omaha,  NE  681 14 
8-97 


OMAHA,  cont. 


0 

Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

FIRST 


EVE 


ASSOCIATES 


Building  l pon  a Proud  Heritage 
of  Expert  Eve  Care 


Stanley  M.  Truhlsen.  M.D.. 

emeritus 

C.  Rex  Latta.  M.D. 

John  W.  Pemberton.  M.D. 


John  T.  Ramsell.  M.D. 


Donald  L.  Arkfeld.  M.D. 


Raymond  M.  Crossman.  III.  M.D. 


8111  Dodge  SL 
Omaha.  NE 
68114-1115 
(402)  354-8111 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)  391-3131 

4242  Fa  mam  St 
Omaha,  NE 
68131-2810 
(402)552-2300 


D.  Francis  Arkfeld.  M.D. 
Camilla  R.  Parson,  M.D. 
Michael  I..  Goldstein.  M.D. 

Since  IS86 


3353  L St 
Omaha.  NE 
68107-2500 
(402)  354-8111 
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DRS.  GROSS,  IWERSEN,  KRATOCHVIL  & KLEIN  P.C. 

Orthopaedic  Surgery  Since  1949 

JOSEPH  F GROSS.  M.D. 

FRANK  J,  IWERSEN.  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

R.  MICHAEL  GROSS,  M.D 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

jack  a.  McCarthy,  m.d. 

C.  MICHAEL  KELLY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D 

JEFFREY  J.  TIEDEMAN.  M.D. 

scott  t.  McMullen,  m.d. 

• Hand  Surgery 

Disorders: 

• Joint  Replacement 

• Shoulder& Elbow 

• Sports  Medicine 

• Foot  & Ankle 

• Work  Related  Injunes  & 

• Hip  & Knee 

Evaluations 

• Spine  & Neck 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  224  

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-97 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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OMAHA,  cont. 


Midlands  Neurological  And  Headache  Center 

JAN  J.  GOLNICK  M.D.,  P.C. 


MEDICAL  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES 
OF  THE  BRAIN.  SPINAL  CORD 
MUSCLES.  NERVES  AND 
SEIZURE  DISORDERS 


ELECTROENCEPHALOGRAPHY 
ELECTROMYOGRAPHY 
EVOKED  POTENTIALS 
THERMOGRAPHY 


DIAGNOSIS  AND  TREATMENT 
OF  HEADACHE 

2 LOCATIONS 

7710  Mercy  Rd.  Omaha 
Suite  327  Midlands  Medical  Center 
401  East  Gold  Coast  Rd.,  Papillion 


DISABILITY  EVALUATION 
INDEPENDENT  MEDICAL 
EVALUATION 

592-2611 

IF  NO  ANSWER  PLEASE  CALL  553-1127 
or  1-883-592-2611 
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HUGH  S.  LEVIN,  M.D  • JOSEPH  A.  JARZOBSKI,  M.D  • TIMOTHY  R.  FANGMAN,  M.D. 
DENNIS  P.  TIERNEY,  M.D.  • SHIRLEY  LANDEN  HUERTER,  M.D.  • MICHAEL  H.  PETERS,  M.D. 
D.  RANDALL  PRITZA,  M.D  • STEPHEN  M O'CONNOR,  M.D 


7710  MERCY  ROAD,  SUITE  426 
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Jehangir  Bastani,  M.D Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.O Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Bruce  Gfeller,  M.D Lincoln 

Robert  Hanlon,  M.D Chadron 

Harold  R.  Huff,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Y.  Scott  Moore,  M.D.  Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Gordon  D.  Bainbridge,  M.D.,  Board  Liaison G.l. 

William  R.  Palmer,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Kiran  Gangahar,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D. Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Milton  R.  Johnson,  M.D Scottsbluff 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison  ..  Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D .'. Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Desta  Osborne Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

NMA  ELECTRONIC  COMMUNICATIONS 
WORKING  GROUP 

Steven  A.  Schwid,  M.D.,  Chairholder Omaha 

Terry  W.  Bejot,  M.D ....... Lincoln 

Kent  R.  Jex,  M.D. Lincoln 

John  R.  Windle,  M.D Omaha 

NMA  ELECTRONIC  DATA  COMMITTEE 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  T.  Urban,  M.D Kearney 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified  advertising  utilizing 
borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received  by  the  fifth  of  the  month 
preceding  the  date  of  publication.  Each  advertisement  will  be  removed -following  its  first  appearance  unless  otherwise  instructed. 
If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512, 
Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


KEYSTONE,  COLORADO: 

Weekly  rental,  3 to  5 minute  walk 
to  the  lifts  and  the  Mountain  House. 
Sleeps  four  to  six.  Indoor  parking, 
pool  jacuzzi,  sauna.  Two  units,  one 
luxury,  one  deluxe).  From  $950  per 
week.  Dr.  Ralph  Bloch,  (714)  692- 
8025. 

OPPORTUNITY: 

Join  2 physicians,  1 PA  at  Central 
Nebraska  Medical  Clinic  in  Broken 
Bow,  Nebraska.  Share  1/5  call  in 
service  area  of  24,000.  Competitive 
guarantee.  Benefits:  malpractice, 
health,  life  and  disability  insurance, 
vacation,  sick  leave,  CME  time  and 
travel.  Modern,  updated  40  bed  hos- 
pital, LTC,  surgical  suites  adjacent. 
Call  308-872-2486,  Aleta  Ambler  for 
more  information. 


OFFICE  EQUIPMENT  FOR  SALE: 

Abbott  Vision  Machine  and  Sup- 
plies. Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 


OPPORTUNITY: 

Rural  lake  country  community  is 
seeking  a Family  Practitioner  and 
Orthopedic  Surgeon  to  join  an  ac- 
tive 13-physician  multispecialty 
group.  Quality,  comfortable  living 
environment,  multiple  recreational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  re- 
laxed call,  liberal  salary  and  excep- 
tional benefits.  Send  curriculum  vi- 
tae or  inquiries  to:  Lake  Region  Clinic, 
PC,  Attn.:  Joel  Rotvold,  PO  Box  1 1 00, 
Devils  Lake,  ND  58301;  or  call  800- 
648-8898  for  further  information. 


PHYSICIAN: 

The  Nebraska  Department  of  Cor- 
rections is  seeking  a physician  to 
perform  clinical  and  administrative 
duties.  Work  schedule  is  Monday 
through  Friday  with  minimal  call. 
Newer  facilities  in  metropolitan  area, 
state  university  and  capitol,  with 
multiple  cultural  and  recreational 
advantages.  Serving  a population  of 
2,900  inmates  in  fully  equipped  clin- 
ics with  skilled  care  hospitals.  Full 
complement  of  support  staff  includ- 
ing physicians,  physician  assistants, 
24  hour  nursing  coverage,  labora- 
tory, x-ray,  optometry,  dentistry,  men- 
tal health,  etc.  Must  be  a licensed 
medical  doctor  in  Nebraska.  Salary 
negotiable  with  excellent  state  ben- 
efits. Submit  a Nebraska  State  Appli- 
cation form  or  resume  to  Depart- 
ment of  Correctional  Services  - Per- 
sonnel, P.O.  Box  94661,  Lincoln,  NE 
68509-4661.  (402)  479-5637,  (402) 
479-5119  (fax).  E.O.E./A.A. 

FOR  SALE: 

Sysmex  F-800  semi-automated 
hematology  analyzer.  Performs  CBC 
with  3 part  differential.  Machine  was 
in  use  until  October,  1996.  Cost 
$1,500.  Call  Doctor  Schwid  at  402- 
393-1741. 
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NEBRASKA  MEDICAL  JOURNAL 
1996  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  An  award  of  $1 ,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1997. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1996.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 
Nebraska  Medical  Journal 
233  S.  13th  St.  #1512  • Lincoln,  NE  68508 


Drug/Alcoho!/ Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMhLY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 
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The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 
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Norfolk  Printing  Co.,  Inc 8 


P 

Pegler  - Sysco 

PIC  Wisconsin 


S 

For  information  call:  St.  Paul  Fire  & Marine  Insurance  Co 22 

402-474-3693 

(You  do  not  have  to  give  your  name.)  u 

U S.  Air  Force 1 2 


December  1996  Nebraska  Medical  Journal  21-A 


ifeSTRiui 


Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


iU  -> 

£ r-^  o-  m 

CT'  s 

-<  ->2: 

O “ =3 

2.  H-X  2 
— h ^ 

--  cr  -< 
“ 05  C 

2:  ro  -5 

-<  3>  -i  JC- 
< *-*’ 
fD  £ X> 
i-*  2 ^ O 
OC  ii!  S' 
O ft!  £2. 

ro  e?  ns 
i£  x 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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